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‘The responsibility of someone else’: a focus group

study of collaboration between a university and a

hospital regarding the integration of caring science in

practice

Aim: The aim of the study was to develop insights into how

nurses, senior preceptors and head nurses experience the

integration of caring science in practice and how they

value the contributions of nursing students to the inte-

gration of caring science in practice.

Background: Research still reveals differences between

theory and practice by nursing students. In Sweden, clin-

ical education units have become one way of creating

consistency between university and health care practices

on values of caring.

Method: The study is hermeneutic in design comprising data

from three focus group interviews. The participants include

registered nurses, senior preceptors and head nurses.

Result: The study shows that roles and mandates are not

clearly defined between the different actors. The university

and hospital collaboration in caring science integration was

regarded as ‘someone else’s responsibility’. Research and

development seemed excluded from the everyday life of

the hospital units. The students seemed to fall somewhere

between the hospital ‘practice and concrete world of pro-

duction’ and the university ‘theory world of education and

research’. Three themes emerge: ‘integration – someone

else’s responsibility’, ‘the hospital – a culture of produc-

tion’ and ‘the hospital and the university – different real-

ities’.

Discussion: The results suggest the need for professionals

within health care and university to reflect on their

responsibilities in terms of research and development. The

ethos of caring science implies the alleviation of suffering

and caring for vulnerable patients including research and

development.

Keywords: focus groups, hermeneutic interpretation,

caring science, clinical education unit, nurse education,

collaboration, caritative leadership.
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Introduction

There is a need for well educated, confident health care

personnel to recognise the patient’s best interests. This

presupposes collaboration between health care organisa-

tions and universities responsible for education. Today,

there is a discrepancy between what nursing students are

taught in theoretical education and what they experience

in clinical practice (1–3). Research indicates that during

the first few years after graduation nurses report low levels

of research practice. They seem steadily less inclined to

contribute to health care through research after graduation

(2). This trend suggests a need for improving collaboration

between nursing education and the health care sector.

To foster better standards of care, Tishelman et al. (4)

developed a collaborative exchange programme, in which

nursing students were invited to write essays on topics

developed in collaboration between the faculty and the

clinical practice. Other ways to engage students included

their involvement in on-going research projects (5), cre-

ating courses where students did have the opportunity to

reflect on and develop an appreciation of theory and praxis

integration based on a caring science perspective (1). This

collaboration, designed mainly for student involvement,

may also lead to clinical practice development, as students

devote part of their time-consuming work to reviewing

scientific literature (4–6).
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E-mail: elisabeth.lindberg@hb.se

� 2012 The Authors

Scandinavian Journal of Caring Sciences � 2012 Nordic College of Caring Science 579

880220_Elisabeth_Lindberg_inl.indd   103 2014-08-01   11:21



the parts. Every single sentence is studied to expose its

significance for the subject matter in a process of devel-

oping an understanding (20). The analysis started by

reading the data as a whole. Then the material was read

line by line, and statements concerning the research

question(s) were identified and compared. Those found to

describe related situations were grouped according to

themes. Reflective processes of going back and forth

between the themes and the data, and in between the

themes and the whole data, were used in the process of

creating comprehensive themes. The findings from the

three groups of participants were compared. A theoretical

interpretation was created at the end. The theory of ‘cari-

tative caring’ (7–9) and ‘caritative leadership’ (14, 22, 23)

served as theoretical frames. The theoretical interpretation

guided the researchers’ in the search for meanings,

but were held in abeyance until the findings were estab-

lished.

Validity and reliability

Scientific curiosity and a reflective ethical research attitude

guided the study. The analysis was undertaken separately

by each researcher and then discussed in various sessions

until agreement was reached on the themes presented. The

results were also discussed in relation to theory and earlier

research (18). The context in which the study was carried

out was also described in a balancing act between trans-

ferability and ethical reflections on the participants’

integrity (18, 24).

Ethical considerations

The study conformed to the principles outlined in the

Declaration of Helsinki (25). The participants were

informed that participation would be voluntary and con-

fidential. Informed consent was obtained from each indi-

vidual participant. According to Swedish law, there was no

need for an ethical board review at the time of the study if

informed consent had been obtained from the participants

and no physical intervention was involved in the study

(26).

Findings

The study revealed perceptions of unclear roles and man-

dates for and between the different actors involved.

There was no agreed interpretation of collaboration; it

was regarded as ‘someone else’s responsibility’ where

research and development were often seen as distant from

the everyday life in hospital units. The students seemed to

fall between the hospital ‘everyday practice and concrete

world of production’ and the university ‘theory world of

education and research’. In the analysis, three themes

emerged: ‘integration – someone else’s responsibility’; ‘the

hospital – a culture of production’ and ‘the hospital and the

university – different realities’.

Integration – someone else’s responsibility

Perceptions of unclear roles and mandates among the

various actors in relations between the university and the

hospital, characterised the discussions in all three focus

groups. A view of their own organisation emerged where

the various actors appeared to live in a vacuum of uncer-

tainty over their own roles and mandates. HNs told stories

about their power to act, and also feelings of powerlessness

within the organisation. Power related to their role as HNs

in their own units where they acted to keep alive chances

for staff to take part in research and development.

I have noticed that the personnel, whatever they have

to do, always end up saying, ‘No, we can’t do that;

there is no time, not a chance in the world to do that’.

I have to provide them with time! (HN)

The HN’s felt powerlessness when discussing possibilities

for students to interact in their research projects. The

personnel were engaged in teams aimed at developing

standards of care. In the focus group, interest was aroused

and many of the participants agreed that the students’

knowledge of literature research and reading articles could

be useful. While the staff focused on issues such as time,

material, resources and costs, the HNs pointed out that the

students could perhaps focus on ‘soft issues’, i.e. patients’

experiences. At the same time, the HNs found it chal-

lenging to implement this idea because ‘the team owners are

medical doctors’; instead of expounding on this idea, they

just laughed as if it was too much to expect to admit stu-

dents into these teams: ‘Imagine the teams having the courage

to let the students in (…) (HN 1) …I agree with you, I can feel

that way too, I feel a little bit uncertain about that…’; (HN 2).

This sceptical attitude towards students’ involvement in

their teams was shared by the SPs.

The SPs tended to be the group most affected by their

perceptions of unclear roles. They felt unable to meet the

expectations of the different stakeholders; the world of the

university (students and teachers) and the hospital world

(the patients and their relatives, their colleagues, their

leaders). Their role as mediators between the university

and the hospital had become clearer than before devel-

opment of the CDUs. However, their position as SP was

described as unclear for themselves as well as for the other

stakeholders. In their ambiguous assignment as clinicians

and SPs, they often prioritised the care of the patients,

especially in times of downsizing and constantly being

short-staffed.

Speaking of their role pragmatically, for instance as

responsible for student schedules, introductions and

attending meetings, the SPs understood the expectations

placed on their role; ‘the greatest undertakings lie with the

administrative tasks…’ (SP). Long silences prevailed when
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The theoretical perspective of this study is derived from a

caring science perspective of human health, suffering and

caring. The patient is recognised and understood in his/her

respective context. According to Eriksson (7–9), the basis

of caring is derived from the ‘caritas’ motive which inspires

health care personnel to act in agreement with an inner

ethos. From a broader perspective, ‘caritas’ also constitutes

the significant motive in learning situations and human

relations in health care. From a caring science perspective,

knowledge implies how to assure the best care achievable

for the individual patient. One way of enabling this is to

reflect and have an ethical awareness about what is right

in a particular situation. This requires various types of

knowledge (e.g. scientific, practical, embodied) and a

humble openness to the patient’s lifeworld and embodied

knowledge (10–12). Maintaining the patient’s perspective

can be seen as the goal of caring. In this study the patient’s

perspective is essential.

In Sweden, Clinical Educational Units (CEUs) have

been developed. A CEU can be understood as a health

care unit in which the health care practice and the

university collaborate to improve the quality of the stu-

dents’ clinical practice. Since health care personnel are

responsible for the patients, they also assume the main

responsibility for the students’ practical development.

A CEU may be organised as a joint venture by the

hospital and the university. According to Lindahl et al.

(13) the objective of the CEU is not only related to the

results of the student’s learning, it also aims to create

congruence between the university and the CEU on

values of caring. In a CEU, there are several key func-

tions of importance for education and collaboration. In

this study, the actors are head nurses (HN), senior pre-

ceptors (SP) and registered nurses (RN). In the literature,

HNs often intend creating learning organisations; how-

ever, time constraints and sometimes lack of knowledge

prevent them from carrying out these intentions (3, 14).

The role of the SP is also a key factor in supporting

nursing students in terms of applying theoretical learning

to clinical practice. The roles of the SPs as described in

the literature are administrative as well as supportive,

and directed towards both students and personnel (13,

15). Whereas recognition of status and value of these

roles is generally undisputed, they are in many ways

unclear for clinical staff, managers and students (15, 16).

There is a need to develop knowledge on how to col-

laborate more effectively between the university and the

health care organisation in terms of integrating caring

science in practice.

Aim

The present study aims to develop insights into how nur-

ses, senior preceptors and head nurses experience the

integration of caring science in practice, and how they

value the nursing students’ contribution to the integration

of caring science in practice.

Methods and materials

Study design/data collection

Focus group interviews were chosen to observe synergy

effects created by the group interaction, identifying hidden

thought patterns not perhaps consciously evident to the

individual participant, but only noticeable through par-

ticipating in group discussions where group dynamics

reveal underlying layers of thought (17).

Interviews took place in a conference room at the hos-

pital for between 60 and 75 minutes. Interviews opened

with two questions: What are your opinions on how to

integrate caring science in clinical practice? Are there any

possibilities for nursing students to contribute to this

integration? This was followed by requests for more

detailed explanations of significant statements. Interviews

were audio-taped and transcribed verbatim. Two

researchers were present (the first and second authors) in

each focus group. The first author acted as moderator and

the second author as observer, taking field notes. After

every group session the two researchers reflected on the

main areas during the session (18).

Participants

Participants were professionals at the same hospital

selected by purposive sampling (18). The management at a

hospital in the western part of Sweden was contacted and

subsequently gave their permission to carry out the study

at three CEUs. Five HNs and four SPs were asked to par-

ticipate. Two nurses from each ward were selected by the

HN to participate in the nursing focus group. Two HNs and

one RN were unable to participate. All in all, three HNs,

four SPs and seven RNs participated in the focus groups.

Homogenous groups according to professional roles were

arranged to reduce participant anxiety and create a positive

atmosphere (17, 19).

Data analysis

A hermeneutical interpretative approach was adopted to

guide the analysis (20, 21). The analysis was inspired by

Fleming et al. (20). The research questions guided the

research process. The researchers’ preconception evolved

from different experiences as registered nurses and teach-

ers with a specific interest in students’ clinical practice and

caring science. A reflective attitude was maintained during

the whole process in an attempt to move beyond precon-

ceptions and understand the phenomenon differently (21).

The hermeneutical spiral involves the search for the basic

meaning of a text as a whole through an investigation of
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knowledge of literature research and reading articles could

be useful. While the staff focused on issues such as time,

material, resources and costs, the HNs pointed out that the

students could perhaps focus on ‘soft issues’, i.e. patients’

experiences. At the same time, the HNs found it chal-

lenging to implement this idea because ‘the team owners are

medical doctors’; instead of expounding on this idea, they
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described as unclear for themselves as well as for the other

stakeholders. In their ambiguous assignment as clinicians

and SPs, they often prioritised the care of the patients,

especially in times of downsizing and constantly being

short-staffed.
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opportunity to reflect on the care of their patients. There

was neither the time nor the place to read or study due to

constant distractions and interruptions. This resource

should not be used as a ‘buffer’ in case of acute staff

shortages during the daily work schedule.

In a culture of production, participants constantly felt

under pressure, being preoccupied with tasks which nee-

ded to be completed. Unfortunately, time and their efforts

were never sufficient to meet the core values of caring. The

consequences varied for the three groups. The HNs

described it as a diminished sense of work satisfaction,

which indicated that they were affected on an emotional

level: ‘You are not doing a good job anywhere’ (HN). This also

led to sadness and frustration for the HNs as they wanted

to develop care, but saw few opportunities to do so. ‘It’s like

a comedy, but it’s not funny. I think that we all want to develop

care, but we have lost our way here…’ (HN). The solution for

the SPs in this study was to succeed in administration,

trying to meet the demands of the organisation, leaving

little space to develop the integration of caring science. The

nurses again were forced to compromise their desires to

develop care while being constantly in a hurry.

The hospital and the university – different realities

All three groups from the hospital expressed ambivalent

attitudes to collaboration with the university. While their

attitudes were positive, there was an underlying sense of

problematic and, at times, conflicting collaboration. The

discrepancies between their ideals and the reality of their

organisation overshadowed discussions. The RNs expressed

commitment in a CEU to take part in research and devel-

opment: ‘We are a CEU not only on paper but also in practice!

And we have to live up to this’. (RN). The nurses stated that

they would like to act as co-supervisors, for instance, in

terms of student essay writing.

This activity would be more difficult for the SPs due to a

lack of confidence in their own ability to contribute

effectively. At the time most SPs were struggling to achieve

an academic degree. As one SP put it:

. . . if I speak for myself, I do not have the skills to

support someone who writes an essay. I could even-

tually comment on the work, but not for several years.

(SP)

Allowing their personnel to take part in theoretical

education both frightened and stimulated the HNs. It was

described as a challenge from the university and they

‘shivered with excitement’. Most likely the prevailing attitude

had been established in earlier experiences of being

abandoned by the university when experiencing problems

with students in clinical practice. To discuss the clinical

staff’s involvement in theoretical parts such as students’

essays became a negotiation of time for the HNs. They

wanted something in return from the university. The

compensation requested was mostly related to practical

issues such as teachers taking part in daily supervision. The

RNs felt that this could relieve them in their supervision

work.

The HNs additionally experienced mistrust of the stu-

dent’s involvement in on-going projects at the clinic. This

perception was based on previous discussions where dif-

ferent opinions had been voiced between the university

and the hospital about the substance of the students’

essays. According to the HNs, the students essays were too

focused on caring science, which was described as ‘impor-

tant, but not what we need’. Their needs were instead related

to health care technology, which was not regarded as

belonging to caring science. The HNs also expressed mis-

trust in the quality of the students’ essays, indicating that

knowledge derived from the essays was not suitable or

insufficient in standard for implementation in clinical

praxis.

Consequently, the three groups took a pending attitude

towards the university. An image portrayed by the uni-

versity suggested an authoritative institution with limited

contact with the respondents’ reality. As one nurse

explained: ‘When students say, ‘We learned that in school!’ I

sometimes think: Oh dear, that has not been used for several

years!’ (RN) There was also a clear need for support from

the university; ‘You are teachers, you know what’s new, but for

those of us who work, we are not part of that, the academic

world’. (RN) There was uncertainty and fear of stepping out

into the academic world.

Discussion

Economic interests and a lack of time in the hospital world

often provide the framework for caring. This cultural dis-

course affects not only the patients, but also the carers.

When the right conditions exist for caring, the carers are

rewarded with a positive feeling of creating something

worthy, and the relationship with the patient has a deeper

meaning. This act of balancing between doing good and

being adaptable to organisational demands for saving

money and simultaneously ‘producing’ care puts the carer

in a conflicting situation. The carer’s inner values are

compromised, and the situation creates feelings of not

being able to act in accordance with one’s professional

conviction. As this study is carried out in a CEU context, it

also affects the students’ professional development. If stu-

dents have positive role models with the ability to integrate

different kinds of knowledge, they will probably be able to

adopt and internalise this integration as future nurses.

Nurses are close to both patients and students, and they

may have the opportunity to see the need for and the

possibilities to value a closer collaboration between uni-

versity and care. Caught in a reality were the needs of their

patients are endless, and their workload is constantly

increasing, there was little time to alleviate the patient’s

existential suffering. In the patient’s process of creating
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trying to discuss their role in relation to research and

development. There was no discussion on the question of

research applications in clinical practice.

In some ways, the interviews revealed powerlessness

and dejection where responsibility for collaboration and

integration of theory and practice was described as the

responsibility of someone else. Both RNs and SPs expected

the HNs to grant them permission to intervene in collab-

oration projects. The HNs, however, wished the SPs to be

more active and take responsibility. In many ways col-

laboration and integration related to patient care were

often due to an unreflected responsibility. Although all

groups stated that collaboration was of great importance,

there always seemed to be different types of obstacles for

taking full responsibility.

The hospital: a culture of ‘production’

There were good intentions for developing care; these

intentions were, however, withdrawn by economic and

organisational demands in a hierarchical organisation. The

use of words such as ‘production’, ‘perform’ and ‘demands’

when speaking of their daily work, and a caring context

dubbed as ‘the company’ seemed to be far away from the

core values of caring science. Research and development

did not seem to be an integral part of the everyday ‘pro-

duction and process life’ of the hospital. Management

discourse was used by all three focus groups, but pre-

dominated in the HN group.

Working in this production-orientated context influ-

enced the respondents in different ways. The HNs seemed

caught between conflicting demands of the organisation

as their main concerns were related to organisational and

economic issues. The SPs’ descriptions indicated a lack of

power and sometimes lack of knowledge with regard to

placing caring science on the agenda. The RNs seemed

caught midway between values they wished to represent

and their ability to translate theory into action. The

development of care was difficult to implement, due to

the perceived prevailing organisational values and

culture.

As formally responsible for their unit personnel and

budgets the HNs’ focus was often directed towards ‘getting

it all together’ from an organisational perspective.

Although a desire to develop care was noted, the HNs

perceived few or no opportunities. As one HN put it:

Then you could say that these small things, based on

working evidence, do not work in reality. You don’t

have the time. You embrace new facts without really

having the possibility to deepen your understanding.

(HN)

Although the participants saw a need for research and

development it was seen as an increased burden in an

already troublesome reality. For the HNs time limitations

led to an attitude of distancing themselves from new

influences: ‘…you try to keep things at a distance and you are

not open to any new assignments’ (HN).

The SPs often experienced problems resulting from an

unclear view of their role where they saw themselves more

as administrators than developers of a caring and learning

culture. As administrators, they were responsible for edu-

cating their staff and providing them with vital informa-

tion. However, limited ability to influence the education

content and include caring science and research in the

practice were perceived by participants. Their planning

was dependent on a hierarchical prioritising of educational

timetables, which they felt they could not influence:

(The schedules) are so tight. We have different types

of education, and which one is prioritised (brief

silence)? The medical perspective has become

increasingly predominant. (SP)

The HNs also stressed that education and information

related to demands primarily originating from the organi-

sation, with little room for reflection and development of a

caring culture. The agenda for the meetings was set, not by

the carers, but by organisational demands; ‘There are a lot of

people knocking on our doors wanting to present us with or

update us on different subjects’ (HN). Yet again the HNs had to

act as barriers against informational overload within their

units.

The SPs similarly described staff opportunities to partic-

ipate in education as being problematic. The difficulties in

participating were expressed by the SPs: ‘The staff can’t leave

the production’ (SP). To make it possible for staff to attend

education sessions it had to be arranged at localities close

to the ward so that personnel could ‘sneak in for an hour or

two’ (SP).

In the RN group, descriptions of caring values included a

desire to provide good care for vulnerable patients and a

desire to contribute to the development of caring science.

The relationship with the patient was considered to be

meaningful and have implications for the nurses. These

relationships touched them on a deeper level and were

described as life experiences which they had to face while

the patients needed care; they were not just fleeting

encounters;

If you take care of a man, aged 35, you also take care

of his children, his wife; and there is also a mother and

a father. So it is not just the patient, but the whole

family. You even know in which club the children

play football…you become involved! And I don’t want

to miss that; I like getting close to the patients. (RN)

The nurses’ intentions to engage in the patient’s world

were difficult to live up to. Their descriptions indicated a

discrepancy between their reality and their desires.

Research and development appeared to be separated from

their daily work and was perceived to be unconnected to

patient care. The nurses pointed out that the chances were

minimal in terms of reading and taking note of findings

from scientific literature and they experienced little
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opportunity to reflect on the care of their patients. There

was neither the time nor the place to read or study due to

constant distractions and interruptions. This resource

should not be used as a ‘buffer’ in case of acute staff

shortages during the daily work schedule.

In a culture of production, participants constantly felt

under pressure, being preoccupied with tasks which nee-

ded to be completed. Unfortunately, time and their efforts

were never sufficient to meet the core values of caring. The

consequences varied for the three groups. The HNs

described it as a diminished sense of work satisfaction,

which indicated that they were affected on an emotional

level: ‘You are not doing a good job anywhere’ (HN). This also

led to sadness and frustration for the HNs as they wanted

to develop care, but saw few opportunities to do so. ‘It’s like

a comedy, but it’s not funny. I think that we all want to develop

care, but we have lost our way here…’ (HN). The solution for

the SPs in this study was to succeed in administration,

trying to meet the demands of the organisation, leaving

little space to develop the integration of caring science. The

nurses again were forced to compromise their desires to

develop care while being constantly in a hurry.

The hospital and the university – different realities

All three groups from the hospital expressed ambivalent

attitudes to collaboration with the university. While their

attitudes were positive, there was an underlying sense of

problematic and, at times, conflicting collaboration. The

discrepancies between their ideals and the reality of their

organisation overshadowed discussions. The RNs expressed

commitment in a CEU to take part in research and devel-

opment: ‘We are a CEU not only on paper but also in practice!

And we have to live up to this’. (RN). The nurses stated that

they would like to act as co-supervisors, for instance, in

terms of student essay writing.

This activity would be more difficult for the SPs due to a

lack of confidence in their own ability to contribute

effectively. At the time most SPs were struggling to achieve

an academic degree. As one SP put it:

. . . if I speak for myself, I do not have the skills to

support someone who writes an essay. I could even-

tually comment on the work, but not for several years.

(SP)

Allowing their personnel to take part in theoretical

education both frightened and stimulated the HNs. It was

described as a challenge from the university and they

‘shivered with excitement’. Most likely the prevailing attitude

had been established in earlier experiences of being

abandoned by the university when experiencing problems

with students in clinical practice. To discuss the clinical

staff’s involvement in theoretical parts such as students’

essays became a negotiation of time for the HNs. They

wanted something in return from the university. The

compensation requested was mostly related to practical

issues such as teachers taking part in daily supervision. The

RNs felt that this could relieve them in their supervision

work.

The HNs additionally experienced mistrust of the stu-

dent’s involvement in on-going projects at the clinic. This

perception was based on previous discussions where dif-

ferent opinions had been voiced between the university

and the hospital about the substance of the students’

essays. According to the HNs, the students essays were too

focused on caring science, which was described as ‘impor-

tant, but not what we need’. Their needs were instead related

to health care technology, which was not regarded as

belonging to caring science. The HNs also expressed mis-

trust in the quality of the students’ essays, indicating that

knowledge derived from the essays was not suitable or

insufficient in standard for implementation in clinical

praxis.

Consequently, the three groups took a pending attitude

towards the university. An image portrayed by the uni-

versity suggested an authoritative institution with limited

contact with the respondents’ reality. As one nurse

explained: ‘When students say, ‘We learned that in school!’ I

sometimes think: Oh dear, that has not been used for several

years!’ (RN) There was also a clear need for support from

the university; ‘You are teachers, you know what’s new, but for

those of us who work, we are not part of that, the academic

world’. (RN) There was uncertainty and fear of stepping out

into the academic world.

Discussion

Economic interests and a lack of time in the hospital world

often provide the framework for caring. This cultural dis-

course affects not only the patients, but also the carers.

When the right conditions exist for caring, the carers are

rewarded with a positive feeling of creating something

worthy, and the relationship with the patient has a deeper

meaning. This act of balancing between doing good and

being adaptable to organisational demands for saving

money and simultaneously ‘producing’ care puts the carer

in a conflicting situation. The carer’s inner values are

compromised, and the situation creates feelings of not

being able to act in accordance with one’s professional

conviction. As this study is carried out in a CEU context, it

also affects the students’ professional development. If stu-

dents have positive role models with the ability to integrate

different kinds of knowledge, they will probably be able to

adopt and internalise this integration as future nurses.

Nurses are close to both patients and students, and they

may have the opportunity to see the need for and the

possibilities to value a closer collaboration between uni-

versity and care. Caught in a reality were the needs of their

patients are endless, and their workload is constantly

increasing, there was little time to alleviate the patient’s

existential suffering. In the patient’s process of creating
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trying to discuss their role in relation to research and

development. There was no discussion on the question of

research applications in clinical practice.

In some ways, the interviews revealed powerlessness

and dejection where responsibility for collaboration and

integration of theory and practice was described as the

responsibility of someone else. Both RNs and SPs expected

the HNs to grant them permission to intervene in collab-

oration projects. The HNs, however, wished the SPs to be

more active and take responsibility. In many ways col-

laboration and integration related to patient care were

often due to an unreflected responsibility. Although all

groups stated that collaboration was of great importance,

there always seemed to be different types of obstacles for

taking full responsibility.

The hospital: a culture of ‘production’

There were good intentions for developing care; these

intentions were, however, withdrawn by economic and

organisational demands in a hierarchical organisation. The

use of words such as ‘production’, ‘perform’ and ‘demands’

when speaking of their daily work, and a caring context

dubbed as ‘the company’ seemed to be far away from the

core values of caring science. Research and development

did not seem to be an integral part of the everyday ‘pro-

duction and process life’ of the hospital. Management

discourse was used by all three focus groups, but pre-

dominated in the HN group.

Working in this production-orientated context influ-

enced the respondents in different ways. The HNs seemed

caught between conflicting demands of the organisation

as their main concerns were related to organisational and

economic issues. The SPs’ descriptions indicated a lack of

power and sometimes lack of knowledge with regard to

placing caring science on the agenda. The RNs seemed

caught midway between values they wished to represent

and their ability to translate theory into action. The

development of care was difficult to implement, due to

the perceived prevailing organisational values and

culture.

As formally responsible for their unit personnel and

budgets the HNs’ focus was often directed towards ‘getting

it all together’ from an organisational perspective.

Although a desire to develop care was noted, the HNs

perceived few or no opportunities. As one HN put it:

Then you could say that these small things, based on

working evidence, do not work in reality. You don’t

have the time. You embrace new facts without really

having the possibility to deepen your understanding.

(HN)

Although the participants saw a need for research and

development it was seen as an increased burden in an

already troublesome reality. For the HNs time limitations

led to an attitude of distancing themselves from new

influences: ‘…you try to keep things at a distance and you are

not open to any new assignments’ (HN).

The SPs often experienced problems resulting from an

unclear view of their role where they saw themselves more

as administrators than developers of a caring and learning

culture. As administrators, they were responsible for edu-

cating their staff and providing them with vital informa-

tion. However, limited ability to influence the education

content and include caring science and research in the

practice were perceived by participants. Their planning

was dependent on a hierarchical prioritising of educational

timetables, which they felt they could not influence:

(The schedules) are so tight. We have different types

of education, and which one is prioritised (brief

silence)? The medical perspective has become

increasingly predominant. (SP)

The HNs also stressed that education and information

related to demands primarily originating from the organi-

sation, with little room for reflection and development of a

caring culture. The agenda for the meetings was set, not by

the carers, but by organisational demands; ‘There are a lot of

people knocking on our doors wanting to present us with or

update us on different subjects’ (HN). Yet again the HNs had to

act as barriers against informational overload within their

units.

The SPs similarly described staff opportunities to partic-

ipate in education as being problematic. The difficulties in

participating were expressed by the SPs: ‘The staff can’t leave

the production’ (SP). To make it possible for staff to attend

education sessions it had to be arranged at localities close

to the ward so that personnel could ‘sneak in for an hour or

two’ (SP).

In the RN group, descriptions of caring values included a

desire to provide good care for vulnerable patients and a

desire to contribute to the development of caring science.

The relationship with the patient was considered to be

meaningful and have implications for the nurses. These

relationships touched them on a deeper level and were

described as life experiences which they had to face while

the patients needed care; they were not just fleeting

encounters;

If you take care of a man, aged 35, you also take care

of his children, his wife; and there is also a mother and

a father. So it is not just the patient, but the whole

family. You even know in which club the children

play football…you become involved! And I don’t want

to miss that; I like getting close to the patients. (RN)

The nurses’ intentions to engage in the patient’s world

were difficult to live up to. Their descriptions indicated a

discrepancy between their reality and their desires.

Research and development appeared to be separated from

their daily work and was perceived to be unconnected to

patient care. The nurses pointed out that the chances were

minimal in terms of reading and taking note of findings

from scientific literature and they experienced little
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Conclusion

There is a need for personnel in health care practice and

the universities, to reflect on their responsibilities to col-

laborate on the integration of caring science in practice.

The ethos of caring science implies an obligation to care for

the vulnerable patient; it also implies an obligation to be

good role models for students. The integration of caring

science in practice creates a shared responsibility by all

actors on both organisational and individual levels, and

cannot be seen as someone else’s responsibility. Seeing

research and development as a component of one’s work

and taking responsibility to perform one’s duties is more

effective than pointing the finger at others and ordering

them to act instead. All participants are important in this

process. For the HNs a transition towards a ‘caritative’

leadership could contribute to greater attentiveness to

caring values. The SPs need clarity regarding the expecta-

tions of their role in terms of research and development.

The nurses need encouragement in their efforts and

quality time to realise their intentions, since care devel-

opment by reflection demands time and space. For the

patients’ sake, there is a need to clearly implement the

common responsibility for research and development in

order to close the theory–practice gap in caring practice.
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Johanna Bäckström for helping us with the English

language.

Author contributions

All the authors of the manuscript have actively partici-

pated in the study design and analysed the data. EL has

drafted the manuscript and all the authors have approved

the manuscript as submitted.

References

1 Ekebergh M, Lepp M, Dahlberg K.

Reflective learning with drama in

nursing education – a Swedish attempt

to overcome the theory praxis gap.

Nurse Educ Today 2004; 24(8): 622–8.

2 Forsman H, Gustavsson P, Ehrenberg

A, Rudman A, Wallin L. Research use

in clinical practice – extent and pat-

terns among nurses one and three

years postgraduation. J Adv Nurs 2009;

65(6): 1195–206.

3 Kajermo KN, Undén M, Gardulf A,

Eriksson LE, Orton M, Arnetz BB,

Nordström G. Predictors of nurses’

perceptions of barriers to research uti-

lization. J Nurs Manage 2008; 16(3):

305–14.

4 Tishelman C, Bergenmar M, Bernh-

ardson B, Blomberg K, Börjeson S,

Foderus H, Leveälahti H, Sahlberg-

Blom E, Ternestedt BM. Using under-

graduate nursing students as mediators

in a knowledge transfer programme for

care for patients with advanced cancer.

Eur J Cancer Care 2008; 17(3): 253–60.

5 Weiss JA. Broadening horizons.

Engaging advanced practice nursing

students in faculty research. Nurse Educ

2009; 34(2): 75–79.

6 Stone C, Rowles CJ. Nursing students

can help support evidence-based prac-

tice on clinical nursing units. J Nurs

Manage 2007; 15(3): 367–70.

7 Eriksson K. Pausen. En beskrivning av
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meaning in their suffering the carer’s ability to respond to

the patient is essential (27). Ranheim (28) found in her

study that nurses faced an ethical conflict between exter-

nal formal obligations and their internal obligations when

they were forced to choose quantifiable tasks for attentive

caring. This is in accordance with the present findings of

this study where the respondents in all three groups

expressed a longing and a desire to develop care, but

instead were forced to focus on problems performing the

practical aspects of care.

Although the HNs attempted to create opportunities for

nurses to become involved in research and development,

they had to focus more on economic and practical

problems. A change towards a ‘caritative’ leadership, as

described by Bondas (14, 22, 23), could strengthen the

position of the HN and contribute to a ‘cultural journey’

towards care focused on the patient’s needs and, in turn,

research and development to be more easily integrated

with this care. Leadership in a caring context should be

derived from humanistic values, where the organisational

culture is characterised by a genuine wish to provide care

for vulnerable patients and their families.

Research and development was, in most cases, perceived

as ‘the responsibility of someone else’. In the present study

the SP group was the one least confident in their role.

According to Conway and Elwin (16) an ‘industrial cli-

mate’ values the SPs more as clinicians on the expense of

educational and professional development. The HNs

expected the SPs to take greater responsibility in research

and development, but the mandate was not clear to the

SPs. At the time of the study a number of SPs did not have

an academic education which may have contributed to

their insecurity in being able to take full responsibility in

their role. According to Ranheim (28), no demand can be

placed on professionals educated in a tradition of natural

science to contribute to the development of caring science,

unless clinical practice and the university take responsi-

bility and highlight the importance of a caring agenda.

Other studies also indicate that critical reflection is not

developed automatically through education. There are

conditions which could contribute to critical reflection:

relevant contents and well reflected didactics in education

and a health care practice which places greater value on

nurses with higher academic degrees (29, 30).

Collaboration between university and hospital was

influenced by the notion of the university as an author-

ity. In the same way as Gadamer (31) described the

patients’ expectations on the physician to be an authority,

the health care practice expects the university to be an

authority in research and development. This study indi-

cates that past experiences have changed this view and

instead of being a visionary role model, the university has

become the authoritarian teacher who informs the health

care practice about what is good and bad for them.

According to Gadamer (31) the risk of abusing one’s

authority can be prevented through critical reflection.

Authority is linked to power and if this is not reflected on,

there is a risk of abusing others (32). In the present study the

mistrust of the HNs indicates a need for the university to

reflect on their role as an authority. The university also

needs to consider its educational opportunities by main-

taining close contact with the clinic. The concept of different

realities indicates the importance of further collaboration

characterised by humility and respect for the unique com-

petences held by the different actors.

The findings of this study tentatively indicate that col-

laboration within an organisation and between different

organisations is a complex issue. The gap will continue to

exist as long as the individual’s responsibility, which comes

with a certain professional role, is not clearly defined and

communication between the professionals lacks open dia-

logue. In this game of ‘passing the buck’ everyone will

suffer and the haphazardness of collaboration will con-

tinue. In accordance with a caring science ethos there is a

moral obligation to continue efforts to develop and inte-

grate caring science for the sake of our patients (7, 9). One

way is to articulate the patient’s perspective and to high-

light their embodied knowledge as being of equal impor-

tance to be integrated with professionals knowledge in

practice. The results from this study have led to a ‘Partic-

ipatory Action Research’ project in which university and

health care practice collaborate in implementing caring

science in which the patient’s perspective is of vital

importance.

Study limitations

This study was carried out in one hospital in Sweden with

participants from three different groups, and provides HNs,

SPs and RNs working in a CEU context with a voice. There

are other important related actors such as patients, stu-

dents, teachers and other professionals in the health care

organisation, which constitute significant contributing

factors to be included in further research. This study was

conducted during a limited time period during which the

current situation could have influenced the result. There is

a need to explore the subject more deeply which could

have been done by including other CEUs or by repeating

the interviews on another occasion.

Focus groups can produce data offering powerful

insights when disclosing assumptions in the culture (17,

19). Group interaction also differed which could have

influenced the result. The RNs interacted freely inter-

rupting each other as they expressed their views on dif-

ferent issues. The SPs expressed this interactive style to a

lesser degree. The HNs talked in short bursts and required

probing questions, resulting in limited interaction between

the participants. The communication styles of the groups

indicate different professional cultures offering a fruitful

base for further studies.
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Conclusion

There is a need for personnel in health care practice and

the universities, to reflect on their responsibilities to col-

laborate on the integration of caring science in practice.

The ethos of caring science implies an obligation to care for

the vulnerable patient; it also implies an obligation to be

good role models for students. The integration of caring

science in practice creates a shared responsibility by all

actors on both organisational and individual levels, and

cannot be seen as someone else’s responsibility. Seeing

research and development as a component of one’s work

and taking responsibility to perform one’s duties is more

effective than pointing the finger at others and ordering

them to act instead. All participants are important in this

process. For the HNs a transition towards a ‘caritative’

leadership could contribute to greater attentiveness to

caring values. The SPs need clarity regarding the expecta-

tions of their role in terms of research and development.

The nurses need encouragement in their efforts and

quality time to realise their intentions, since care devel-

opment by reflection demands time and space. For the

patients’ sake, there is a need to clearly implement the

common responsibility for research and development in

order to close the theory–practice gap in caring practice.
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Abstract
This study focused on older patients participating in a team meeting (TM) in a hospital ward in Sweden. A process had
taken place on the ward, in which the traditional round had developed into a TM and understanding what participating in a
TM means for the older patient is necessary for the development of care that facilitates older patient’s participation. The
aim of this study was to describe the caring, as experienced by the older patients on a ward for older persons, with a specific
focus on the team meeting. A reflective lifeworld research (RLR) design was used. Fifteen patients, 12 women and three
men (mean age of 82 years) were interviewed while they were hospitalized in a hospital ward for older people. In the
essential meaning of the phenomenon, the TM is described as being a part of a wider context of both caring and life. The
need for hospitalization is an emotional struggle to overcome vulnerability and regain everyday freedom. The way in which
the professionals are able to confirm vulnerability and create a caring relationship affects both the struggle for well-being
and the possibilities for maintaining dignity. The essence is further explicated through its constituents; Vulnerability limits
life; Life is left in the hands of someone else; Life is a whole and Space for existence. The result raises concern about how the
care needs to be adjusted to older people’s needs as lived bodies. The encounter between the carer and the patient needs to
be developed in order to get away from the view of the patient as object. An expanded vision may open up for existential
dimensions of what brings meaning to life. One way, as described by the patients, is via the patient’s life stories, through
which the patients can be seen as a whole human being.

Key words: older persons, phenomenology, team meeting, patient participation, qualitative research
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This study focused on older patients participating in a

team meeting (TM) in a hospital ward in Sweden. A

process had taken place on the ward in which the

traditional round had developed into a TM. Fifteen

patients who had experienced a TMwere interviewed

and observations preceded 12 of the 15 interviews.

A major focus in the scientific literature on the

round appears to be communication and interac-

tion between the physicians and patients (Molony,

Horgan, & Graham, 2013; Weber, Stöckli, Nübling,

& Langewitz, 2007) and interaction in the health

care team (Manias & Street, 2001; Weber et al.,

2007). The literature also focuses on the ward round

as being important for the education of staff and

students (Bradfield, 2010; Manias & Street, 2001;

Molony et al., 2013; O’Hare, 2008).

Patients often experience the round as fragmented

and brief, leaving little time for interaction (Persson

& Määttä, 2012; Sweet & Wilson, 2011). Commu-

nication during rounds can be challenging due to

professionals using medical terms or due to the lack

of the opportunity for confidentiality when sharing

a room with other patients (Molony et al., 2013).

Subjects addressed during the round mainly concern

medical issues (Weber et al., 2007).

Changing and developing the ward round is

described as a challenging task due to the inherent

and hierarchical structures it relies on (Fiddler et al.,

2010). Historically, ward rounds have a high status

in hospital care and courage, vision and leader-

ship is needed in order to reform the ward round

(Bradfield, 2010). Several areas for improvement
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process with critical questioning among the mem-

bers of the research team as well as in seminars.

Participant and setting

The study was conducted in a ward for older people

at a hospital in western Sweden. The planned

hospitalization on the ward would ideally not exceed

three days. The ward was characterized by a holistic

patient perspective, where the patients and their life

situation were in attention. The TM functioned as

the core arena for the planning of the care to be

given on the ward and the discharge from hospital.

The staff had tried to improve patient participation

by inviting patients to the TM. Fifteen participants

(12 women and 3 men) were interviewed in this

study. All of them lived in an ordinary housing and

as a majority had some kind of support from the

home care services, planning for discharge was of

importance in order to create a safe departure

from hospital. All of the interviews were conducted

while the informants were hospitalized for an acute

somatic illness. The informants were 74�94 years

(mean age of 82 years) and three lived together with

a wife or a husband.

Data collection

The patients were invited to participate in the TM

by their nurse or physician. When the first author

was present on the ward, the patients were also asked

by their nurse/physician if they wanted to participate

in the subsequent study. Patients who wanted to

participate were then contacted by the first author

who provided information, both orally and written.

This first contact, due to the patient’s vulnerability,

served as a way of establishing a relationship in

which the informants could feel safe and ask ques-

tions. Patients with impaired decision-making skills

(for example, due to a diagnosis of dementia or

patients affected by fatigue or illness) were excluded.

Observations preceded 12 of the 15 interviews.

Observations can, according to Dahlberg et al.

(2008), be complementary to interviews when the

phenomenon ‘‘is social and inter-subjective, em-

bedded and implicit, and therefore hard to get hold

of, as hard to verbalize’’ (p. 219). Field notes were

taken during the observations; these are not, how-

ever, included in the analysis, but served as a basis

for reflection during the interviews and can serve

as background information and contribute to a

better understanding of the result. One example

taken from an observation and interview with a

woman is described here. During the TM, the

patient starts to cry and the nurse assistant sitting

next to her puts her arms around her. During the

interview, the patient was asked to describe her

experience of the situation and she then described

her tears as tears of gratitude ‘‘ . . . they were so nice

to me and then I was sorry for that too . . ..’’
The interviews took place immediately after the

TM and followed the principle of RLR (Dahlberg

et al., 2008). The two main questions were: How did

you experience the TM? and Can you please tell me

why you are in need of hospital care? Follow-up

questions were then asked in order to gain a greater

understanding of the phenomenon: ‘‘caring with

specific focus on the TM’’.

Analysis

The data were analysed according to the principles

of RLR (Dahlberg et al., 2008), which means that

reflection and bridling have been vital components

throughout the process. The interviews were tran-

scribed verbatim by the first author and non-verbal

information such as, for example, silence and

hesitations were included, as described by Dahlberg

et al. (2008). Listening to and transcribing the

interviews contributed in the process to becoming

familiar with the material. The analysis started by

reading and rereading the interviews to create a

feeling for the material as a whole. Thereafter, the

text was divided into ‘‘meaning units’’. The analysis

proceeded by focusing on understanding the mean-

ing of every unit. This was carried out through

thoughtful reading where single words, sentences or

paragraphs related to the phenomenon were identi-

fied. Questions related to the phenomenon were

asked of the material, such as: how and in which

way is caring present in the described TM situation.

In the next phase, the meanings were put together in

clusters. A cluster is a temporary pattern, supporting

the researchers in the search for an essential meaning

(Dahlberg et al., 2008). In RLR, the essence is the

most abstract level of analysis (Dahlberg, 2006).

The essence was formulated by rereading the

clusters as well as the original data. A continual

movement back and forth between the parts and

the whole led to the emergence of the essence and

meaning structure. Once the essence had been

formulated, the analysis continued by identifying

the more contextual nuances of the phenomenon,

which in RLR is termed as the constituents.

Ethical considerations

The study was approved by the Regional Ethical

Review Board of Gothenburg (757-09). The study

was carried out in accordance with the principles

outlined in the Declaration of Helsinki (World

Medical Association Declaration of Helsinki, 2008).
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have, however, been suggested such as: developing

the patient perspective (Manias & Street, 2001;

Molony et al., 2013; Sweet & Wilson, 2011; Weber

et al., 2007), evaluating alternatives to the ‘‘bed to

bed’’ round (Fiddler et al., 2010; O’Hare, 2008) and

developing a more inter-professional team work

during the round (Bradfield, 2010; Fiddler et al.,

2010; Manias & Street, 2001; Weber et al., 2007).

TMs have been described as one way of develop-

ing the round and different contexts in which TMs

occur are, for example, palliative care (Parker Oliver,

Porock, Demiris, & Courtney, 2005; Wittenberg-

Lyles, Parker Oliver, Demiris, & Courtney, 2007),

care of older people (Blesedell Crepeau, 2000; Gair

& Hartery, 2001; Jones & Jones, 2011) and psychia-

tric care (Fiddler et al., 2010; Vuokila-Oikkonen,

Janhonen, & Nikkonen, 2002). The aim and fre-

quency of a TM vary relating to its context and

the persons involved in the meeting. Involvement

of different professions and having the intention to

work as a team seems, however, to be of importance

(Fiddler et al., 2010; Jones & Jones, 2011) and

whether the patient and family members count as

team members or not can differ. In some studies,

the patients’ involvement in TM is described as

important but challenging (Opie, 1998; Parker

Oliver et al., 2005; Vuokila-Oikkonen et al., 2002).

The TM was initially a place for professionals to

discuss the treatment and care of the patients in the

ward where this study took place. The question

whether to invite the patients to participate was

subsequently raised; the aim being to increase

the possibilities for patient participation and to

strengthen the patient perspective in care and

discharge planning.

Research has proven that inviting a patient to

a TM demands reflection on how to involve the

patient in the situation. Communication, especially

concerning emotional subjects, seemed to be diffi-

cult for the professionals to cope with (Parker

Oliver et al., 2005; Vuokila-Oikkonen et al., 2002).

Creating a dialogue with the patient is also described

as demanding due to the traditional patterns of

communication in which the professionals are seen

as experts (Opie, 1998). To our knowledge, there

are few studies that take into consideration the

experiences of older patients participating in a

TM. Reviewing literature about other contexts may

contribute to increased understanding for the chal-

lenges that can occur in the meeting between the

older patient and health care professionals. Efraims-

son, Sandman, and Rasmussen (2006) describe how

older women taking part in a discharge planning

conference (DPC) experienced ambivalent feelings

in the situation. On the one hand they felt affiliated

and in focus, while on the other they had feelings

of not knowing what was expected of them and a

feeling of being outside the situation. Rydeman,

Törnkvist, Agreus, and Dahlberg (2012) describe

how a biomedical perspective, in which the patient’s

complex situation was not explicit, led to the older

persons who took part in the DPC feeling stressed

and contributing to a loss of coherence. Older

people are often very conscious of the difficulties

they have in participating in their care due to illness

(Ekdahl, Andersson, & Fredrichsen, 2010). Hearing

loss, impaired vision and the need for more time to

think and speak can, for example, make appoint-

ments with the physician a challenging experience

for the older person (Summer-Meranius, 2010).

Thus, based on the following challenges: the pa-

tient’s unclear role at the TM, the staffs’ difficulties

in meeting the patient’s need from a holistic per-

spective, challenges connected to the patient’s ageing

body and the limited amount of research on how

older patients experience the TM, there is a need

for further research in this field. Experiences of

older patients taking part in TM are valuable in

order to further develop the care; the phenomenon

of this study is thus ‘‘caring with specific focus on the

TM’’.

Aim

The aim of this study was to describe the caring, as

experienced by the older patients on a ward for older

persons, with a specific focus on the team meeting.

Method

The study has a descriptive design and is based on

the theoretical framework grounded in lifeworld

phenomenology and caring science, which can in

this study be seen in the interest for the older

patients’ lived experience of the TM. The research

process was guided by the phenomenological

approach of reflective lifeworld research (RLR)

(Dahlberg, Dahlberg, & Nyström, 2008). This is

based on the phenomenological philosophy of

Husserl (1970/1936; 1977/1929) and Merleau-

Ponty (1968/1964; 2011/1945). The major charac-

teristic of RLR is a reflective attitude of openness

and adherence to the (meaning of the) phenomenon

and an act of ‘‘bridling’’ towards that which appears

throughout the research process. The act of bridl-

ing can be seen as thoughtfulness throughout the

procedure in which the understanding and search for

meaning has to be slowed down ‘‘by a kind of active

passivity’’ (Dahlberg et al., 2008 p. 122) in order to

allow the phenomenon to show itself in its unique-

ness. The researchers have strived to maintain an

open (i.e., bridling) attitude during the research
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process with critical questioning among the mem-

bers of the research team as well as in seminars.

Participant and setting

The study was conducted in a ward for older people

at a hospital in western Sweden. The planned

hospitalization on the ward would ideally not exceed

three days. The ward was characterized by a holistic

patient perspective, where the patients and their life

situation were in attention. The TM functioned as

the core arena for the planning of the care to be

given on the ward and the discharge from hospital.

The staff had tried to improve patient participation

by inviting patients to the TM. Fifteen participants

(12 women and 3 men) were interviewed in this

study. All of them lived in an ordinary housing and

as a majority had some kind of support from the

home care services, planning for discharge was of

importance in order to create a safe departure

from hospital. All of the interviews were conducted

while the informants were hospitalized for an acute

somatic illness. The informants were 74�94 years

(mean age of 82 years) and three lived together with

a wife or a husband.

Data collection

The patients were invited to participate in the TM

by their nurse or physician. When the first author

was present on the ward, the patients were also asked

by their nurse/physician if they wanted to participate

in the subsequent study. Patients who wanted to

participate were then contacted by the first author

who provided information, both orally and written.

This first contact, due to the patient’s vulnerability,

served as a way of establishing a relationship in

which the informants could feel safe and ask ques-

tions. Patients with impaired decision-making skills

(for example, due to a diagnosis of dementia or

patients affected by fatigue or illness) were excluded.

Observations preceded 12 of the 15 interviews.

Observations can, according to Dahlberg et al.

(2008), be complementary to interviews when the

phenomenon ‘‘is social and inter-subjective, em-

bedded and implicit, and therefore hard to get hold

of, as hard to verbalize’’ (p. 219). Field notes were

taken during the observations; these are not, how-

ever, included in the analysis, but served as a basis

for reflection during the interviews and can serve

as background information and contribute to a

better understanding of the result. One example

taken from an observation and interview with a

woman is described here. During the TM, the

patient starts to cry and the nurse assistant sitting

next to her puts her arms around her. During the

interview, the patient was asked to describe her

experience of the situation and she then described

her tears as tears of gratitude ‘‘ . . . they were so nice

to me and then I was sorry for that too . . ..’’
The interviews took place immediately after the

TM and followed the principle of RLR (Dahlberg

et al., 2008). The two main questions were: How did

you experience the TM? and Can you please tell me

why you are in need of hospital care? Follow-up

questions were then asked in order to gain a greater

understanding of the phenomenon: ‘‘caring with

specific focus on the TM’’.

Analysis

The data were analysed according to the principles

of RLR (Dahlberg et al., 2008), which means that

reflection and bridling have been vital components

throughout the process. The interviews were tran-

scribed verbatim by the first author and non-verbal

information such as, for example, silence and

hesitations were included, as described by Dahlberg

et al. (2008). Listening to and transcribing the

interviews contributed in the process to becoming

familiar with the material. The analysis started by

reading and rereading the interviews to create a

feeling for the material as a whole. Thereafter, the

text was divided into ‘‘meaning units’’. The analysis

proceeded by focusing on understanding the mean-

ing of every unit. This was carried out through

thoughtful reading where single words, sentences or

paragraphs related to the phenomenon were identi-

fied. Questions related to the phenomenon were

asked of the material, such as: how and in which

way is caring present in the described TM situation.

In the next phase, the meanings were put together in

clusters. A cluster is a temporary pattern, supporting

the researchers in the search for an essential meaning

(Dahlberg et al., 2008). In RLR, the essence is the

most abstract level of analysis (Dahlberg, 2006).

The essence was formulated by rereading the

clusters as well as the original data. A continual

movement back and forth between the parts and

the whole led to the emergence of the essence and

meaning structure. Once the essence had been

formulated, the analysis continued by identifying

the more contextual nuances of the phenomenon,

which in RLR is termed as the constituents.

Ethical considerations

The study was approved by the Regional Ethical

Review Board of Gothenburg (757-09). The study

was carried out in accordance with the principles

outlined in the Declaration of Helsinki (World

Medical Association Declaration of Helsinki, 2008).
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have, however, been suggested such as: developing

the patient perspective (Manias & Street, 2001;

Molony et al., 2013; Sweet & Wilson, 2011; Weber

et al., 2007), evaluating alternatives to the ‘‘bed to

bed’’ round (Fiddler et al., 2010; O’Hare, 2008) and

developing a more inter-professional team work

during the round (Bradfield, 2010; Fiddler et al.,

2010; Manias & Street, 2001; Weber et al., 2007).

TMs have been described as one way of develop-

ing the round and different contexts in which TMs

occur are, for example, palliative care (Parker Oliver,

Porock, Demiris, & Courtney, 2005; Wittenberg-

Lyles, Parker Oliver, Demiris, & Courtney, 2007),

care of older people (Blesedell Crepeau, 2000; Gair

& Hartery, 2001; Jones & Jones, 2011) and psychia-

tric care (Fiddler et al., 2010; Vuokila-Oikkonen,

Janhonen, & Nikkonen, 2002). The aim and fre-

quency of a TM vary relating to its context and

the persons involved in the meeting. Involvement

of different professions and having the intention to

work as a team seems, however, to be of importance

(Fiddler et al., 2010; Jones & Jones, 2011) and

whether the patient and family members count as

team members or not can differ. In some studies,

the patients’ involvement in TM is described as

important but challenging (Opie, 1998; Parker

Oliver et al., 2005; Vuokila-Oikkonen et al., 2002).

The TM was initially a place for professionals to

discuss the treatment and care of the patients in the

ward where this study took place. The question

whether to invite the patients to participate was

subsequently raised; the aim being to increase

the possibilities for patient participation and to

strengthen the patient perspective in care and

discharge planning.

Research has proven that inviting a patient to

a TM demands reflection on how to involve the

patient in the situation. Communication, especially

concerning emotional subjects, seemed to be diffi-

cult for the professionals to cope with (Parker

Oliver et al., 2005; Vuokila-Oikkonen et al., 2002).

Creating a dialogue with the patient is also described

as demanding due to the traditional patterns of

communication in which the professionals are seen

as experts (Opie, 1998). To our knowledge, there

are few studies that take into consideration the

experiences of older patients participating in a

TM. Reviewing literature about other contexts may

contribute to increased understanding for the chal-

lenges that can occur in the meeting between the

older patient and health care professionals. Efraims-

son, Sandman, and Rasmussen (2006) describe how

older women taking part in a discharge planning

conference (DPC) experienced ambivalent feelings

in the situation. On the one hand they felt affiliated

and in focus, while on the other they had feelings

of not knowing what was expected of them and a

feeling of being outside the situation. Rydeman,

Törnkvist, Agreus, and Dahlberg (2012) describe

how a biomedical perspective, in which the patient’s

complex situation was not explicit, led to the older

persons who took part in the DPC feeling stressed

and contributing to a loss of coherence. Older

people are often very conscious of the difficulties

they have in participating in their care due to illness

(Ekdahl, Andersson, & Fredrichsen, 2010). Hearing

loss, impaired vision and the need for more time to

think and speak can, for example, make appoint-

ments with the physician a challenging experience

for the older person (Summer-Meranius, 2010).

Thus, based on the following challenges: the pa-

tient’s unclear role at the TM, the staffs’ difficulties

in meeting the patient’s need from a holistic per-

spective, challenges connected to the patient’s ageing

body and the limited amount of research on how

older patients experience the TM, there is a need

for further research in this field. Experiences of

older patients taking part in TM are valuable in

order to further develop the care; the phenomenon

of this study is thus ‘‘caring with specific focus on the

TM’’.

Aim

The aim of this study was to describe the caring, as

experienced by the older patients on a ward for older

persons, with a specific focus on the team meeting.

Method

The study has a descriptive design and is based on

the theoretical framework grounded in lifeworld

phenomenology and caring science, which can in

this study be seen in the interest for the older

patients’ lived experience of the TM. The research

process was guided by the phenomenological

approach of reflective lifeworld research (RLR)

(Dahlberg, Dahlberg, & Nyström, 2008). This is

based on the phenomenological philosophy of

Husserl (1970/1936; 1977/1929) and Merleau-

Ponty (1968/1964; 2011/1945). The major charac-

teristic of RLR is a reflective attitude of openness

and adherence to the (meaning of the) phenomenon

and an act of ‘‘bridling’’ towards that which appears

throughout the research process. The act of bridl-

ing can be seen as thoughtfulness throughout the

procedure in which the understanding and search for

meaning has to be slowed down ‘‘by a kind of active

passivity’’ (Dahlberg et al., 2008 p. 122) in order to

allow the phenomenon to show itself in its unique-

ness. The researchers have strived to maintain an

open (i.e., bridling) attitude during the research
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service, the experiences vary from a sense of security

to something that restricts their freedom, takes

energy and causes feelings of insecurity prior to

discharge.

The vulnerability present in everyday life is some-

times reinforced in the caring context. Just moving

to the room where the TM takes place can entail a

great deal of effort. Fatigue, impaired vision and

hearing isolate the patient and it can be hard to

maintain attention and take an active part in the

situation ‘‘ . . . it was when the doctor turned to me

and spoke to me that I heard, but otherwise I could

hear that they were talking, but what it was about

I couldn’t say . . ..’’ This situation exemplifies a

patient being present in the room, but her possibility

for taking active part in the conversation is limited.

Life is left in the hands of someone else

A picture emerges in which the patients surrender to

the care. An understanding is required of what it

means for the patients to surrender, as one purpose

of the TM is to actually enable the patients to regain

control over their lives. Surrendering means security

and rest in some situations, while in others it means

giving up one’s freedom and sometimes oneself also.

When the need for hospital care occurs, life takes

a break and the patient role is given priority over

the normal everyday one. Taking a break means,

for example, that everyday routines are put aside,

despite the fact that they can contribute to well-

being. A patient describes how he avoids walking in

the corridor due to a fear of not being allowed to ‘‘ . . .
I miss not being allowed to exercise . . . I try to walk,

but I’m a little bit worried that I’m not allowed to do

that . . ..’’ What is important in everyday life does not

disappear but remains as a goal to achieve when the

need for care does not exist any longer. Longing for

home, the everyday routine and the familiar envir-

onment are powerful motivators.

It has sometimes been necessary and vital to

surrender when the disease has created a need for

other people and their expertise. When the patient

has been seriously ill, the health care services have

almost completely taken over the patient’s life

‘‘I remember when the ambulance arrived, but after

that I can’t remember any more.’’ A void is created in

which the patient has been excluded from other

humans. By asking questions and talking to the staff,

the patient tries to recreate what has happened and

to bring meaning to the void. The need to surrender

to other people also occurs when strategies in

everyday life are deficient. Ingenuity and strength

are needed in order to get control over life with an

ageing body and its illnesses. Sometimes the limit is

passed when the patient’s own ability becomes

insufficient and the whole situation becomes over-

whelming. ‘‘ . . . I have had pain in my back for two

years, so now I thought: I can’t stand one more day!’’

The limit, as described by the patients, is not a

clearly defined point in life where everything changes

rapidly. The pain, as described by the patient in the

quotation above, has been endured for a long time

but at some point the patient runs out of energy

and cannot fight alone any longer. It is when this

unobservable limit is passed that the need to

surrender to care arises.

In a surrender that is characterized by trust, the

patient experiences that the staff acts in their best

interests. When a patient feels trust s/he can remain

passive and allow the staff to make decisions con-

cerning their care as well as the planning for their

discharge. In a trustful surrendering, the patient can

rest and gather strength and confidence for the

future. Confidence is built through the staff re-

sponding to the patients’ need for care. However,

a passive surrender may also contain traces of

resignation. The patient neither can nor has the

strength to make up her mind and instead allows

herself to be guided by the staff. A woman describes

it as ‘‘ . . . they (the staff) know how to treat me’’ and

she continues ‘‘it was good to attend (the TM) and

hear what they said . . . but it’s not easy to have

an opinion . . ..’’ The patient is able to mobilize

sufficient strength to be present and to listen, but

participating in a more active way is difficult and

demands more energy.

Life is an entity

A long life provides rich and diverse experiences.

The present is shaped by experiences in all facets of

life and remains as memories, stories and emotions.

The TM’s focus on the present and the future means

that the past lived life is overlooked. Sometimes not

only the history but also the future dimensions fall

away, leaving a one-dimensional focus on the pre-

sent. When the future dimensions are not included,

what has been determined during the TM is not

carried out and the patient’s trust in the staff is

reduced and the patient then questions the meaning

of participating in the TM. A patient describes how

she prefers having her sleeping pill earlier than the

routine time at the hospital. The woman addresses

the issue during a TM and it is decided that she is to

receive her sleeping pill at a time suitable for her.

The decision is never carried out in practice and the

woman has to continuing waiting for her sleeping

pill ‘‘ . . . I’m almost ready to go to sleep . . . then I

took the (sleeping) pill, but it was too late! So I have

to read for a while . . . in order to be tired again.’’

It made me feel human
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The informants were informed both orally and in

writing (the information letter was on some occasions

read to the informant) that participation was volun-

tary and that confidentiality would be maintained.

Written informed consent was obtained from each

informant. Consideration of the informant’s condi-

tion was made, for example, signs of fatigue were

taken seriously resulting in the interview being con-

cluded. The researcher also made sure that the

informants had understood the meaning of participa-

tion in the study. This was mainly carried out by

talking with the informants about the aim of the

study and by encouraging questions about the in-

formation given.

Results

The results are presented in a structure of meanings,

where the essential meanings are initially described

and then followed by the constituents of the phe-

nomenon: Vulnerability limits life; Life is left in the

hands of someone else; Life is an entity and Space

for existence.

The TM is a part of a wider context of both caring

and life. When hospitalization occurs ‘‘real life’’ takes

a break. Freedom and independence in everyday life

is put into brackets when the need to surrender to the

hands of other humans and enter into a patient role

occurs. When vulnerability increases or becomes

overwhelming, relationships with other humans be-

come a driving force providing meaning and support

in life. In caring and during the TM, there is a

longing and a desire to be recognized and confirmed

as a unique, but vulnerable human. The profes-

sionals have an important role in how the caring and

the TM is experienced by the patient. The way in

which the professionals are able to confirm the

patients’ vulnerability and create a caring relation-

ship affects both the struggle for well-being and

the possibilities for maintaining dignity. The TM is

an emotional meeting concerned with life and

existence. Joy and gratitude for the opportunity of

resuming life is mixed with fear facing an uncertain

future and grief over lost opportunities. The need

for hospitalization is an emotional struggle to over-

come vulnerability and regain everyday freedom.

The patient’s natural strength is weakened when

the vulnerability takes over and the struggle is

brought to a standstill. If a positive approach to life

is maintained then the struggle to regain everyday

life can be strengthened. The motivation is a longing

to leave the break from ‘‘real life’’ to regain freedom

and to resume life.

A focus on the present and the future means that

the past is confined to medical history and the life

story remains unseen. Space for the whole human

has to be conquered; otherwise life as experienced

previously is excluded from the present and not

included in the future. Fragmentations of the

historicity reduce the holistic approach and prevent

the creation of meaning. A long life creates experi-

ences and attending the TM is reflected on in

relation to experiences in life and in previous

encounters with the health care system.

Vulnerability limits life

During the TM, the patients describe an increasing

vulnerability, in which fatigue and powerlessness

emerge and take a great place in their lives. The

body restricts the opportunity of leading their every-

day lives in the same way as they have done

previously. During hospitalization, the longing for

an independent life, becomes a driving force in the

fight against vulnerability ‘‘ . . . a hospital is good and

I’m grateful that it exists so that one can get help . . .
but home is always the best, so that if you don’t think

that home is best, then you must be ill!’’ Further-

more, the relationship with other people and being

able to continue to provide care constitutes motiva-

tion in the struggle against vulnerability and con-

tribute to the feeling of having a mission to fulfill.

A woman exemplifies this by describing how she had

to give up one activity after another and hand over

her care to others. What she is still able to manage

and what is of great importance is to continue to take

care of her cat. In an existence where the ability to

perform previously, taken for granted activities,

decreases, the cat serves as a proof that she is still

needed and has a meaningful task to fulfill.

The patients struggle to sustain life, but every-

thing from severe illness to feelings of exhaustion

may cause the patient to step over the limit of their

ability to independently manage the situation. One

limit is passed when the need for home care service

arises. The situation at home and the need for

support in daily life is often discussed during the

TM. For the professionals, the discussion is mainly

a matter of practical solutions, for example, which

aids the patient needs. For the patient, there is

an existential dimension in which the vulnerability

is exposed through the need for home care. The

transition from being the one who takes care of, to

the one being taken care of is transformative ‘‘For

me it’s hard to realize that I’m so ill that I need help!

Because I want to help others.’’ Not being able to

care for oneself and becoming a burden generates

feelings of shame. There is a cognitive understanding

of the need for support, but feelings and experiences

are associated with grief over lost abilities and

limited freedom in everyday life. For those patients

who already have been in contact with home care
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service, the experiences vary from a sense of security

to something that restricts their freedom, takes

energy and causes feelings of insecurity prior to

discharge.

The vulnerability present in everyday life is some-

times reinforced in the caring context. Just moving

to the room where the TM takes place can entail a

great deal of effort. Fatigue, impaired vision and

hearing isolate the patient and it can be hard to

maintain attention and take an active part in the

situation ‘‘ . . . it was when the doctor turned to me

and spoke to me that I heard, but otherwise I could

hear that they were talking, but what it was about

I couldn’t say . . ..’’ This situation exemplifies a

patient being present in the room, but her possibility

for taking active part in the conversation is limited.

Life is left in the hands of someone else

A picture emerges in which the patients surrender to

the care. An understanding is required of what it

means for the patients to surrender, as one purpose

of the TM is to actually enable the patients to regain

control over their lives. Surrendering means security

and rest in some situations, while in others it means

giving up one’s freedom and sometimes oneself also.

When the need for hospital care occurs, life takes

a break and the patient role is given priority over

the normal everyday one. Taking a break means,

for example, that everyday routines are put aside,

despite the fact that they can contribute to well-

being. A patient describes how he avoids walking in

the corridor due to a fear of not being allowed to ‘‘ . . .
I miss not being allowed to exercise . . . I try to walk,

but I’m a little bit worried that I’m not allowed to do

that . . ..’’ What is important in everyday life does not

disappear but remains as a goal to achieve when the

need for care does not exist any longer. Longing for

home, the everyday routine and the familiar envir-

onment are powerful motivators.

It has sometimes been necessary and vital to

surrender when the disease has created a need for

other people and their expertise. When the patient

has been seriously ill, the health care services have

almost completely taken over the patient’s life

‘‘I remember when the ambulance arrived, but after

that I can’t remember any more.’’ A void is created in

which the patient has been excluded from other

humans. By asking questions and talking to the staff,

the patient tries to recreate what has happened and

to bring meaning to the void. The need to surrender

to other people also occurs when strategies in

everyday life are deficient. Ingenuity and strength

are needed in order to get control over life with an

ageing body and its illnesses. Sometimes the limit is

passed when the patient’s own ability becomes

insufficient and the whole situation becomes over-

whelming. ‘‘ . . . I have had pain in my back for two

years, so now I thought: I can’t stand one more day!’’

The limit, as described by the patients, is not a

clearly defined point in life where everything changes

rapidly. The pain, as described by the patient in the

quotation above, has been endured for a long time

but at some point the patient runs out of energy

and cannot fight alone any longer. It is when this

unobservable limit is passed that the need to

surrender to care arises.

In a surrender that is characterized by trust, the

patient experiences that the staff acts in their best

interests. When a patient feels trust s/he can remain

passive and allow the staff to make decisions con-

cerning their care as well as the planning for their

discharge. In a trustful surrendering, the patient can

rest and gather strength and confidence for the

future. Confidence is built through the staff re-

sponding to the patients’ need for care. However,

a passive surrender may also contain traces of

resignation. The patient neither can nor has the

strength to make up her mind and instead allows

herself to be guided by the staff. A woman describes

it as ‘‘ . . . they (the staff) know how to treat me’’ and

she continues ‘‘it was good to attend (the TM) and

hear what they said . . . but it’s not easy to have

an opinion . . ..’’ The patient is able to mobilize

sufficient strength to be present and to listen, but

participating in a more active way is difficult and

demands more energy.

Life is an entity

A long life provides rich and diverse experiences.

The present is shaped by experiences in all facets of

life and remains as memories, stories and emotions.

The TM’s focus on the present and the future means

that the past lived life is overlooked. Sometimes not

only the history but also the future dimensions fall

away, leaving a one-dimensional focus on the pre-

sent. When the future dimensions are not included,

what has been determined during the TM is not

carried out and the patient’s trust in the staff is

reduced and the patient then questions the meaning

of participating in the TM. A patient describes how

she prefers having her sleeping pill earlier than the

routine time at the hospital. The woman addresses

the issue during a TM and it is decided that she is to

receive her sleeping pill at a time suitable for her.

The decision is never carried out in practice and the

woman has to continuing waiting for her sleeping

pill ‘‘ . . . I’m almost ready to go to sleep . . . then I

took the (sleeping) pill, but it was too late! So I have

to read for a while . . . in order to be tired again.’’

It made me feel human
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The informants were informed both orally and in

writing (the information letter was on some occasions

read to the informant) that participation was volun-

tary and that confidentiality would be maintained.

Written informed consent was obtained from each

informant. Consideration of the informant’s condi-

tion was made, for example, signs of fatigue were

taken seriously resulting in the interview being con-

cluded. The researcher also made sure that the

informants had understood the meaning of participa-

tion in the study. This was mainly carried out by

talking with the informants about the aim of the

study and by encouraging questions about the in-

formation given.

Results

The results are presented in a structure of meanings,

where the essential meanings are initially described

and then followed by the constituents of the phe-

nomenon: Vulnerability limits life; Life is left in the

hands of someone else; Life is an entity and Space

for existence.

The TM is a part of a wider context of both caring

and life. When hospitalization occurs ‘‘real life’’ takes

a break. Freedom and independence in everyday life

is put into brackets when the need to surrender to the

hands of other humans and enter into a patient role

occurs. When vulnerability increases or becomes

overwhelming, relationships with other humans be-

come a driving force providing meaning and support

in life. In caring and during the TM, there is a

longing and a desire to be recognized and confirmed

as a unique, but vulnerable human. The profes-

sionals have an important role in how the caring and

the TM is experienced by the patient. The way in

which the professionals are able to confirm the

patients’ vulnerability and create a caring relation-

ship affects both the struggle for well-being and

the possibilities for maintaining dignity. The TM is

an emotional meeting concerned with life and

existence. Joy and gratitude for the opportunity of

resuming life is mixed with fear facing an uncertain

future and grief over lost opportunities. The need

for hospitalization is an emotional struggle to over-

come vulnerability and regain everyday freedom.

The patient’s natural strength is weakened when

the vulnerability takes over and the struggle is

brought to a standstill. If a positive approach to life

is maintained then the struggle to regain everyday

life can be strengthened. The motivation is a longing

to leave the break from ‘‘real life’’ to regain freedom

and to resume life.

A focus on the present and the future means that

the past is confined to medical history and the life

story remains unseen. Space for the whole human

has to be conquered; otherwise life as experienced

previously is excluded from the present and not

included in the future. Fragmentations of the

historicity reduce the holistic approach and prevent

the creation of meaning. A long life creates experi-

ences and attending the TM is reflected on in

relation to experiences in life and in previous

encounters with the health care system.

Vulnerability limits life

During the TM, the patients describe an increasing

vulnerability, in which fatigue and powerlessness

emerge and take a great place in their lives. The

body restricts the opportunity of leading their every-

day lives in the same way as they have done

previously. During hospitalization, the longing for

an independent life, becomes a driving force in the

fight against vulnerability ‘‘ . . . a hospital is good and

I’m grateful that it exists so that one can get help . . .
but home is always the best, so that if you don’t think

that home is best, then you must be ill!’’ Further-

more, the relationship with other people and being

able to continue to provide care constitutes motiva-

tion in the struggle against vulnerability and con-

tribute to the feeling of having a mission to fulfill.

A woman exemplifies this by describing how she had

to give up one activity after another and hand over

her care to others. What she is still able to manage

and what is of great importance is to continue to take

care of her cat. In an existence where the ability to

perform previously, taken for granted activities,

decreases, the cat serves as a proof that she is still

needed and has a meaningful task to fulfill.

The patients struggle to sustain life, but every-

thing from severe illness to feelings of exhaustion

may cause the patient to step over the limit of their

ability to independently manage the situation. One

limit is passed when the need for home care service

arises. The situation at home and the need for

support in daily life is often discussed during the

TM. For the professionals, the discussion is mainly

a matter of practical solutions, for example, which

aids the patient needs. For the patient, there is

an existential dimension in which the vulnerability

is exposed through the need for home care. The

transition from being the one who takes care of, to

the one being taken care of is transformative ‘‘For

me it’s hard to realize that I’m so ill that I need help!

Because I want to help others.’’ Not being able to

care for oneself and becoming a burden generates

feelings of shame. There is a cognitive understanding

of the need for support, but feelings and experiences

are associated with grief over lost abilities and

limited freedom in everyday life. For those patients

who already have been in contact with home care
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being disinterested ‘‘they (the staff) just got up and

walked away.’’

Loneliness and anxiety are examples of great

challenges in life for the patient. One way of taking

the edge off the worst fears and creating relief is

when the patient is provided with space to be able

to describe her/his feelings and to ask questions

during the TM. It can also create conditions for

dealing with anxiety in everyday life. Many of the

questions asked by the patient have a deep existential

meaning, for example, questions such as: ‘‘Will I

be able to carry on with my life?’’ can be hidden

behind questions about test results and drugs. The

importance of taking the patients’ narrative seriously

emerges in the following way ‘‘I was afraid about my

legs and you can see that it can be so bad that they

may need to amputate . . . But then she explained

to me, that this was not how it was in my case.’’

To be present at the TM, listen to the discussion

and be the only one in focus entails a confirmation

and creates feelings of exclusiveness. A patient

describes how participating in the TM made her

‘‘feel human’’ and she continues:

Yes, first it is this that it is about me, it feels good

to be involved as well . . . and even say what you

think. I think I’m quite dependent on it . . . I have
done this all my life . . . both in my job and at

home and everything. I have never needed to be

outside . . ..

A positive image of the ward is revealed in the

narratives, which is often described in terms of

‘‘feeling at home’’. The homelike feeling is created

by the staff ’s attitude: ‘‘small things’’ such as looking

after the patient and asking how s/he feels is of great

value ‘‘It was the girls! They came in and comforted

me and talked and yes they were amazing! . . . it was
just as if I had been at home!’’ The patients also

describe how important it is not to feel as though

they are a burden to the staff as well as to be sensitive

towards the latter’s signals in terms of verbal as

well as non-verbal language. The descriptions of

feeling at home also include feelings of safety and

confirmation, as well as trust in the fact that the

staff are there for them. The homelike feeling also

contributes to the feeling of being in a safe place

when attending the TM.

Discussion

The informants had individual needs and expecta-

tions related to the care, but ageing and illness had

caused a need for hospital care. During their stay in

hospital, they found themselves in an alien environ-

ment in which they were always a step behind and in

the hands of the professionals. Both the care and the

planning for discharge and the future are carried out

on others’ terms. It has been found that adjusting the

care to meet with the patients’ experiences and

hopes for the future can result in feelings of them

being valued and treated with dignity (Anderberg,

Lepp, Berglund, & Segesten, 2007).

According to Merleau-Ponty, we are our bodies

and we experience the world through our bodies.

When the body is changed, our access to the world

is affected (Merleau-Ponty, 2011/1945). The result

raises concern about how the care needs to adjust

to older people’s needs in terms of lived bodies.

The encounter between the carer and the patient

needs to be developed in order to get away from the

view of the patient as an object. A broadened vision

may open up for existential dimensions of what

brings meaning to life. The statement from a woman

who said that taking part in the TM made her ‘‘feel

human’’, indicates that participation in the TM

is something more than mere presence. When the

TM succeeds in creating feelings of being valued

and treated with dignity in the patient, the outcome

for the latter becomes something more than just

‘‘a meeting’’, it goes beyond the pure TM situation,

and enters into the caring and seeks its way into the

lived body and the lifeworld.

One way of illustrating the intertwining between

the lifeworld and the TM is through the patient’s

narratives, which involve descriptions of how they

try to balance the facticity of life with belief in

the future. According to Heidegger (1962), man is

thrown into existence (Dasein), this means that she

has to relate, to some extent, to facticities in life that

she cannot fully control. Ageing and increasing

vulnerability are facticities affecting life of the

patients. Heidegger further elaborates on the con-

cept of mood, meaning that a mood is always present

in human existence. The mood is a part of our

existence and as humans we are never free from

mood. The patients in the study describe moods in

relation to ageing and vulnerability. The patients

describe that they do not always have explanations

for the state of mood they were in, instead the mood

as described by Heidegger ‘‘ . . . assails us. It comes

neither from the ‘outside’ nor from the ‘inside’,

but arises out of Being-in-the-world, as a way of such

Being’’ (Heidegger, 1962, p. 176).

Ageing and vulnerability are present in this

facticity of life and when the mood is characterized

by melancholy, the patients try to balance their lives

by holding on to what Dahlberg, Todres, and Galvin

(2009) describe as life projects. These offer a context

and meaningful mission to fulfill. The family, a cat

or engagement in social activities are examples of life

projects described by the patients. Holding on to

It made me feel human
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The medical anamnesis has its given place during

the TM and is given much space, while the meaning

of living with the illness and the way this affects life

is obscured. The patients, however, describe the

importance of telling their stories, in which they

can emerge as unique human beings and not just

reduced ageing bodies. What is important to share

varies; some patients describe that they have lived

with the disease most of their lives.

. . . I have worked my whole life, but I had a really

tough childhood, it was during the war and I was

born on the west coast and I stood and cleaned

cold fish and it was so cold! It was then a lot of my

pain . . . but at twenty-five I discovered that I was

not able to move the way I should have been able

to.

Life in the shadow of illness affects choices made in

life and contributes to shape the type of person you

are today. In the TM’s focus on the present looking

towards the future, the patients speak of the whole

picture being neglected and not asked for ‘‘ . . . a lot

depends on how your childhood was and how your

marriage was, and they (the staff) were just asking:

How is it at home?’’

Historicity also involves emotions in a substantial

way. It is in relation to one’s own history that the

current situation emerges and becomes evident.

Limitations in life, caused by ageing and illness,

are seen by the patient in relation to the abilities and

dreams that s/he had earlier in life and which to a

great extent still remain. This comparison with her/

his previous life often leaves the patient with emo-

tional grief over the losses; physical ones as well as

losses of significant others.

An invitation to the TM can be experienced as an

invitation to something unpredictable. Being uncer-

tain as to what is expected of the patient during the

TM can create anxiety ‘‘I was a little bit worried

before . . . thought I might not be able to answer . . ..’’
One way of gaining an understanding of what

participation in a TM means, is to reflect on the

unknown (the TM) in relation to something known

(experiences from earlier encounters in care). Ex-

periences can also be based on participation at

institutional conversations such as the DPC. The

experience affects how the patient feels towards

the TM. Previous encounters characterized by

respect can generate a sense of security, while an

experience of a disrespectful encounter can lead

to feelings of suspicion. A woman describes how

she, because of previous experiences, prepares

herself to, as she puts it ‘‘defend herself ’’ during

the TM ‘‘ . . . verbally I can defend myself . . . I had
that in mind and thought that they would not do that

against me again.’’ Experiences from previous care

episodes are sometimes from many years previously,

when the role of the patient was described as more

subordinate than today ‘‘I had a ruptured appendix

when I was 16 years old . . . you had a great respect

for doctors and hospitals and that feeling is still

there.’’ The patients bring emotions from previous

encounters into the TM, and the TM situation is

compared and assessed with previous encounters

used as references.

Participation in the TM is sometimes described

as being uncomplicated. Earlier experiences from life

contribute to a sense of security and the patient

dares to occupy space in the situation. Experiences

from a professional life that included meetings create

feelings of safety and comfort during the TM. Living

alone for different reasons also demands indepen-

dence ‘‘ . . . I’ve been a widow for 26 years now and

of course I’ve had to make decisions on my own

very often.’’ The opportunity to participate in the

TM is a way of maintaining independence even in

the patient role.

Space for existence

The patients have their own beliefs about their

situation; beliefs that can cause worry and create a

reduced well-being. Concerns about how the future

will turn out are predominant in their lives. The

patient’s ability to be active is limited when anxiety

prevails ‘‘When you are alone at home you often

start to brood about things, and then it’s as though

you lose it, there’s so much that I have done before

. . . then you don’t feel like doing it when you are

worried . . .’’ Anxiety limits not only the ability to be

active but can also manifest itself in physical

symptoms such as dyspnoea. ‘‘Because of the pain

I worked myself up when I was at home . . . I thought
I couldn’t breathe.’’ The possibility for the patient to

be able to describe their anxiety is important for

their experience of well-being. From the patient’s

perspective, it is important that the professionals

show an interest in and create opportunities for the

patient to tell her/his story during the TM. One way

of doing this might be by posing questions to the

patient, which can make it legitimate for the patient

to take the space. When the opportunity for the

patient to say what is important for her/him is

limited or there is a complete absence of questions,

the patient is left with the feeling that the profes-

sionals are not interested in gaining a greater under-

standing of their life situation. A patient describes

how he perceived the professionals attending the

TM as ‘‘silent and shy’’. The patient had expected

more questions from the staff and when there were

no questions this was interpreted by the patient as
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being disinterested ‘‘they (the staff) just got up and

walked away.’’

Loneliness and anxiety are examples of great

challenges in life for the patient. One way of taking

the edge off the worst fears and creating relief is

when the patient is provided with space to be able

to describe her/his feelings and to ask questions

during the TM. It can also create conditions for

dealing with anxiety in everyday life. Many of the

questions asked by the patient have a deep existential

meaning, for example, questions such as: ‘‘Will I

be able to carry on with my life?’’ can be hidden

behind questions about test results and drugs. The

importance of taking the patients’ narrative seriously

emerges in the following way ‘‘I was afraid about my

legs and you can see that it can be so bad that they

may need to amputate . . . But then she explained

to me, that this was not how it was in my case.’’

To be present at the TM, listen to the discussion

and be the only one in focus entails a confirmation

and creates feelings of exclusiveness. A patient

describes how participating in the TM made her

‘‘feel human’’ and she continues:

Yes, first it is this that it is about me, it feels good

to be involved as well . . . and even say what you

think. I think I’m quite dependent on it . . . I have
done this all my life . . . both in my job and at

home and everything. I have never needed to be

outside . . ..

A positive image of the ward is revealed in the

narratives, which is often described in terms of

‘‘feeling at home’’. The homelike feeling is created

by the staff ’s attitude: ‘‘small things’’ such as looking

after the patient and asking how s/he feels is of great

value ‘‘It was the girls! They came in and comforted

me and talked and yes they were amazing! . . . it was
just as if I had been at home!’’ The patients also

describe how important it is not to feel as though

they are a burden to the staff as well as to be sensitive

towards the latter’s signals in terms of verbal as

well as non-verbal language. The descriptions of

feeling at home also include feelings of safety and

confirmation, as well as trust in the fact that the

staff are there for them. The homelike feeling also

contributes to the feeling of being in a safe place

when attending the TM.

Discussion

The informants had individual needs and expecta-

tions related to the care, but ageing and illness had

caused a need for hospital care. During their stay in

hospital, they found themselves in an alien environ-

ment in which they were always a step behind and in

the hands of the professionals. Both the care and the

planning for discharge and the future are carried out

on others’ terms. It has been found that adjusting the

care to meet with the patients’ experiences and

hopes for the future can result in feelings of them

being valued and treated with dignity (Anderberg,

Lepp, Berglund, & Segesten, 2007).

According to Merleau-Ponty, we are our bodies

and we experience the world through our bodies.

When the body is changed, our access to the world

is affected (Merleau-Ponty, 2011/1945). The result

raises concern about how the care needs to adjust

to older people’s needs in terms of lived bodies.

The encounter between the carer and the patient

needs to be developed in order to get away from the

view of the patient as an object. A broadened vision

may open up for existential dimensions of what

brings meaning to life. The statement from a woman

who said that taking part in the TM made her ‘‘feel

human’’, indicates that participation in the TM

is something more than mere presence. When the

TM succeeds in creating feelings of being valued

and treated with dignity in the patient, the outcome

for the latter becomes something more than just

‘‘a meeting’’, it goes beyond the pure TM situation,

and enters into the caring and seeks its way into the

lived body and the lifeworld.

One way of illustrating the intertwining between

the lifeworld and the TM is through the patient’s

narratives, which involve descriptions of how they

try to balance the facticity of life with belief in

the future. According to Heidegger (1962), man is

thrown into existence (Dasein), this means that she

has to relate, to some extent, to facticities in life that

she cannot fully control. Ageing and increasing

vulnerability are facticities affecting life of the

patients. Heidegger further elaborates on the con-

cept of mood, meaning that a mood is always present

in human existence. The mood is a part of our

existence and as humans we are never free from

mood. The patients in the study describe moods in

relation to ageing and vulnerability. The patients

describe that they do not always have explanations

for the state of mood they were in, instead the mood

as described by Heidegger ‘‘ . . . assails us. It comes

neither from the ‘outside’ nor from the ‘inside’,

but arises out of Being-in-the-world, as a way of such

Being’’ (Heidegger, 1962, p. 176).

Ageing and vulnerability are present in this

facticity of life and when the mood is characterized

by melancholy, the patients try to balance their lives

by holding on to what Dahlberg, Todres, and Galvin

(2009) describe as life projects. These offer a context

and meaningful mission to fulfill. The family, a cat

or engagement in social activities are examples of life

projects described by the patients. Holding on to

It made me feel human
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The medical anamnesis has its given place during

the TM and is given much space, while the meaning

of living with the illness and the way this affects life

is obscured. The patients, however, describe the

importance of telling their stories, in which they

can emerge as unique human beings and not just

reduced ageing bodies. What is important to share

varies; some patients describe that they have lived

with the disease most of their lives.

. . . I have worked my whole life, but I had a really

tough childhood, it was during the war and I was

born on the west coast and I stood and cleaned

cold fish and it was so cold! It was then a lot of my

pain . . . but at twenty-five I discovered that I was

not able to move the way I should have been able

to.

Life in the shadow of illness affects choices made in

life and contributes to shape the type of person you

are today. In the TM’s focus on the present looking

towards the future, the patients speak of the whole

picture being neglected and not asked for ‘‘ . . . a lot

depends on how your childhood was and how your

marriage was, and they (the staff) were just asking:

How is it at home?’’

Historicity also involves emotions in a substantial

way. It is in relation to one’s own history that the

current situation emerges and becomes evident.

Limitations in life, caused by ageing and illness,

are seen by the patient in relation to the abilities and

dreams that s/he had earlier in life and which to a

great extent still remain. This comparison with her/

his previous life often leaves the patient with emo-

tional grief over the losses; physical ones as well as

losses of significant others.

An invitation to the TM can be experienced as an

invitation to something unpredictable. Being uncer-

tain as to what is expected of the patient during the

TM can create anxiety ‘‘I was a little bit worried

before . . . thought I might not be able to answer . . ..’’
One way of gaining an understanding of what

participation in a TM means, is to reflect on the

unknown (the TM) in relation to something known

(experiences from earlier encounters in care). Ex-

periences can also be based on participation at

institutional conversations such as the DPC. The

experience affects how the patient feels towards

the TM. Previous encounters characterized by

respect can generate a sense of security, while an

experience of a disrespectful encounter can lead

to feelings of suspicion. A woman describes how

she, because of previous experiences, prepares

herself to, as she puts it ‘‘defend herself ’’ during

the TM ‘‘ . . . verbally I can defend myself . . . I had
that in mind and thought that they would not do that

against me again.’’ Experiences from previous care

episodes are sometimes from many years previously,

when the role of the patient was described as more

subordinate than today ‘‘I had a ruptured appendix

when I was 16 years old . . . you had a great respect

for doctors and hospitals and that feeling is still

there.’’ The patients bring emotions from previous

encounters into the TM, and the TM situation is

compared and assessed with previous encounters

used as references.

Participation in the TM is sometimes described

as being uncomplicated. Earlier experiences from life

contribute to a sense of security and the patient

dares to occupy space in the situation. Experiences

from a professional life that included meetings create

feelings of safety and comfort during the TM. Living

alone for different reasons also demands indepen-

dence ‘‘ . . . I’ve been a widow for 26 years now and

of course I’ve had to make decisions on my own

very often.’’ The opportunity to participate in the

TM is a way of maintaining independence even in

the patient role.

Space for existence

The patients have their own beliefs about their

situation; beliefs that can cause worry and create a

reduced well-being. Concerns about how the future

will turn out are predominant in their lives. The

patient’s ability to be active is limited when anxiety

prevails ‘‘When you are alone at home you often

start to brood about things, and then it’s as though

you lose it, there’s so much that I have done before

. . . then you don’t feel like doing it when you are

worried . . .’’ Anxiety limits not only the ability to be

active but can also manifest itself in physical

symptoms such as dyspnoea. ‘‘Because of the pain

I worked myself up when I was at home . . . I thought
I couldn’t breathe.’’ The possibility for the patient to

be able to describe their anxiety is important for

their experience of well-being. From the patient’s

perspective, it is important that the professionals

show an interest in and create opportunities for the

patient to tell her/his story during the TM. One way

of doing this might be by posing questions to the

patient, which can make it legitimate for the patient

to take the space. When the opportunity for the

patient to say what is important for her/him is

limited or there is a complete absence of questions,

the patient is left with the feeling that the profes-

sionals are not interested in gaining a greater under-

standing of their life situation. A patient describes

how he perceived the professionals attending the

TM as ‘‘silent and shy’’. The patient had expected

more questions from the staff and when there were

no questions this was interpreted by the patient as
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development to a deeper dimension. This highlights

the importance of a caring practice in which the

older patient is offered the opportunity to become an

active participant in the contexts where decision

about the care is taken, as for example in the TM.

The voice of the older patient needs to be given

space, and in order to further develop a patient

perspective, older patients need to be involved in the

planning, implementation and evaluation of research

and health care development.
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interests and having a mission to fulfill can offer

rest in a difficult situation (Helvik, Cabral Iversen,

Steiring, & Hallberg, 2011), create health and

well-being (Dahlberg et al., 2009) and as a result

indicates that maintaining life projects is one way of

reducing vulnerability.

The facticity of life also involves the time into

which the patients were, to use Heidegger’s words,

‘‘thrown into existence’’. The time and the society in

which life is lived forms the present and age is not

only the number of years you have lived, it is also

about living one’s life in a generation (Foss, 2011).

The generation to which the informants ‘‘belong’’

has been in contact with health care services that are

much more paternalistic and hierarchical than they

are today. This can, according to Foss, affect the

patients’ views on their possibilities of participating

in their own care. Ekdahl et al. (2010) describe

how the older patients perceived the hospital as ‘‘an

institution of power’’ (p. 237), where they as patients

were seen as less competent and therefore had to

hand over decisions to the professionals. This study

indicates that the patients’ possibilities of participat-

ing depend on the staff ’s attitude. Relational aspects

are important for older patients in need of hospital

care (Bridges, Flatley, & Meyer, 2010). The home-

like feeling described by the patients in this study

contributed to feelings of trust and security and

encouraged them to take a place at the TM.

However, the staff were sometimes described as

uncomfortable and the patients’ presence appeared

in these cases to have created insecurity among

the staff. Instead of being supportive, the staff were

described as silent and shy.

To be ill has a meaning to the person with the

illness. Recognizing this and allowing the patient to

talk about the meaning of illness and ageing can

generate a better understanding for the patients’

situation (Svenaeus, 2011). Professionals need to be

receptive to their patients’ own expertise in their

lifeworld (Ranheim & Dahlberg, 2012) and it can be

assumed that the patients need support to formulate

concerns in relation to existential issues (Rydeman

et al., 2012). Having the opportunity to tell one’s life

story appears to be essential for the patients in the

study. Being invited to a TM in which the staff have

the ability to confirm and listen to the patients’

narratives supports them in their struggle against

vulnerability. Developing the round is much more

than just changing its name to TM; it demands a

change of perspective in which the focus on disease

is changed towards a focus on the lived body, and

as the results from this study indicate, it can be

about providing space for existence in an institu-

tional conversation.

Methodological considerations

The interviews took place while the patients were

still hospitalized; this means that considerations

had to be taken concerning the fragile health of

the patients. Engaging older people in research

means that considerations must be given to the

possibilities of physical impairment, frailty or lone-

liness (Pleschberger et al., 2011). The interviews

had to be performed with adherence to the infor-

mants’ verbal and non-verbal signals of tiredness and

exhaustion. Observations in combination with inter-

views were seemingly an appropriate method that

created conditions for a more reflective and secure

interview situation. The limited phenomenon also

contributed to the richness of meanings in the

interviews. The goal of phenomenological research

is to describe a phenomenon via a search for

essential meaning. The focus on the phenomenon

can enable that the result, after careful considera-

tion, can be transferred and applied to similar

contexts.

The fact that the patients were in some kind of

dependency, and that they often appeared to recog-

nize the researcher as a member of the staff (even if

the researcher introduced herself as researcher and

wore private clothes) can have affected the infor-

mants’ eagerness to talk about things that might have

discredited the care. The alternative to wait and

conduct the interviews on a later occasion was not an

alternative due to the fragile health of the patients.

Conclusion and implications for practice

The patient has to surrender to care when vulner-

ability increases. Being a whole human with a unique

life story in the encounter with care can provide vital

strength and help in managing the challenge of

ageing. Life as lived is present in the here and now

situation, and it appears to be important to integrate

the history in the current situation. Providing

opportunities for life and existence in the institu-

tional conversation, as for example in the TM,

allows the patient to be seen in his/her uniqueness

and can also support the patient in continuing

life projects and contribute to a secure feeling

when being discharged from hospital. In order to

fully achieve this, a change from the patient as an

object, to the patient as a lived body needs to take

place. Creating space for the patient’s life story as

well as for his/her existence can lead health care
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development to a deeper dimension. This highlights

the importance of a caring practice in which the

older patient is offered the opportunity to become an

active participant in the contexts where decision

about the care is taken, as for example in the TM.

The voice of the older patient needs to be given

space, and in order to further develop a patient

perspective, older patients need to be involved in the

planning, implementation and evaluation of research

and health care development.
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interests and having a mission to fulfill can offer

rest in a difficult situation (Helvik, Cabral Iversen,

Steiring, & Hallberg, 2011), create health and

well-being (Dahlberg et al., 2009) and as a result

indicates that maintaining life projects is one way of

reducing vulnerability.

The facticity of life also involves the time into

which the patients were, to use Heidegger’s words,

‘‘thrown into existence’’. The time and the society in

which life is lived forms the present and age is not

only the number of years you have lived, it is also

about living one’s life in a generation (Foss, 2011).

The generation to which the informants ‘‘belong’’

has been in contact with health care services that are

much more paternalistic and hierarchical than they

are today. This can, according to Foss, affect the

patients’ views on their possibilities of participating

in their own care. Ekdahl et al. (2010) describe

how the older patients perceived the hospital as ‘‘an

institution of power’’ (p. 237), where they as patients

were seen as less competent and therefore had to

hand over decisions to the professionals. This study

indicates that the patients’ possibilities of participat-

ing depend on the staff ’s attitude. Relational aspects

are important for older patients in need of hospital

care (Bridges, Flatley, & Meyer, 2010). The home-

like feeling described by the patients in this study

contributed to feelings of trust and security and

encouraged them to take a place at the TM.

However, the staff were sometimes described as

uncomfortable and the patients’ presence appeared

in these cases to have created insecurity among

the staff. Instead of being supportive, the staff were

described as silent and shy.

To be ill has a meaning to the person with the

illness. Recognizing this and allowing the patient to

talk about the meaning of illness and ageing can

generate a better understanding for the patients’

situation (Svenaeus, 2011). Professionals need to be

receptive to their patients’ own expertise in their

lifeworld (Ranheim & Dahlberg, 2012) and it can be

assumed that the patients need support to formulate

concerns in relation to existential issues (Rydeman

et al., 2012). Having the opportunity to tell one’s life

story appears to be essential for the patients in the

study. Being invited to a TM in which the staff have

the ability to confirm and listen to the patients’

narratives supports them in their struggle against

vulnerability. Developing the round is much more

than just changing its name to TM; it demands a

change of perspective in which the focus on disease

is changed towards a focus on the lived body, and

as the results from this study indicate, it can be

about providing space for existence in an institu-

tional conversation.

Methodological considerations

The interviews took place while the patients were

still hospitalized; this means that considerations

had to be taken concerning the fragile health of

the patients. Engaging older people in research

means that considerations must be given to the

possibilities of physical impairment, frailty or lone-

liness (Pleschberger et al., 2011). The interviews

had to be performed with adherence to the infor-

mants’ verbal and non-verbal signals of tiredness and

exhaustion. Observations in combination with inter-

views were seemingly an appropriate method that

created conditions for a more reflective and secure

interview situation. The limited phenomenon also

contributed to the richness of meanings in the

interviews. The goal of phenomenological research

is to describe a phenomenon via a search for

essential meaning. The focus on the phenomenon

can enable that the result, after careful considera-

tion, can be transferred and applied to similar

contexts.

The fact that the patients were in some kind of

dependency, and that they often appeared to recog-

nize the researcher as a member of the staff (even if

the researcher introduced herself as researcher and

wore private clothes) can have affected the infor-

mants’ eagerness to talk about things that might have

discredited the care. The alternative to wait and

conduct the interviews on a later occasion was not an

alternative due to the fragile health of the patients.

Conclusion and implications for practice

The patient has to surrender to care when vulner-

ability increases. Being a whole human with a unique

life story in the encounter with care can provide vital

strength and help in managing the challenge of

ageing. Life as lived is present in the here and now

situation, and it appears to be important to integrate

the history in the current situation. Providing

opportunities for life and existence in the institu-

tional conversation, as for example in the TM,

allows the patient to be seen in his/her uniqueness

and can also support the patient in continuing

life projects and contribute to a secure feeling

when being discharged from hospital. In order to

fully achieve this, a change from the patient as an

object, to the patient as a lived body needs to take

place. Creating space for the patient’s life story as

well as for his/her existence can lead health care

E. Lindberg et al.

8
(page number not for citation purpose)

Citation: Int J Qualitative Stud Health Well-being 2013; 8: 20714 - http://dx.doi.org/10.3402/qhw.v8i0.20714

880220_Elisabeth_Lindberg_inl.indd   121 2014-08-01   11:21



Vuokila-Oikkonen, P., Janhonen, S., & Nikkonen, M. (2002).

Patient initiatives in psychiatric care concerning shame in the

discussion in co-operative team meetings. Journal of Psychia-

tric and Mental Health Nursing, 9(1), 23�32.
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Older patients’ participation in team meetings*A phenomenological
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Abstract
Although the importance of patient participation is acknowledged in today’s healthcare, many challenges remain before
patient participation can become an integral part of care provision. The ward round has traditionally been the forum for
crucial decisions about patient care, but often with limited possibilities for patient participation. As part of the process of
improving patient participation, the round in the present study has been replaced by a team meeting (TM) to which the
patient has been invited. The aim of this study is to highlight nurses’ experiences of older patients’ participation in TMs.
The research process was guided by the principles of phenomenological reflective life world research. Data were collected in
a Swedish hospital, in a ward specializing in older patients. Nine nurses, who had invited and planned for a patient to
participate in TMs and/or had experienced TMs in which patients participated, were interviewed. The essential meaning of
patient participation in the TM, as experienced by the nurses, is that patient participation can be supported by a safe
relationship in which the patient can make his or her voice heard. Participation is challenged by the patients’ vulnerability
and by the subordinated role assigned to the patient. The essential meaning is further described by its constituents: ‘‘the
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The present article is part of a research project

which focuses on the phenomenon of older patients’

participation in team meetings (TMs). In an ear-

lier study within the present project, the patient’s

experience of participating in a TM is described

(Lindberg, Hörberg, Persson, & Ekebergh, 2013).

The results from that study indicated a need to

supplement the research with the nurses’ experi-

ences of patient participation in a TM, which is

thus the focus of this article. Nine nurses, who had

invited and planned for a patient to participate in

TMs and/or experienced a TM in which a patient

was invited, were interviewed.

Patient participation, especially participation in

determining treatment and care, is perceived as a

right in many Western societies (Eldh, Ekman, &

Ehnfors, 2006), but a clear understanding of the

concept of patient participation remains elusive

and complex (Sahlsten, Larsson, Sjöström, & Plos,

2008). Patient participation has been described as

an established relationship between the nurse and

patient in the context of nursing practice. The nurse,

for example, must surrender some power or control

to and share information and knowledge with the

patient (Sahlsten et al., 2008). For patients, the

experience of participation in their own care makes

them feel less vulnerable and more able to maintain

a sense of control in the situation (Eldh, Ehnfors,

& Ekman, 2006; Frank, Asp, & Dahlberg, 2009).

Lyttle and Ryan (2010) showed in the context of

older people that there is a need for care that allows

older patients to influence their own conditions

based on their own desires. Patients can partici-

pate in their own care even if they are old and frail
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Abstract
Although the importance of patient participation is acknowledged in today’s healthcare, many challenges remain before
patient participation can become an integral part of care provision. The ward round has traditionally been the forum for
crucial decisions about patient care, but often with limited possibilities for patient participation. As part of the process of
improving patient participation, the round in the present study has been replaced by a team meeting (TM) to which the
patient has been invited. The aim of this study is to highlight nurses’ experiences of older patients’ participation in TMs.
The research process was guided by the principles of phenomenological reflective life world research. Data were collected in
a Swedish hospital, in a ward specializing in older patients. Nine nurses, who had invited and planned for a patient to
participate in TMs and/or had experienced TMs in which patients participated, were interviewed. The essential meaning of
patient participation in the TM, as experienced by the nurses, is that patient participation can be supported by a safe
relationship in which the patient can make his or her voice heard. Participation is challenged by the patients’ vulnerability
and by the subordinated role assigned to the patient. The essential meaning is further described by its constituents: ‘‘the
need for a guide,’’ ‘‘patient participation challenged by structures,’’ and ‘‘creating space for the whole human being.’’ In
conclusion, the nurse plays a core role in guiding the patient in an unfamiliar situation. The meaning of patient participation
in the TM needs to be discussed by professionals so that the patient perspective is present.
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significance through a continuous search for mean-

ing and through rich descriptions from the infor-

mants. This process allows the phenomenon to appear

as clear and understandable (Dahlberg et al., 2008).

RLR requires openness and flexibility towards the

phenomenon that is studied, which in this study is

older patients’ participation in TMs as experienced

by nurses. In order to retain the openness as long

as possible and to enable what is not directly visible

to become visible, it is important that the whole

of the research process is characterized by a reflec-

tive attitude. This reflective attitude is described

by Dahlberg et al. (2008) as bridling. The act of

bridling can, according to the authors, be seen as an

art, in which thoughtfulness, openness, reflection,

and close examination are important components in

the search for the meaning of the phenomenon. RLR

requires openness to the lifeworld throughout the

process, and this includes openness to oneself as a

researcher (Dahlberg et al., 2008). Throughout the

research process, reviews and discussions have taken

place which have helped in highlighting hidden as-

pects, noting the present authors’ pre-understandings.

In the phenomenological tradition, an understand-

ing of other human beings’ experiences is possible

through Husserl’s (1929/1977) and Merleau-Ponty’s

(1945/2011) descriptions of intersubjectivity. Both

Husserl andMerleau-Ponty describe intersubjectivity

as pertaining to a world that is individual but at the

same time shared. In our common world, our under-

standing of other human beings is grounded in our

shared experience as humans: We cannot experience

the same as the other, but we can experience that the

other is an experiencing subject. The nurses’ experi-

ences of older patients’ participation in the TM

is facilitated through intersubjectivity and through

phenomenology where focus on ‘‘the things them-

selves’’ (patients’ participation in TM), how ‘‘the

things’’ appear to somebody (the nurses), and how

they are made explicit through language and con-

ceptualization (in the research process) creates the

foundation.

Setting and participants

The study was conducted in a ward for people �75

years of age, at a hospital in western Sweden. All

patients were living in ordinary housing, although

a majority of them needed some kind of home

care service or support from friends and relatives

to manage their daily lives. The reasons for hospi-

talization differed, but a fairly common cause was

multiple medical diagnoses in combination with

difficulties in managing everyday life at home. The

ward had 15 beds, and the planned hospitalization

was ideally not to exceed 3 days.

The traditional ward round had been developed

into a TM in the ward where the study took place,

and representatives from various professions gath-

ered to discuss patients’ treatment and care. The

TM had the form of a seated meeting which took

place every weekday. After some time, several pro-

fessionals drew attention to the lack of a patient

perspective during the TM, and consequently a

decision was made to invite patients to participate.

At the time of the study, 12 nurses were employed.

The criterion for inclusion was that the nurse had

invited and planned for a patient to participate in

TMs and/or had experienced patient participation in

TMs. Nine nurses (all female) had this experience

and were therefore invited, via an information letter

and a follow-up call, to participate in the study (eight

nurses had experienced patient participation in the

TM and one nurse had invited and planned for a

patient to participate, but due to illness this patient

was not able to participate on the day for the TM).

All of these nurses accepted the invitation. At the

time of the interviews, the nurses were between 25

and 45 years of age (mean age 35.4) and had worked

as nurses between 1 and 25 years.

Data collection

Life world interviews (Dahlberg et al., 2008) took

place in a conference room at the hospital and lasted

between 40 and 65 min. They were recorded and

subsequently transcribed verbatim. An attitude of

adherence and openness towards the phenomenon

and a bridling of the researcher’s pre-understanding

guided the interview. The participants were initially

asked to describe a situation in which a patient had

been invited to participate and/or participated in

a TM. Follow-up questions, for example ‘‘How is

that . . .?’’ or ‘‘Could you tell me more about . . .?’’,
were then posed in order to gain a deeper under-

standing of the phenomenon of interest.

Data analysis

The data were analysed according to the principles

of RLR, as described by Dahlberg et al. (2008). The

principles acted as a ‘‘guiding light’’ in the process of

analysis, and the different parts can be seen as parts

in an intertwining process rather than as fixed steps.

After transcribing the interviews (which were per-

formed by the first author), the analysis started

by reading the text several times as a whole in an

attempt to obtain an overall sense of the material.

The text was then divided, according to the mean-

ings that were observed, into meaning units. Un-

packing the meaning units was then performed

with a bridling approach (Dahlberg et al., 2008).
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(Tutton, 2005). At the same time, a caring relation-

ship is vital if older patients are to experience that

they are actually participating (Andersson, Burman,

& Skär, 2011; Bridges, Flatley, & Meyer, 2009;

Jonasson & Berterö, 2012; Tutton, 2005). Patients

have different needs for participation, and it is im-

portant that the individual patient is the starting

point for all care actions (Frank et al., 2009). This

emphasizes the importance of taking a lifeworld

perspective in which the concept of participation

is grounded in a patient perspective (Dahlberg &

Segesten, 2010). Participation can be promoted

by taking time to listen to the patient’s story, and,

as Dahlberg, Todres, and Galvin (2009, p. 270)

suggest, a shift from patients as ‘‘consumers’’ to

patients as ‘‘storied beings’’ needs to take place.

The TM is in the present article to be understood

as a replacement for the ward round. The latter is

a traditional forum for discussing patients’ care and

medical treatment. The traditional round, with its

strong focus on biomedical science, has in recent

years come to be questioned, in favour of a more

integrated approach in which different kinds of

knowledge are valued equally and in which the

patient perspective is essential (Fiddler et al., 2010;

Manias & Street, 2001; Sweet & Wilson, 2011).

Research also indicates that interactions during

the round often follow a specific pattern in which

the physician poses questions to the patient, focusing

on medical issues. Nurses participate to a more

limited extent than both patients and physicians, and

tend not to raise questions other than those of a

purely medical nature (Weber, Stöckli, Nübling,

& Langewitz, 2007). This limited involvement is

in contrast to research indicating that nurses’ active

participation in ward rounds has been found to be

of importance for patient safety and increased

quality of care (Desai, Caldwell, & Herring, 2011;

Parissopoulos, Timmins, & Daly, 2013). It may also

be difficult for patients to get involved in the discus-

sion. Patients are at times ignored when they try

to describe feelings connected to the experience

of illness, causing them to feel both ignored and

neglected (Sweet &Wilson, 2011). ATM can be one

way of developing the ward round, but patient

participation in TMs is described as difficult to

achieve (Opie, 1998; Parker Oliver, Porock, Demiris,

& Courtney, 2005; Vuokila-Oikkonen, Janhonen, &

Nikkonen, 2002). The trustful and supportive rela-

tionship that the patients describe as being important

for their possibilities of taking part in TMs sometimes

seems difficult to establish, and instead the patients

experience the professionals as ‘‘shy and silent’’ and

with a limited interest in their life situation (Lindberg

et al., 2013).

As indicated in earlier research, patient participa-

tion is a complex phenomenon, especially when

participation is to be achieved in situations tradi-

tionally carried out with little involvement from

the patient, such as in a ward round or a TM. The

results from the earlier study within our research

project indicate that the patients needed support

from the professionals in order to achieve participa-

tion. The results also indicate that the patients’

vulnerability due to illness and an ageing body posed

challenges in the process in which they became

participative and that the patient wanted to be con-

firmed as a whole human being when participating

in a TM (Lindberg et al., 2013). Nurses, as part of

the healthcare team, have an important role in

creating opportunities for patient participation, but

as indicated earlier in this article, it can be difficult

for nurses to have space in situations such as a TM

or a ward round. One way to develop the TM so that

the patient becomes more involved and at the same

time is given the opportunity to become prominent

as a whole human being could be by reinforcing the

patient perspective with support from the nurse.

Based on this, together with a need for a broader

perspective on patient participation in TMs, it is

important to gain knowledge about the nurse’s ex-

periences of older patients’ participation in the TM.

The overarching research question in this study is

thus: What constitutes older patients’ participation

in the TM from the nurses’ perspective? The aim of

the present study is to highlight nurses’ experiences

of older patients’ participation in TMs.

Method

The study is descriptive in design and based on

a theoretical framework grounded in lifeworld

phenomenology and caring science. This can be

seen in this study through the search for the nurses’

lived experience of patients’ participation in a TM,

where participation is based on a holistic patient

perspective.

The research process was guided by the phenom-

enological approach of reflective lifeworld research

(RLR) (Dahlberg, Dahlberg, & Nyström, 2008).

This approach is based on the phenomenological

philosophy of Husserl (1936/1970, 1929/1977) and

Merleau-Ponty (1964/1968, 1945/2011). The goal

of RLR is to describe human beings’ lived experi-

ences of a phenomenon so that a greater under-

standing of the phenomenon is achieved. In RLR

(and phenomenology), the concept of the phenom-

enon is important. A phenomenon can be under-

stood as an object or a matter as it presents itself

or as it is experienced by a subject (Dahlberg et al.,

2008, p. 33). A phenomenon reveals its deeper
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significance through a continuous search for mean-

ing and through rich descriptions from the infor-

mants. This process allows the phenomenon to appear

as clear and understandable (Dahlberg et al., 2008).

RLR requires openness and flexibility towards the

phenomenon that is studied, which in this study is

older patients’ participation in TMs as experienced

by nurses. In order to retain the openness as long

as possible and to enable what is not directly visible

to become visible, it is important that the whole

of the research process is characterized by a reflec-

tive attitude. This reflective attitude is described

by Dahlberg et al. (2008) as bridling. The act of

bridling can, according to the authors, be seen as an

art, in which thoughtfulness, openness, reflection,

and close examination are important components in

the search for the meaning of the phenomenon. RLR

requires openness to the lifeworld throughout the

process, and this includes openness to oneself as a

researcher (Dahlberg et al., 2008). Throughout the

research process, reviews and discussions have taken

place which have helped in highlighting hidden as-

pects, noting the present authors’ pre-understandings.

In the phenomenological tradition, an understand-

ing of other human beings’ experiences is possible

through Husserl’s (1929/1977) and Merleau-Ponty’s

(1945/2011) descriptions of intersubjectivity. Both

Husserl andMerleau-Ponty describe intersubjectivity

as pertaining to a world that is individual but at the

same time shared. In our common world, our under-

standing of other human beings is grounded in our

shared experience as humans: We cannot experience

the same as the other, but we can experience that the

other is an experiencing subject. The nurses’ experi-

ences of older patients’ participation in the TM

is facilitated through intersubjectivity and through

phenomenology where focus on ‘‘the things them-

selves’’ (patients’ participation in TM), how ‘‘the

things’’ appear to somebody (the nurses), and how

they are made explicit through language and con-

ceptualization (in the research process) creates the

foundation.

Setting and participants

The study was conducted in a ward for people �75

years of age, at a hospital in western Sweden. All

patients were living in ordinary housing, although

a majority of them needed some kind of home

care service or support from friends and relatives

to manage their daily lives. The reasons for hospi-

talization differed, but a fairly common cause was

multiple medical diagnoses in combination with

difficulties in managing everyday life at home. The

ward had 15 beds, and the planned hospitalization

was ideally not to exceed 3 days.

The traditional ward round had been developed

into a TM in the ward where the study took place,

and representatives from various professions gath-

ered to discuss patients’ treatment and care. The

TM had the form of a seated meeting which took

place every weekday. After some time, several pro-

fessionals drew attention to the lack of a patient

perspective during the TM, and consequently a

decision was made to invite patients to participate.

At the time of the study, 12 nurses were employed.

The criterion for inclusion was that the nurse had

invited and planned for a patient to participate in

TMs and/or had experienced patient participation in

TMs. Nine nurses (all female) had this experience

and were therefore invited, via an information letter

and a follow-up call, to participate in the study (eight

nurses had experienced patient participation in the

TM and one nurse had invited and planned for a

patient to participate, but due to illness this patient

was not able to participate on the day for the TM).

All of these nurses accepted the invitation. At the

time of the interviews, the nurses were between 25

and 45 years of age (mean age 35.4) and had worked

as nurses between 1 and 25 years.

Data collection

Life world interviews (Dahlberg et al., 2008) took

place in a conference room at the hospital and lasted

between 40 and 65 min. They were recorded and

subsequently transcribed verbatim. An attitude of

adherence and openness towards the phenomenon

and a bridling of the researcher’s pre-understanding

guided the interview. The participants were initially

asked to describe a situation in which a patient had

been invited to participate and/or participated in

a TM. Follow-up questions, for example ‘‘How is

that . . .?’’ or ‘‘Could you tell me more about . . .?’’,
were then posed in order to gain a deeper under-

standing of the phenomenon of interest.

Data analysis

The data were analysed according to the principles

of RLR, as described by Dahlberg et al. (2008). The

principles acted as a ‘‘guiding light’’ in the process of

analysis, and the different parts can be seen as parts

in an intertwining process rather than as fixed steps.

After transcribing the interviews (which were per-

formed by the first author), the analysis started

by reading the text several times as a whole in an

attempt to obtain an overall sense of the material.

The text was then divided, according to the mean-

ings that were observed, into meaning units. Un-

packing the meaning units was then performed

with a bridling approach (Dahlberg et al., 2008).
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(Tutton, 2005). At the same time, a caring relation-

ship is vital if older patients are to experience that

they are actually participating (Andersson, Burman,

& Skär, 2011; Bridges, Flatley, & Meyer, 2009;

Jonasson & Berterö, 2012; Tutton, 2005). Patients

have different needs for participation, and it is im-

portant that the individual patient is the starting

point for all care actions (Frank et al., 2009). This

emphasizes the importance of taking a lifeworld

perspective in which the concept of participation

is grounded in a patient perspective (Dahlberg &

Segesten, 2010). Participation can be promoted

by taking time to listen to the patient’s story, and,

as Dahlberg, Todres, and Galvin (2009, p. 270)

suggest, a shift from patients as ‘‘consumers’’ to

patients as ‘‘storied beings’’ needs to take place.

The TM is in the present article to be understood

as a replacement for the ward round. The latter is

a traditional forum for discussing patients’ care and

medical treatment. The traditional round, with its

strong focus on biomedical science, has in recent

years come to be questioned, in favour of a more

integrated approach in which different kinds of

knowledge are valued equally and in which the

patient perspective is essential (Fiddler et al., 2010;

Manias & Street, 2001; Sweet & Wilson, 2011).

Research also indicates that interactions during

the round often follow a specific pattern in which

the physician poses questions to the patient, focusing

on medical issues. Nurses participate to a more

limited extent than both patients and physicians, and

tend not to raise questions other than those of a

purely medical nature (Weber, Stöckli, Nübling,

& Langewitz, 2007). This limited involvement is

in contrast to research indicating that nurses’ active

participation in ward rounds has been found to be

of importance for patient safety and increased

quality of care (Desai, Caldwell, & Herring, 2011;

Parissopoulos, Timmins, & Daly, 2013). It may also

be difficult for patients to get involved in the discus-

sion. Patients are at times ignored when they try

to describe feelings connected to the experience

of illness, causing them to feel both ignored and

neglected (Sweet &Wilson, 2011). ATM can be one

way of developing the ward round, but patient

participation in TMs is described as difficult to

achieve (Opie, 1998; Parker Oliver, Porock, Demiris,

& Courtney, 2005; Vuokila-Oikkonen, Janhonen, &

Nikkonen, 2002). The trustful and supportive rela-

tionship that the patients describe as being important

for their possibilities of taking part in TMs sometimes

seems difficult to establish, and instead the patients

experience the professionals as ‘‘shy and silent’’ and

with a limited interest in their life situation (Lindberg

et al., 2013).

As indicated in earlier research, patient participa-

tion is a complex phenomenon, especially when

participation is to be achieved in situations tradi-

tionally carried out with little involvement from

the patient, such as in a ward round or a TM. The
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from the professionals in order to achieve participa-

tion. The results also indicate that the patients’

vulnerability due to illness and an ageing body posed

challenges in the process in which they became

participative and that the patient wanted to be con-

firmed as a whole human being when participating

in a TM (Lindberg et al., 2013). Nurses, as part of

the healthcare team, have an important role in

creating opportunities for patient participation, but

as indicated earlier in this article, it can be difficult

for nurses to have space in situations such as a TM

or a ward round. One way to develop the TM so that

the patient becomes more involved and at the same

time is given the opportunity to become prominent

as a whole human being could be by reinforcing the

patient perspective with support from the nurse.

Based on this, together with a need for a broader

perspective on patient participation in TMs, it is

important to gain knowledge about the nurse’s ex-

periences of older patients’ participation in the TM.

The overarching research question in this study is

thus: What constitutes older patients’ participation

in the TM from the nurses’ perspective? The aim of

the present study is to highlight nurses’ experiences
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The study is descriptive in design and based on

a theoretical framework grounded in lifeworld

phenomenology and caring science. This can be

seen in this study through the search for the nurses’
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conversation: ‘‘they [the professionals] wanted it to

be as usual, going quickly through each case and

then moving on. I felt I had to go in and help her.’’

The patient’s possibility of receiving guidance and

support is influenced by the intensity of the TM.

This means that the patient becomes subordinated

when a nurse feels forced to give priority to and

focus her attention on certain matters. The nurses

describe how this need to establish priorities means

that the function as a guide had to be set aside in

certain situations.

And then unfortunately, or from my side anyway

. . . I feel that the patients get left behind. There

are all these forms . . . and which tests are to be

carried out on the patients.

The patient in many cases needs further information

after the TM, and the nurses experience that it is

important that they provide support by being able to

answer questions. As the TM is not limited in time

or space, the nurses describe how the patients need

them as guides throughout their time at the hospital.

The patient’s participation in the TM does not

necessarily entail that he or she is physically present

during the meeting. The fact that the patient can

be vulnerable means that he or she does not always

have the strength to attend the meeting, and in some

situations the nurse experience that she must make

decisions about whether or not a patient should be

present. As exemplified in the two following descrip-

tions, either the nurse can choose to represent the

patient during the TM or she can choose to bring

the patient to the TM despite the fact that

the patient is in a vulnerable position. In the first

example, the nurse’s guiding function involves her

representing the patient during the TM. One way in

which the nurse can do this is by listening to the

patient’s personal history or observing him or her. In

this way, the nurse creates the opportunity to gather

information that allows her to decide in which way

the patients’ interests best can be represented during

the TM.

But then in the morning I knew she had really

changed, she had difficulty standing and wobbled

and was very confused when talking. And then I

felt: ‘‘Either I take her with me and the TM will be

of poor quality . . . or I leave her behind and try to

speak for her at the meeting.’’

In the second example, the nurse takes a patient

to the TM despite the fact that the latter’s health

had deteriorated during the night. At the TM, the

patient’s deteriorated health is obvious to the profes-

sionals, and as soon as that fact has been established,

some of the professionals lose their interest in

the patient’s narrative and begin to discuss among

themselves.

Everybody realized that we had to X-ray her brain

. . . but the patient herself didn’t understand

this. . . . The doctors . . . talked a little with each

other, whereas the patient sat and repeated her

story.

In this situation, the nurse experiences the patient

as being excluded and omitted without any guidance

and support from the professionals.

Patient participation challenged by structures

The TM is a routine procedure for the professionals,

according to the nurses, in that everyone knows

what is expected of them. For the patient, however,

the environment and the situation are unfamiliar.

When the professionals fail to see the patient’s

vulnerability, the nurse experiences the patient as

being isolated. One such situation can arise in terms

of how the professionals position themselves in re-

lation to the patient. A nurse describes how she and

the physician, by positioning themselves next to

each other, form a team that confronts (instead of

supports) the patient: ‘‘I sat opposite the patient and

the doctor sat next to me; it felt a little like the doctor

and I were a team while we confronted her.’’ The

patient perspective can in these situations be ob-

scured, and as described by the nurses it can be

difficult for patients to demand attention and ask

questions. In such cases, participation is reduced to

mere presence: ‘‘She didn’t say very much on her

own: it was more the doctor who told her what we

had seen.’’

Based on the nurses’ experiences, the patients

are not always given proper support to achieve

participation. This may occur, for example, when a

patient’s wishes fall outside the rules governing how

social interventions can be offered to older people.

One nurse gave an example of a meeting with an

older woman who wanted to be moved to a nursing

home: ‘‘She couldn’t manage to go home to her big

house, it was overwhelming for her. The fact that she

was ill was enough! But she wasn’t ill enough!’’ The

vulnerability of this woman touched the nurse and

contributed to a sense of resignation, owing to the

lack of respect for the patient’s voice, ‘‘but I felt she

was overruled in this. And she didn’t have much

time left, so it’s a shame that she was not able to

decide how she wanted things to be arranged.’’

According to the nurses, the possibility of the

patient participating is affected by how the profes-

sionals relate to each other and how they relate to
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This mainly entailed asking questions of the text,

such as: How does patient participation during

the TM appear to the nurses? Which meaning (in

relation to the phenomenon) can be seen in this part

of the text? Meanings were brought to the meaning

units through reflection and questioning. In the next

phase, clusters of meaning were created to see the

essential meanings. A cluster is a preliminary struc-

ture of meanings that is created based on differences

and similarities in meanings. By relating the clusters

to each other, the clusters support the search for the

meaning structure (the essence) of the phenomenon.

The essence is the most abstract level of the analysis

(Dahlberg, 2006; Giorgi, 1997), and in the present

study the essence was formulated by a questioning

and reflective attitude, where questions such as the

following were put to the text: What is the meaning

of patient participation from the nurses’ perspective?

How does participation in the TM appear from the

nurses’ perspective? The essence emerged through

a movement between the parts and the whole. Once

the essence had been formulated, the analysis con-

tinued by describing the more contextual nuances of

the phenomenon, in RLR named as ‘‘constituents’’

(Dahlberg et al., 2008).

Ethical considerations

The present study was conducted in a relationship

with healthcare staff working in one unit. It was

therefore necessary that both participants and the

situation be treated with respect; ethical considera-

tions were thus given a heightened focus throughout

the research process.

The study was approved by the Regional Ethical

Review Board of Gothenburg (No. 757-09). The

study was carried out in accordance with the princi-

ples outlined in the Declaration of Helsinki (World

Medical Association, 2008). The participants were

informed both orally and in writing that participation

was voluntary and that confidentiality would be

maintained. Written informed consent was obtained

from each participant.

Results

The essence of the phenomenon will be presented

first, followed by its three constituents. The essential

meaning of older patient participation in the TM, as

described from the perspective of the nurses, is that

the TM is constantly present in care provision and

is not limited in time and space. The time before,

during, and after the TM is intertwined into a whole

in which patient participation requires attention.

Patient participation is maintained when the

patient receives and is encouraged to take space as

a whole human being, is listened to, and can make

his or her voice heard. Patients’ participation is also

strengthened by safe, caring relationships in which

the patient can be guided in the situation. Participa-

tion is challenged by the patients’ vulnerability

and by the subordinated role assigned to the patient.

The patient is easily reduced to an object if he or

she is not able to follow the agenda of the TM’s

unwritten rules. Patient participation also affects the

relationship between the professionals of the TM,

and the patient perspective is challenged by the

professionals’ need for maintaining familiar patterns.

Striving for such a familiar structure maintains

patterns that promote the professionals’ security

and safety at the expense of the patient.

The following constituents further elucidate the

meaning of the phenomenon: the need for a guide,

patient participation challenged by structures, and

creating space for the whole human being.

The need for a guide

Based on the nurses’ experiences, the periods be-

fore, during, and after the TM are intertwined and

constantly present in care provision, independent

of both time and space. The nurses describe how

important it is that the patient has access to a guide

who can help the patients find their way and avoid

getting lost in the stream of events and experiences

that characterize being admitted to hospital.

The nurses experience the TM as an unknown

situation for the patient. In order to be able to create

conditions for patient participation, the nurses de-

scribe the importance of preparing the patient before

the meeting and that they work to create a safe

relationship in which they, together with the patient,

can prepare the latter for participation in a TM.

I prepared the patient over the weekend so that on

Monday he/she was able to take part in the TM,

and then it’s important that you have thought

through whether you have any questions and

so on.

The patients’ need for a guide continues during

the TM. According to the nurses, they are able to

support patients in such a way that participation is

encouraged, based on their previous relationship.

The patient may, for example, be supported by

getting his or her personal history clarified by the

nurse, which is described as being important for

the patient. The patient’s personal history would

otherwise have been ignored without recognition.

The nurses describe how the patients can be

‘‘forgotten’’ during a TM; the nurse may then en-

courage participation by bringing the patient into the
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conversation: ‘‘they [the professionals] wanted it to

be as usual, going quickly through each case and

then moving on. I felt I had to go in and help her.’’

The patient’s possibility of receiving guidance and

support is influenced by the intensity of the TM.

This means that the patient becomes subordinated

when a nurse feels forced to give priority to and

focus her attention on certain matters. The nurses

describe how this need to establish priorities means

that the function as a guide had to be set aside in

certain situations.

And then unfortunately, or from my side anyway

. . . I feel that the patients get left behind. There

are all these forms . . . and which tests are to be

carried out on the patients.

The patient in many cases needs further information

after the TM, and the nurses experience that it is

important that they provide support by being able to

answer questions. As the TM is not limited in time

or space, the nurses describe how the patients need

them as guides throughout their time at the hospital.

The patient’s participation in the TM does not

necessarily entail that he or she is physically present

during the meeting. The fact that the patient can

be vulnerable means that he or she does not always

have the strength to attend the meeting, and in some

situations the nurse experience that she must make

decisions about whether or not a patient should be

present. As exemplified in the two following descrip-

tions, either the nurse can choose to represent the

patient during the TM or she can choose to bring

the patient to the TM despite the fact that

the patient is in a vulnerable position. In the first

example, the nurse’s guiding function involves her

representing the patient during the TM. One way in

which the nurse can do this is by listening to the

patient’s personal history or observing him or her. In

this way, the nurse creates the opportunity to gather

information that allows her to decide in which way

the patients’ interests best can be represented during

the TM.

But then in the morning I knew she had really

changed, she had difficulty standing and wobbled

and was very confused when talking. And then I

felt: ‘‘Either I take her with me and the TM will be

of poor quality . . . or I leave her behind and try to

speak for her at the meeting.’’

In the second example, the nurse takes a patient

to the TM despite the fact that the latter’s health

had deteriorated during the night. At the TM, the

patient’s deteriorated health is obvious to the profes-

sionals, and as soon as that fact has been established,

some of the professionals lose their interest in

the patient’s narrative and begin to discuss among

themselves.

Everybody realized that we had to X-ray her brain

. . . but the patient herself didn’t understand

this. . . . The doctors . . . talked a little with each

other, whereas the patient sat and repeated her

story.

In this situation, the nurse experiences the patient

as being excluded and omitted without any guidance

and support from the professionals.

Patient participation challenged by structures

The TM is a routine procedure for the professionals,

according to the nurses, in that everyone knows

what is expected of them. For the patient, however,

the environment and the situation are unfamiliar.

When the professionals fail to see the patient’s

vulnerability, the nurse experiences the patient as

being isolated. One such situation can arise in terms

of how the professionals position themselves in re-

lation to the patient. A nurse describes how she and

the physician, by positioning themselves next to

each other, form a team that confronts (instead of

supports) the patient: ‘‘I sat opposite the patient and

the doctor sat next to me; it felt a little like the doctor

and I were a team while we confronted her.’’ The

patient perspective can in these situations be ob-

scured, and as described by the nurses it can be

difficult for patients to demand attention and ask

questions. In such cases, participation is reduced to

mere presence: ‘‘She didn’t say very much on her

own: it was more the doctor who told her what we

had seen.’’

Based on the nurses’ experiences, the patients

are not always given proper support to achieve

participation. This may occur, for example, when a

patient’s wishes fall outside the rules governing how

social interventions can be offered to older people.

One nurse gave an example of a meeting with an

older woman who wanted to be moved to a nursing

home: ‘‘She couldn’t manage to go home to her big

house, it was overwhelming for her. The fact that she

was ill was enough! But she wasn’t ill enough!’’ The

vulnerability of this woman touched the nurse and

contributed to a sense of resignation, owing to the

lack of respect for the patient’s voice, ‘‘but I felt she

was overruled in this. And she didn’t have much

time left, so it’s a shame that she was not able to

decide how she wanted things to be arranged.’’

According to the nurses, the possibility of the

patient participating is affected by how the profes-

sionals relate to each other and how they relate to
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This mainly entailed asking questions of the text,

such as: How does patient participation during

the TM appear to the nurses? Which meaning (in

relation to the phenomenon) can be seen in this part

of the text? Meanings were brought to the meaning

units through reflection and questioning. In the next

phase, clusters of meaning were created to see the

essential meanings. A cluster is a preliminary struc-

ture of meanings that is created based on differences

and similarities in meanings. By relating the clusters

to each other, the clusters support the search for the

meaning structure (the essence) of the phenomenon.

The essence is the most abstract level of the analysis

(Dahlberg, 2006; Giorgi, 1997), and in the present

study the essence was formulated by a questioning

and reflective attitude, where questions such as the

following were put to the text: What is the meaning

of patient participation from the nurses’ perspective?

How does participation in the TM appear from the

nurses’ perspective? The essence emerged through

a movement between the parts and the whole. Once

the essence had been formulated, the analysis con-

tinued by describing the more contextual nuances of

the phenomenon, in RLR named as ‘‘constituents’’

(Dahlberg et al., 2008).

Ethical considerations

The present study was conducted in a relationship

with healthcare staff working in one unit. It was

therefore necessary that both participants and the

situation be treated with respect; ethical considera-

tions were thus given a heightened focus throughout

the research process.

The study was approved by the Regional Ethical

Review Board of Gothenburg (No. 757-09). The

study was carried out in accordance with the princi-

ples outlined in the Declaration of Helsinki (World

Medical Association, 2008). The participants were

informed both orally and in writing that participation

was voluntary and that confidentiality would be

maintained. Written informed consent was obtained

from each participant.

Results

The essence of the phenomenon will be presented

first, followed by its three constituents. The essential

meaning of older patient participation in the TM, as

described from the perspective of the nurses, is that

the TM is constantly present in care provision and

is not limited in time and space. The time before,

during, and after the TM is intertwined into a whole

in which patient participation requires attention.

Patient participation is maintained when the

patient receives and is encouraged to take space as

a whole human being, is listened to, and can make

his or her voice heard. Patients’ participation is also

strengthened by safe, caring relationships in which

the patient can be guided in the situation. Participa-

tion is challenged by the patients’ vulnerability

and by the subordinated role assigned to the patient.

The patient is easily reduced to an object if he or

she is not able to follow the agenda of the TM’s

unwritten rules. Patient participation also affects the

relationship between the professionals of the TM,

and the patient perspective is challenged by the

professionals’ need for maintaining familiar patterns.

Striving for such a familiar structure maintains

patterns that promote the professionals’ security

and safety at the expense of the patient.

The following constituents further elucidate the

meaning of the phenomenon: the need for a guide,

patient participation challenged by structures, and

creating space for the whole human being.

The need for a guide

Based on the nurses’ experiences, the periods be-

fore, during, and after the TM are intertwined and

constantly present in care provision, independent

of both time and space. The nurses describe how

important it is that the patient has access to a guide

who can help the patients find their way and avoid

getting lost in the stream of events and experiences

that characterize being admitted to hospital.

The nurses experience the TM as an unknown

situation for the patient. In order to be able to create

conditions for patient participation, the nurses de-

scribe the importance of preparing the patient before

the meeting and that they work to create a safe

relationship in which they, together with the patient,

can prepare the latter for participation in a TM.

I prepared the patient over the weekend so that on

Monday he/she was able to take part in the TM,

and then it’s important that you have thought

through whether you have any questions and

so on.

The patients’ need for a guide continues during

the TM. According to the nurses, they are able to

support patients in such a way that participation is

encouraged, based on their previous relationship.

The patient may, for example, be supported by

getting his or her personal history clarified by the

nurse, which is described as being important for

the patient. The patient’s personal history would

otherwise have been ignored without recognition.

The nurses describe how the patients can be

‘‘forgotten’’ during a TM; the nurse may then en-

courage participation by bringing the patient into the
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which they can choose between supporting and

hindering participation. Making such a choice in-

volves taking a risk, and nurses need to be coura-

geous in order to facilitate patients’ participation.

As suggested by Thorup, Rundqvist, Roberts, and

Delmar (2012), courage is about taking a stand for

the patient and acting in accordance with ethical

values even in situations where there is a risk of being

abandoned by colleagues. The results presented in

this article contain descriptions of courage, acted out

in situations where nurses found themselves alone,

arguing for their patients and challenging conflicting

attitudes about patient participation.

Nurses also described situations in which the

nurse chooses to stand back and not give the pa-

tient the opportunity to participate. In some circum-

stances, nurses may thus fail to support a patient

during a TM. Patients expect nurses to stand up for

them, and they develop feelings of mistrust when a

nurse fails to meet this expectation (Andersson et al.,

2011; Larsson, Sahlsten, Segesten, & Plos, 2011;

Lindberg et al., 2013). Conflicts among the health-

care team as well as stress arising from time pressure

and workplace attitudes have been described as fac-

tors that reduce nurses’ ability to support their

patients (Huntington et al., 2011; Lindberg, Persson,

& Bondas, 2012).

The nurses’ descriptions include examples of how

they try to create a secure atmosphere for the patient,

and examples in which the vulnerability and exposure

of the patient have remained. It has been found that a

feeling of security, expressed by the older patients as

‘‘feeling at home,’’ is important for the outcome of

their participation in a TM (Lindberg et al., 2013).

However, Andersson, Hallberg, and Edberg (2008)

show how a feeling of ‘‘not being at home’’ during

a hospital stay can lead to feelings of loneliness and

reduced well-being among older patients. According

to the authors, these feelings are connected to

the experience of being left out. The nurses’ descrip-

tions in the present study contained glimpses of the

patients’ longing and desire to tell their own story.

Patients sometimes expressed a desire for security

and comfort through these personal histories, only to

be offered a practical (often temporary) solution.

Illness causes a disruption in life and threatens to

alienate the lifeworld. Svenaeus (2011) expands

Heidegger’s concept of ‘‘homelessness’’ (‘‘unheim-

lichkeit’’) (Heidegger, 1962) and describes how ill-

ness creates cracks in life, allowing the past and

present to appear in a sense of alienation or home-

lessness. One way of making sense of this alienation

and creating meaning is for people to be able to

recount their personal histories. Dahlberg et al.

(2009) show how stories can support well-being,

and, as described by Lindberg et al. (2013), the

opportunity to tell one’s story during the TM is of

vital importance in the process of creating meaning in

an alien environment. A TM that is a place where

stories can be told has a deeper meaning than a TM in

which professionals talk about patients. It is thus

possible for a TM to become an integral part of care

provision where participation is created in the rela-

tionships, based on the patient’s story.

Entering a room in which a TM is taking place

may make a patient feel vulnerable. The nurses’ des-

criptions include examples of how they have suc-

ceeded in creating a secure atmosphere for the

patient, and examples in which the vulnerability

and exposure of the patient have remained. Svenaeus

(2011) believes that it is the responsibility of profes-

sionals to understand the unhomelike feeling of

‘‘being-in-the-world’’ and to support the patient, so

that he or she can regain a feeling of ‘‘homelikeness.’’

A TM is not limited in time and space, and a nurse

who acknowledges this can guide a patient in this

situation. A nurse who prepares a patient for a TM is

inviting the patient to find a role (and occupy space)

in the room, while following up the patient after the

TM can create the conditions required for a feeling

of homelikeness.

Methodological considerations

The TM can be understood as an institutional

conversation, in which inherent traditional struc-

tures are more or less visible. The TM can also be

interpreted as an intersubjective meeting in which

humans come together and create a unique situa-

tion. In this study, intersubjectivity as described by

Husserl (1929/1977) andMerleau-Ponty (1945/2011)

creates a foundation for the nurses’ description of

patient participation in the TM. Through their

stories, the nurses contribute to an extra dimension

and a deeper understanding of how organizational

and hierarchical structures as well as individual

choices made by the nurse can affect the patients’

possibility for participating.

All nurses included in this study, except one, had

experienced patient participation in a TM. The

nurse without such experience had invited a patient

to participate, but rapid deterioration of the latter’s

health had prevented participation. The interview

with this nurse, however, contained material relevant

to the phenomenon of interest, and the interview

was included in the analysis. To include this in-

terview was also a way of being open towards the

phenomenon. As the results indicate, the TM is not

limited in time or space, the efforts made by the

nurse to invite the patient and her decision not to

bring the patient to the TM is therefore of impor-

tance for the phenomenon.

Older patients’ participation in team meetings

Citation: Int J Qualitative Stud Health Well-being 2013; 8: 21908 - http://dx.doi.org/10.3402/qhw.v8i0.21908 7
(page number not for citation purpose)

patient participation in the TM. One nurse describes

how she and the nurse assistant had prepared a

number of patients for participation in the TM, but

when the physician arrived, he or she did not want

the patients to participate. Even if there was a joint

decision in the professional group to invite patients,

this was not realized in the current situation, mean-

ing that the commitment to allow participation for

the patients was broken, which was also recognized

by the patients, as one of them later asked the nurse,

‘‘Wasn’t I supposed to attend some meeting?’’.

Patient participation can be affected by choices

made by the professionals. In some situations (as,

e.g., in the situation above), the patient can be re-

jected; in other situations, where a patient perspective

is more evidently adopted, the interests of the patient

are protected. A nurse describes how she stood by her

invitation, but was then forced to accept the displea-

sure when the TM went on too long: ‘‘I felt the

doctors were irritated that day . . . it was probably

directed to me as a nurse.’’ Even in the face of time

pressure and irritation on the part of other profes-

sionals, the nurse described the patient’s participation

as valuable.

Creating space for the whole human being

According to the nurses, patients’ vulnerability and

the existential dimensions of the caring relationship

are brought to the fore in many cases: ‘‘she was

talking a lot about her family . . . that the children

didn’t have time any longer and that she was sad.’’

Patients need to talk about how they experience their

life. Just as the TM can be present in care provision,

care provision can also be present during the TM.

maybe it’s part of what they want support in . . . so
when they enter into a context where there are a

lot of people listening to just them, well, maybe

they take the chance to talk for a while. But then at

least this has been achieved!

The patients are, according to the nurses, affected

by an organization under pressure from time con-

straints. The patients need to be listened to, and

they also need opportunities to tell their personal

histories which require that the nurse sets aside

the demands for efficiency placed on her. Instead

of being listened to, the nurses describe how the

patients are caught up in a situation where the

professionals set the agenda for what can be spoken

of during the TM: ‘‘Now as soon as we’ve seen what

we need to see, then it feels like time is running

out and we have to move on to the other patients.’’

Nurses describe how a mood of frustration is gen-

erated in the room when a patient tells a long story.

For example, professionals may look at their watches,

browse through folders, or talk to each other. Some-

times, the patients are interrupted, not allowed to

finish what they want to say: ‘‘the doctor, well, as

I said he cut her off.’’ A nurse who realizes that a

sense of frustration has begun to emerge due to time

pressure does not always work to create space for

the patient to participate, ‘‘to interrupt, maybe cut in

on the doctor. . . . It’s just not done!’’ The nurses

describe how their focus in these situations is moved

from the patient towards a focus on trying to main-

tain the framework of the TM. In this situation, it is

difficult for the nurses to be able to relax in the

present encounter, and allow the patient to make his

or her voice heard.

Patient participation in the TM is in many ways

a challenge for the patient. Vulnerability due to

disease and an ageing body affects the possibilities

for dealing with participating. In some situations,

the nurses describe the challenges as exceptional;

this occurs, for example, when the patient has a

diagnosis of dementia. The relationship between the

professionals and the patient becomes important

again, and the nurse describes how she can choose

not to invite these patients to the TM, or she

can choose to invite the patient and, based on the

patient’s unique situation, try to create opportunities

for participation: ‘‘But I think you should give the

person a chance unless you think it will be too

confusing for the patient.’’

Discussion

The present study addresses several challenges posed

by increased patient participation, especially in the

context of older people. This has also been described

in earlier studies. For example, older patients in

need of hospital care may experience that informa-

tion is withheld from them and that their concerns

are not taken into account (Aasen, Kvangarsnes, &

Heggen, 2012), while other studies have revealed how

older patients may perceive that the healthcare ser-

vice staff have power over them (Ekdahl, Andersson,

& Friedrichsen, 2010). The nurses participating in

the present study expressed a desire to further de-

velop a patient perspective. A TM, however, does

not always present a straightforward opportunity.

TMs may fail to achieve this particular objective,

which is to create the conditions required for patient

participation and to promote such participation.

Nurses often find themselves in situations where

they must argue for the patient and against attitudes

embedded in the current structure.

The present study shows that nurses can have

a core role to play in patients’ ability to get involved

in care provision. The nurses describe situations in
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which they can choose between supporting and

hindering participation. Making such a choice in-

volves taking a risk, and nurses need to be coura-

geous in order to facilitate patients’ participation.

As suggested by Thorup, Rundqvist, Roberts, and

Delmar (2012), courage is about taking a stand for

the patient and acting in accordance with ethical

values even in situations where there is a risk of being

abandoned by colleagues. The results presented in

this article contain descriptions of courage, acted out

in situations where nurses found themselves alone,

arguing for their patients and challenging conflicting

attitudes about patient participation.

Nurses also described situations in which the

nurse chooses to stand back and not give the pa-

tient the opportunity to participate. In some circum-

stances, nurses may thus fail to support a patient

during a TM. Patients expect nurses to stand up for

them, and they develop feelings of mistrust when a

nurse fails to meet this expectation (Andersson et al.,

2011; Larsson, Sahlsten, Segesten, & Plos, 2011;

Lindberg et al., 2013). Conflicts among the health-

care team as well as stress arising from time pressure

and workplace attitudes have been described as fac-

tors that reduce nurses’ ability to support their

patients (Huntington et al., 2011; Lindberg, Persson,

& Bondas, 2012).

The nurses’ descriptions include examples of how

they try to create a secure atmosphere for the patient,

and examples in which the vulnerability and exposure

of the patient have remained. It has been found that a

feeling of security, expressed by the older patients as

‘‘feeling at home,’’ is important for the outcome of

their participation in a TM (Lindberg et al., 2013).

However, Andersson, Hallberg, and Edberg (2008)

show how a feeling of ‘‘not being at home’’ during

a hospital stay can lead to feelings of loneliness and

reduced well-being among older patients. According

to the authors, these feelings are connected to

the experience of being left out. The nurses’ descrip-

tions in the present study contained glimpses of the

patients’ longing and desire to tell their own story.

Patients sometimes expressed a desire for security

and comfort through these personal histories, only to

be offered a practical (often temporary) solution.

Illness causes a disruption in life and threatens to

alienate the lifeworld. Svenaeus (2011) expands

Heidegger’s concept of ‘‘homelessness’’ (‘‘unheim-

lichkeit’’) (Heidegger, 1962) and describes how ill-

ness creates cracks in life, allowing the past and

present to appear in a sense of alienation or home-

lessness. One way of making sense of this alienation

and creating meaning is for people to be able to

recount their personal histories. Dahlberg et al.

(2009) show how stories can support well-being,

and, as described by Lindberg et al. (2013), the

opportunity to tell one’s story during the TM is of

vital importance in the process of creating meaning in

an alien environment. A TM that is a place where

stories can be told has a deeper meaning than a TM in

which professionals talk about patients. It is thus

possible for a TM to become an integral part of care

provision where participation is created in the rela-

tionships, based on the patient’s story.

Entering a room in which a TM is taking place

may make a patient feel vulnerable. The nurses’ des-

criptions include examples of how they have suc-

ceeded in creating a secure atmosphere for the

patient, and examples in which the vulnerability

and exposure of the patient have remained. Svenaeus

(2011) believes that it is the responsibility of profes-

sionals to understand the unhomelike feeling of

‘‘being-in-the-world’’ and to support the patient, so

that he or she can regain a feeling of ‘‘homelikeness.’’

A TM is not limited in time and space, and a nurse

who acknowledges this can guide a patient in this

situation. A nurse who prepares a patient for a TM is

inviting the patient to find a role (and occupy space)

in the room, while following up the patient after the

TM can create the conditions required for a feeling

of homelikeness.

Methodological considerations

The TM can be understood as an institutional

conversation, in which inherent traditional struc-

tures are more or less visible. The TM can also be

interpreted as an intersubjective meeting in which

humans come together and create a unique situa-

tion. In this study, intersubjectivity as described by

Husserl (1929/1977) andMerleau-Ponty (1945/2011)

creates a foundation for the nurses’ description of

patient participation in the TM. Through their

stories, the nurses contribute to an extra dimension

and a deeper understanding of how organizational

and hierarchical structures as well as individual

choices made by the nurse can affect the patients’

possibility for participating.

All nurses included in this study, except one, had

experienced patient participation in a TM. The

nurse without such experience had invited a patient

to participate, but rapid deterioration of the latter’s

health had prevented participation. The interview

with this nurse, however, contained material relevant

to the phenomenon of interest, and the interview

was included in the analysis. To include this in-

terview was also a way of being open towards the

phenomenon. As the results indicate, the TM is not

limited in time or space, the efforts made by the

nurse to invite the patient and her decision not to

bring the patient to the TM is therefore of impor-

tance for the phenomenon.
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patient participation in the TM. One nurse describes

how she and the nurse assistant had prepared a

number of patients for participation in the TM, but

when the physician arrived, he or she did not want

the patients to participate. Even if there was a joint

decision in the professional group to invite patients,

this was not realized in the current situation, mean-

ing that the commitment to allow participation for

the patients was broken, which was also recognized

by the patients, as one of them later asked the nurse,

‘‘Wasn’t I supposed to attend some meeting?’’.

Patient participation can be affected by choices

made by the professionals. In some situations (as,

e.g., in the situation above), the patient can be re-

jected; in other situations, where a patient perspective

is more evidently adopted, the interests of the patient

are protected. A nurse describes how she stood by her

invitation, but was then forced to accept the displea-

sure when the TM went on too long: ‘‘I felt the

doctors were irritated that day . . . it was probably

directed to me as a nurse.’’ Even in the face of time

pressure and irritation on the part of other profes-

sionals, the nurse described the patient’s participation

as valuable.

Creating space for the whole human being

According to the nurses, patients’ vulnerability and

the existential dimensions of the caring relationship

are brought to the fore in many cases: ‘‘she was

talking a lot about her family . . . that the children

didn’t have time any longer and that she was sad.’’

Patients need to talk about how they experience their

life. Just as the TM can be present in care provision,

care provision can also be present during the TM.

maybe it’s part of what they want support in . . . so
when they enter into a context where there are a

lot of people listening to just them, well, maybe

they take the chance to talk for a while. But then at

least this has been achieved!

The patients are, according to the nurses, affected

by an organization under pressure from time con-

straints. The patients need to be listened to, and

they also need opportunities to tell their personal

histories which require that the nurse sets aside

the demands for efficiency placed on her. Instead

of being listened to, the nurses describe how the

patients are caught up in a situation where the

professionals set the agenda for what can be spoken

of during the TM: ‘‘Now as soon as we’ve seen what

we need to see, then it feels like time is running

out and we have to move on to the other patients.’’

Nurses describe how a mood of frustration is gen-

erated in the room when a patient tells a long story.

For example, professionals may look at their watches,

browse through folders, or talk to each other. Some-

times, the patients are interrupted, not allowed to

finish what they want to say: ‘‘the doctor, well, as

I said he cut her off.’’ A nurse who realizes that a

sense of frustration has begun to emerge due to time

pressure does not always work to create space for

the patient to participate, ‘‘to interrupt, maybe cut in

on the doctor. . . . It’s just not done!’’ The nurses

describe how their focus in these situations is moved

from the patient towards a focus on trying to main-

tain the framework of the TM. In this situation, it is

difficult for the nurses to be able to relax in the

present encounter, and allow the patient to make his

or her voice heard.

Patient participation in the TM is in many ways

a challenge for the patient. Vulnerability due to

disease and an ageing body affects the possibilities

for dealing with participating. In some situations,

the nurses describe the challenges as exceptional;

this occurs, for example, when the patient has a

diagnosis of dementia. The relationship between the

professionals and the patient becomes important

again, and the nurse describes how she can choose

not to invite these patients to the TM, or she

can choose to invite the patient and, based on the

patient’s unique situation, try to create opportunities

for participation: ‘‘But I think you should give the

person a chance unless you think it will be too

confusing for the patient.’’

Discussion

The present study addresses several challenges posed

by increased patient participation, especially in the

context of older people. This has also been described

in earlier studies. For example, older patients in

need of hospital care may experience that informa-

tion is withheld from them and that their concerns

are not taken into account (Aasen, Kvangarsnes, &

Heggen, 2012), while other studies have revealed how

older patients may perceive that the healthcare ser-

vice staff have power over them (Ekdahl, Andersson,

& Friedrichsen, 2010). The nurses participating in

the present study expressed a desire to further de-

velop a patient perspective. A TM, however, does

not always present a straightforward opportunity.

TMs may fail to achieve this particular objective,

which is to create the conditions required for patient

participation and to promote such participation.

Nurses often find themselves in situations where

they must argue for the patient and against attitudes

embedded in the current structure.

The present study shows that nurses can have

a core role to play in patients’ ability to get involved

in care provision. The nurses describe situations in
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We have tried to perform the study by using a

‘‘bridled’’ approach and focusing on the phenom-

enon. Reflections and discussions in the research

group, as well as in seminars, have been one way

to ensure the validity of the results. The decision to

invite the patient to participate in the TM was

conducted on one single hospital ward, which can

limit the transferability of the results. However, the

fact that development of the TM was carried out

based on practical experiences may ensure relevance

to clinical practice. Although the context of the study

is a hospital ward for people �75 years of age, the

results indicate traces of characteristics that can

be universal for humans regardless of age. Further

studies are needed that can elucidate different per-

spectives on older as well as younger patients’ par-

ticipation in TMs or ward rounds. These studies

can, for example, be interventional in nature and

take into consideration the complexity of the concept

of ‘‘participation’’ as well as include the voice of the

patient.

Conclusions

Inviting an older patient to a TM brings the question

of participation to the fore. The choices made by

the nurse affect both the patient and the nurse. The

patients and nurses are intertwined in the caring

relationship, where the nurse is responsible for the

care and the patient is affected by the nurse’s ability

to support him or her. When the patient was invited,

the nurse was able to create conditions for participa-

tion, or she could simply choose to let the patient be

present. Reflecting on the outcomes of choices made

and learning from past situations can be two fruitful

ways of strengthening and further developing the

patient perspective.

The present results show how important it is that

nurses ‘‘take heart’’ and explicitly clarify the value of

a patient perspective. The nurses describe how the

patients need them, not as a silent shadow hiding

behind other professionals but as a brave guide who

acknowledges patient’s own value and skills, and

dares to walk unknown paths alongside the patient.

Adopting a patient perspective is a common respon-

sibility for all professionals involved in patient care,

and the guiding function, which is in accordance

with a caring science perspective, could then apply

to all professionals involved in a TM.
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We have tried to perform the study by using a

‘‘bridled’’ approach and focusing on the phenom-

enon. Reflections and discussions in the research

group, as well as in seminars, have been one way

to ensure the validity of the results. The decision to

invite the patient to participate in the TM was

conducted on one single hospital ward, which can

limit the transferability of the results. However, the

fact that development of the TM was carried out

based on practical experiences may ensure relevance

to clinical practice. Although the context of the study

is a hospital ward for people �75 years of age, the

results indicate traces of characteristics that can

be universal for humans regardless of age. Further

studies are needed that can elucidate different per-

spectives on older as well as younger patients’ par-

ticipation in TMs or ward rounds. These studies

can, for example, be interventional in nature and

take into consideration the complexity of the concept

of ‘‘participation’’ as well as include the voice of the

patient.

Conclusions

Inviting an older patient to a TM brings the question

of participation to the fore. The choices made by

the nurse affect both the patient and the nurse. The

patients and nurses are intertwined in the caring

relationship, where the nurse is responsible for the

care and the patient is affected by the nurse’s ability

to support him or her. When the patient was invited,

the nurse was able to create conditions for participa-

tion, or she could simply choose to let the patient be

present. Reflecting on the outcomes of choices made

and learning from past situations can be two fruitful

ways of strengthening and further developing the

patient perspective.

The present results show how important it is that

nurses ‘‘take heart’’ and explicitly clarify the value of

a patient perspective. The nurses describe how the

patients need them, not as a silent shadow hiding

behind other professionals but as a brave guide who

acknowledges patient’s own value and skills, and

dares to walk unknown paths alongside the patient.

Adopting a patient perspective is a common respon-

sibility for all professionals involved in patient care,

and the guiding function, which is in accordance

with a caring science perspective, could then apply

to all professionals involved in a TM.
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Interpersonal relations in the context of a team meeting – in the light 
of the work of Heidegger and Merleau-Ponty’s philosophy 
 

Abstract 

The aim of the present study is to gain understanding of the interpersonal dimensions when an older 

patient is present at a team meeting. The theoretical foundation of the study is grounded in caring 

science and lifeworld phenomenology.  

Essences from two empirical studies were brought together in a general structure, and this was 

further explicated by philosophical examination in the light of the work of Heidegger and Merleau-

Ponty’s philosophy. The empirical studies were performed in a hospital ward for older people, where 

the traditional rounds had been replaced by a team meeting, to which the patients were invited.  

The analysis of the general structure and philosophical examination followed the principles of 

reflective lifeworld research. The philosophical examination is presented in four meaning structures: 

mood as a force in existence; to exist in a world with others; loneliness in the presence of others; and 

the lived body as extending. 

In conclusion: The professionals need a readiness to consider existential issues expressed by the 

patients. As existence expands outside the situation the team meeting must be seen in a larger 

context including the patients’ life as a whole as well as the ontological and epistemological 

foundations on which healthcare is based. 

 

Keywords: Care, Frail Elderly, Heidegger, Merleau-Ponty, Qualitative Research 
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Fifteen patients (three men and twelve women, aged 75 to 95), who had participated in a 

team meeting, were interviewed in the first study. The aim was to describe the caring, as 

experienced by the older patients in a ward for older persons, with a specific focus on the team 

meeting (Author, YYYY, 2013a). Nine nurses, who had experienced team meetings in which patients 

participated, were interviewed in the second study. The aim of the study was to highlight the nurses’ 

experiences of older patients’ participation in team meetings (Author, YYYY, 2013b). The results from 

these studies raised new questions related to interpersonal relationships and existential dimensions 

when a patient is present at a team meeting. 

 

Theoretical foundation 

In the present study a phenomenological lifeworld perspective creates the foundation for caring 

science as well as for the research approach. The study is conducted on the basis of reflective 

lifeworld research (RLR), as described by Dahlberg, Dahlberg and Nyström (2008). RLR is based on the 

phenomenological philosophies of Husserl (1970/1936; 1977/1929) and Merleau-Ponty (1968/1964; 

2011/1945). The goal of RLR is to describe the lived experiences of human beings of a phenomenon 

in order to achieve a greater understanding of the phenomenon. In the present study, this translates 

to the presence of older patients’ at a team meeting in a ward for older patients. 

In a caring science context the lifeworld perspective has been shown as constituting a 

possibility for developing a holistic care. A caring science based on a lifeworld perspective takes into 

account humans as a whole, while simultaneously affirming the ambiguity of existence (Dahlberg et 

al., 2009). Human beings exist side by side with other humans and in a lifeworld perspective this 

relational aspect has been described by Merleau-Ponty (2011/1945) as intersubjectivity. In the 

encounter between health care professionals and patients, intersubjectivity can be a powerful source 

in the search for health, but there is always a risk that the intersubjective dimensions can cause 

harm. People can, for example, feel violated and neglected, when their needs are ignored (Todres, 

Galvin & Dahlberg, 2007). Caring demands responsiveness to the lifeworld of the other, which for 
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The phenomenon of the present study is the older patients’ presence at a team meeting in a ward for 

older patients. The intention of the study is to gain a greater understanding of the findings from two 

empirical studies (Author, YYYY et al., 2013a; Author, YYYY et al., 2013b). These indicated the need 

for further examination of the interpersonal relationships when an older patient is present at a team 

meeting. The present study has been conducted by creating a general structure and philosophically 

examining it in the light of Heidegger and Merleau-Ponty’s philosophies. The empirical, as well as 

theoretical foundations are presented below and a further clarification of the study is presented in 

figure I.  

 

Empirical foundation 

The empirical studies that form the basis of the present text were carried out in a ward for people > 

75 years of age. The ward had fifteen beds, all patients came from their own homes, and the planned 

hospitalization was not to exceed three days. The patients who were treated in the department had, 

however, several medical diagnoses, and fatigue and anxiety were also common. Ultimately, most of 

the patients had a great need for care.  

Patient participation is perceived as a right in many Western societies (Eldh, Ekman & 

Ehnfors, 2006) and the ward round is a core situation in hospital care, where crucial decisions about 

the care are discussed. Research, however, indicates that the patients’ roles in ward rounds are 

limited (Manias & Street, 2001; Molony, Horgan &Graham, 2013; Sweet & Wilson, 2011; Swenne & 

Skytt, 2013; Weber, Stöckli, Nübling &Langewitz, 2007) and for example  questions relating to 

existential issues are often left unrecognized (Sweet & Wilson, 2011). In order to increase the 

patient’s involvement in their care, health care professionals initiated a project in which the older 

patient was invited to participate in a team meeting. The team meeting was a way to develop the 

traditional ward rounds, and was held every weekday in the form of a “seated meeting”. Two 

lifeworld phenomenological studies were conducted in order to gain an understanding of how the 

patient's perspective was influenced by these changes. 
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Method 

The present study was conducted in two steps. First the essences from the empirical studies were 

analysed, which resulted in the general structure. Secondly a philosophical examination of the 

general structure was conducted in order to further examine the understanding of the phenomenon.  

The creation of a general structure has previously been described by Dahlberg et al. (2008) 

and Hörberg (2008). A general structure means that the essence of two (or more) results are 

integrated in a new analysis and can be seen as a synthesis and abstraction of the results of the 

included studies. The analysis included a movement between the whole and the parts. The aim is, 

based on the new phenomenon, to create a new whole through a synthesis of the essences. This 

comes about when patterns of meaning from the two empirical studies meet, and are understood in 

relation to each other. The analysis process began with several readings of these essences, which 

were well-known to the authors, however, and then they merged together to create a new 

foundation. Guided by the research questions, further development of the understanding of what 

constituted a patient’s presence at a team meeting was possible. Examples of new research 

questions were: How does the presence of older patients at the team meeting manifest itself when 

the essences are understood in relation to each other? How can the patient’s presence at the team 

meeting be understood at a deeper level? What does the patient’s presence mean for the aspects of 

interpersonal relations during the team meeting? 

As described by Dahlberg et al. (2008), the general structure is to achieve a high level of 

abstraction. Insofar as it has been possible, this has been sought in the writing of the general 

structure. However, as the general structure is based on the synthesis of two perspectives (the 

patient and the nurse), there has, in some cases, been a need to clarify who the subject is, something 

that may diverge what is common practice in abstract description (essences) in RLR. Based on the 

variation between the parts and whole, and with support from the phenomenon and research 

questions, a general structure was formulated.  
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example means to listen, to touch and be touched without avoiding the ambiguity of existence 

(Dahlberg, Todres & Galvin, 2009). 

As previously described, the context for the study is the team meeting. The aim of these 

meetings varies, but the common denominator is that they constitute an arena for meetings and 

discussions about care. According to earlier research, an encounter with the intention to be caring 

must be based on mutuality (Gustafsson, Snellman & Gustafsson, 2012; Holopainen, Kasén & 

Nyström, 2012) and the carers need to have courage and strength to stand by the patient’s side in 

moments of suffering (Snellman, Gustafsson & Gustafsson, 2012; Holopainen et al., 2012). At the 

same time, there is a need to balance the caring so that it does not become too overprotective or 

sensitive (Delmar, 2012). To encounter entails being in a space of where humans are not separated 

from each other and are in a mutual existence (Holopainen et al., 2012). The nurse – patient 

interaction can also be a resource for hope (Haugan, Moksnes & Espnes, 2013), while increased 

suffering for the patient can be the outcome when dimensions in relation to existence are ignored or 

not met (Lindholm & Eriksson, 1993; Arman, Rehnsfeldt, Lindholm, Hamrin & Eriksson, 2004). 

In summary, caring science and lifeworld phenomenology contribute to highlighting the 

needs for the development of understanding of existential and interpersonal dimensions of caring 

encounters. This together with research and the results from our empirical studies (Author, YYYY, 

2013a; Author, YYYY, 2013b) raised new questions and called for further examination of experiences 

in relation to the presence of older patients at a team meeting. As the context of the studies are 

related to a ward for older people, the existential dimensions as well as the interpersonal 

relationships are seen against a background of increased vulnerability of human beings as time 

passes by. The aim of the present study is thus, to gain a greater understanding of the interpersonal 

dimensions when an older patient is present at a team meeting.  
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emerged resulting in four “meaning structures” (in the absence of methodological literature in the 

field, the term “meaning structure” was chosen to highlight both the intention of a search for 

meaning as well as the need for a structure of the presentation). 

As with any analysis with a RLR approach, openness, adherence and bridling of the 

understanding permeated the analysis of the general structure as well as the philosophical 

examination (Dahlberg et al., 2008). On the one hand, there is a risk that the openness, adherence 

and bridling is influenced due to the fact that the material is well known from the past; but on the 

other hand, there is also the need to further the understanding of the previous studies that form the 

bases to move forward with the material. Openness does not mean putting aside the earlier studies, 

but rather, developing these from a somewhat new phenomenon by letting the essences from the 

empirical studies merge together into a new whole. Adherence is located in the nature of the present 

study, as it has emerged from the need to gain a greater understanding of the earlier studies. Bridling 

is of central importance, and as Dahlberg et al. (2008) describes, bridling does not mean putting aside 

all preconceptions, instead, it is important that the research is carried out in such a way that the 

phenomenon is given justice and can emerge. Reflection on the meaning of that which shows itself is 

of importance, and reflections in the supervisory group and seminars have been supportive in this 

process. 

 

Result 

The results will be presented, beginning with the general structure, followed by the philosophical 

examination, which is presented in four meaning structures: mood as a force in existence; to exist in 

a world with others; loneliness in the presence of others; and the lived body as extending. 

 

General structure 

The situation in which the team meeting occurs is characterized by an imbalance between the 

participants. In this imbalance, it is obvious who is in possession of the power and who is 
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In order to gain a greater understanding of the phenomenon, a philosophical examination of 

the general structure was carried out. Philosophical texts by Heidegger (1962/1927) and Merleau-

Ponty (1968/1964; 2011/1945) were used to further the understanding of the current phenomenon. 

Heidegger contributes, through his texts, to a greater understanding of the existence, in which man is 

"thrown" into a world with other humans, and where human vulnerability in a finite (temporal) 

existence is ever present. In this, to a large extent unpredictable, existence, Heidegger also means 

that the future holds opportunities. Merleau-Ponty contributes to the understanding of 

intersubjectivity in the interpersonal encounter and furthers our understanding of the body's central 

place in existence. Heidegger and Merleau-Ponty’s texts are written in a different time and context 

than those of a team meeting in a ward in Sweden today. Nevertheless, there is a valuable insight 

into the existential message of the texts, which can provide a greater understanding of the 

complexity of human beings and interpersonal relationships. The intention has been to read and 

apply the philosophical texts with great humbleness, and in such a way as to give strength to and 

further the understanding of the empirical data, rather than interpreting and analysing the texts 

from a philosophical perspective.  

The philosophical examination was carried out in such a way that selected parts from the 

general structure were problematized against parts of the philosophical texts. The encounter 

between the general structure and the philosophical texts generates a dynamic process, which must 

be open and reflected upon as long as possible. In accordance with RLR (Dahlberg et al., 2008), the 

general structure and the philosophical texts, alternately, have appeared as a figure and background. 

For example, by placing the general structure as a figure against a background of the philosophical 

texts, the importance of gaining a greater understanding of the imbalance in the situation emerged. 

By placing the philosophical texts as the figure and the general structure as the background, the 

search could be directed to more specific parts. For example, the reading of Merleau-Ponty 

(1968/1964; 2011/1945) contributed to an in-depth understanding of how intersubjectivity becomes 

relevant when the older patient attends a team meeting. In this process, a new understanding has 
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For example, by placing the general structure as a figure against a background of the philosophical 

texts, the importance of gaining a greater understanding of the imbalance in the situation emerged. 

By placing the philosophical texts as the figure and the general structure as the background, the 

search could be directed to more specific parts. For example, the reading of Merleau-Ponty 

(1968/1964; 2011/1945) contributed to an in-depth understanding of how intersubjectivity becomes 

relevant when the older patient attends a team meeting. In this process, a new understanding has 
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Philosophical  examination 

Mood as a force in existence  

In a strict organizational sense, the team meeting is an opportunity for planning the care and for 

planning the patient’s discharge from the hospital. The general structure, however, indicates that 

this description is not sufficient; the team meeting is something more, something deeper, and 

something that touches and sometimes shakes up those who participate. Moods, emotions and 

relationships seem to take great presence in the interactions between the participants. Heidegger 

(1962/1927) describes that in life we are always together with others, but we are not only with 

others. Heidegger also goes a step further, suggesting “Thus as Being-with, Dasein “is” essentially for 

the sake of Others” (p. 160), which could be understood as “the self” is created in the company of 

others. As we shall see in the following text, the team meeting is an opportunity where people can 

acknowledge and support each other, but it is also a situation where people can walk past each 

other, objectify and omit. The meeting between the various actors (professionals and patients) is a 

movement between security and disorientation. The patient’s presence in the room is unfamiliar for 

all participants, and adds an extra dimension of immediacy (by way of, for example, emotions) that 

requires attention in order to meet and receive. For the patient, the team meeting can be an 

emotional situation, discussions about home situations and illness confront the patient with their 

own vulnerability, and tears cannot always be held back. When everyday life no longer works and the 

need to accept help from others occurs, this is no longer only an issue demanding practical solutions. 

To go from independence to dependence may mean something more dramatic, and also arouse 

feelings of shame.  

Heidegger has, in his philosophy, problematized the concept of mood. In Heidegger’s 

philosophy, mood is something that is always present; man is “tuned” in its existence. Unlike 

emotions, which are more related to events and thoughts, the mood is already present, and 

Heidegger (1962/1927, p. 176) writes: “A mood assails us. It comes neither from “outside” nor from 

“inside”, but arises out of Being-in-the-world, as a way of such Being”. The persons involved in the 
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subordinate. Attendance at the team meeting is taken for granted by the professionals, while an 

invitation is needed for the patient; accepting the invitation means stepping into the unknown. 

Vulnerability and a sense of being lost, already present in their existence (as a result of dependence, 

ageing and disease), is thus likely to be reinforced. The vulnerability is balanced against the possibility 

of being part of the care and being part of a unit.  

The atmosphere in the room is affected by the presence of the unknown (the patient!). 

Emotions and expectations affect the atmosphere and disturb an otherwise secure structure. The 

presence of the patient can enable a mutual commitment and a meeting that is experienced as 

meaningful, but the situation can also be characterized by a feeling of disorientation among the 

participants.  

A prerequisite for participation is a common expression, in which the dialogue as well as the 

interpersonal relationships are essential. The absence of a common expression leads to a growing 

distance between the participants, and the tension can fall like a “curtain”, covering the situation. 

Paradoxically, participation and invitation can turn into loneliness and give rise to feelings of 

abandonment, and feelings of being neglected and invisible can also occur. Going beyond familiar 

borders, as well as working to create conditions for participation for everyone present, involves the 

risk of being excluded from the unity.  

The time is essential in relation to the patient’s presence at the team meeting. The team 

meeting is not limited to “clock time” or to the place as a room. The team meeting is, instead, 

expanded and interwoven in the care and in life as a whole. The participants are expected to appear 

and remain in the room during the given period of time. It takes courage and strength to observe the 

time as lived, since it will challenge the known structure as well as claim the clock time. A caring that 

is experienced as meaningful can be created in the present moment, but may as well be created over 

a prolonged period of time. The essential is to acknowledge the whole human being, listen and take 

care of his/her life history and, based on this, co-create a viable path into the future.  
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To exist in a world with others:  

At the team meeting, the encounter between the participants requires some form of understanding 

of the other’s situation. The question is how an understanding of other humans can be developed. 

Through our shared experience of being humans, we can develop the ability to empathize with each 

other’s vulnerability. Further development of this understanding can be obtained through the texts 

of Merleau-Ponty (2011/1945), who describes intersubjectivity as the possibility to approach the 

other’s experience. We are different from each other in the same way in which we belong together. 

Through our own experiences as thinking, feeling and acting humans, we can develop the idea that 

other humans are thinking and feeling, and that their actions have a purpose and an objective. We 

can experience that another human feels happiness, grief or anger, but we cannot feel how this 

feeling is experienced by another. We can share experiences with other humans, but we do not 

experience in the same way. A possibility for developing caring can be found in the tension between 

our inkling of the others emotions and the others concrete experiences.  

Intersubjectivity is not just about how a lived body understands another lived body. In the 

space between two lived bodies something more, something in common, is created. Merleau-Ponty 

(1968/1964) has illustrated this by describing our experience of colours. Our perception of colour is 

something very personal, but when the experience is shared, it can develop into something common.  

When we look together at, for example, a landscape and then share our experience of the colours 

that appear before us, Merleau-Ponty describes how what one person sees merges into the other, 

and in this way:  

...what I see passes into him, this individual green of the meadow under my eyes invades his vision 

without quitting my own, I recognize in my green his green…There is here no problem of the alter 

ego because it is not I who sees, not he who sees, because an anonymous visibility inhabits both of 

us… (ibid., p. 142) 

 

 
 

10 
 

team are in a certain mood when entering the situation and simultaneously the current situation also 

creates a mood. The mood is, in Heidegger’s philosophy, connected to our “throwness” in existence. 

We have not chosen the location and time of our birth (throwness into the world), and through life 

we are inevitably moving toward our finitude. In the patients’ descriptions, the mood is present as a 

force in existence that both drains and strengthens the will to live. In dark moments, loneliness, 

vulnerability and the finitude of life paralyze, and in other moments, joy and gratitude create 

happiness and a will to live. The mood contributes to a closeness of emotions and in the often formal 

structure of the team meeting, this proximity to emotions contributes to both a sense of loss over 

how to handle the emotions, as well as to a feeling of warmth and thoughtfulness in the situation. 

When entering the situation, the professionals also have a mood, but while the patient’s 

mood is linked with their life situation, the professional describes their mood in relation to their 

professional mission. There is a longing to perform well and a serious longing for confirmation. The 

confirmation may be about being recognized by colleagues, but there is also a longing for a feeling 

within oneself related to having done a valuable job for the patient. The constant lack of time and 

the fragmentation of the profession often lead to a mood characterized by inadequacy. In this mix of 

moods, in which the participants find themselves during the team meeting, rational, sometimes life-

changing decisions are expected to be made in an often very limited period of time.   

The mood can thus be said to influence the caring encounter. The patients sense the 

professionals stress, and can in some situations, choose to avoid asking for help and support in an 

effort to protect the personnel from further pressure. In turn, the professionals can choose to 

acknowledge and confirm the mood of the patient, and thus create a caring encounter, or they can 

choose to neglect moods expressed by the patients, and thus contributing to an encounter at worst 

described as non- caring.  
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Loneliness in the presence of others: 

During the team meeting, situations arise in which the participants’ vulnerability becomes obvious. 

Through interest and curiosity for the other, possible tensions can be overcome, but by maintaining 

locked positions and by a lack of knowledge, the professionals may also give themselves a mandate 

to an interpretative privilege of the others’ experiences. Whether the patient becomes an object or 

subject in the current situation is mainly determined by the professional’s attitude and ability to 

reflect on what it is like for the patient to be in this situation. This is exemplified in a situation when a 

patient is brought to the team meeting, despite the fact that she is very ill and confused. The patient 

becomes exposed by the professionals’ gazes, who rapidly lose interest in the confused and dazed 

woman, and instead began to talk among themselves, discussing her care in an objectifying way.  

It is revealed in the general structure how the asymmetrical power structure of the team 

meeting is likely to reinforce the patient’s vulnerability and sense of homelessness and loneliness. It 

also reveals how important the professionals’ attitudes are. By providing support and confirming the 

patient, the team meeting can become a place for care, but when uncertainty about the purpose of 

the patient’s presence in the room takes over, the meeting may become “non-caring”. The “Being-

with” described above, when the patient is brought to the team meeting despite her vulnerability, is 

a “Being-with” in which the patient is excluded and where the focus is on the professionals’ objective 

assessment of the patient. The opportunity offered by intersubjectivity to imagine the other’s 

experience (and in the current situation the patient’s vulnerability) is not present in the described 

situation. The patient is present in the room, but excluded and homeless as a subject.  

The situation described above exemplifies loneliness. Heidegger (1962/1927, p. 157) argues 

that loneliness is a form of “Being-with”; “The Other can be missing only in and for a Being-with”. The 

ambiguity of existence emerges in the variations of loneliness and “Being-with” in which humans find 

themselves in. As humans, we are, at the same time, completely alone and in constant relation to 

others. Ageing and disease restrict access to other humans and to the possibility of relationships. 

Loneliness becomes more present in life, and this presence can be accepted or challenged. 
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The patient’s presence at the team meeting opens up the possibility of a shared vision, in 

which the professional knowledge and the patient’s lived experience can, to use Merleau-Ponty’s 

words, invade each other. During the team meeting, there is the need for a variety of perspectives on 

how best to provide support to the patient. The different perspectives contribute to create, as much 

as possible, a picture of the patient’s whole situation, and these different perspectives can contribute 

to co-create understanding. 

Humans can thus not be seen as distinct entities, separated from other entities without 

influence on each other. Instead, Merleau-Ponty describes humans as extending towards the world, 

and in this way, in a broader sense, becoming an intertwined part of the world. In extending towards 

the world, humans affect and are affected by other humans. Those who participate in the team 

meeting are not just individuals, separated from one another and “placed” in the room for a specific 

mission. There is also something more between the humans in the room, something created by and 

arising out of the unique encounter. Maybe one of the patients puts this “something” into words 

when he described that he felt “enveloped” by the situation. For this patient to feel enveloped was 

an expression of security and affirmation, and the patient dared to surrender to, not only the other 

persons in the room, but also to the situation, which was created in the room. To feel enveloped can 

then be seen as something that opens up, towards events and relationships. But enveloping can also 

be understood as something that comes too close in a way that it almost becomes suffocating, 

threatening the integrity; some situations require distances to be endured. An example of such a 

situation is when vulnerability is too clearly exposed, without sensitivity for the patient’s reactions, 

or when practical solutions are presented without giving the patient the possibility to reflect. Unless 

the patient has time and opportunity to be involved in the situation, which in all kindness is meant to 

support and help, can easily be transformed into a force that reinforces the patient´s vulnerability. 
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through past experiences of caring and non-caring encounters. Events during previous care episodes 

persist and create insecurity and unease in the here and now situations.  

One woman describes how she, after a previous care episode, received a letter. The message 

in the letter was that she was considered as being diagnosed with dementia. The woman describes 

how shocked and upset she became when receiving the letter; nobody had told her about the 

diagnosis during her stay in the hospital. Now that she is invited to participate in the team meeting, 

the thoughts of the previous situation came back to her and she describes how she prepared to 

“defend” herself if the same “accusation” came up again.   

Merleau-Ponty describes how the lived body is extending towards the world and creates 

conditions for interpersonal dimensions.  

Now, it is precisely my body that perceives the other’s body and finds there something of a 

miraculous extension of its own intensions, a familiar manner of handling the world… But this foreign 

life, like my own life with which it communicates, is an open life. It is not reducible to a certain 

number of biological or sensory functions… (Merleau-Ponty 2011/1945, p. 370) 

  

The extension of the lived body makes a connectedness with other humans possible and 

makes it possible to influence other humans. Positive as well as negative relationships between 

humans are possible through the fact that humans’ worlds are shared and cohesive. The patient, who 

in the previous description received information about a diagnosis of dementia, describes that she 

felt annihilated and violated when receiving the letter. The letter’s message of dementia reduced the 

woman to mere biology. When being invited to the team meeting, not just the feeling of being 

annihilated is brought back to her, she also brings the feeling with her into the situation, mobilizes 

strength to meet it if it occurs again, and she is getting prepared to “defend herself”. The previous 

situation and the feelings it gave rise to stretches out and infiltrates the new situation which the 

woman is about to enter. What happens here and now persists in humans and will be present as 
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Regardless of how loneliness is met, it may challenge the wellbeing, and must be examined when 

health and wellbeing are discussed. During the team meetings, the patients approach issues in 

relation to loneliness and how it affects well-being. When the patients related to existential issues 

(for example, loneliness) the premise of the team meeting are put to the fore. If the approach to the 

team meeting is that it is an opportunity for action and problem solving, a tablet against anxiety may 

be the solution to the loneliness, but as mentioned earlier, the situation per se can offer an 

opportunity. To be seen, acknowledged and listened to in the moment, is important and can 

contribute to confidence and strength.  

The imbalance described between the actors of the team meeting suggests that the nurse in 

various situations can be left alone in the caring. Loneliness occurs for the nurses, mainly in situations 

when they have the courage to go beyond established limits, and when they take up the fight for the 

patients against their colleagues. The patient’s presence at the team meeting creates tension in the 

professional group. By keeping to a safe structure and not challenging old habits, contradictions in 

the professional group are avoided. In loneliness and perhaps also in fear of loneliness, a sense of 

being lost arises in the situation. The worthy idea concerning the patients’ participation and presence 

at the team meeting is challenged by the fear of being abandoned, which is present among both 

nurses and patients. There is something paradoxical that we are created in relation to each other, 

but at the same time, it is in relation to each other that we experience loneliness. Loneliness in the 

described situations is not a peaceful self-imposed loneliness, but bears the touch of a loneliness that 

needs to be challenged and that requires courage and strength to endure.  

 

The lived body as extending: 

The lived body spreads out in various dimensions, such as in time, interpersonal relationships and 

space. The team meeting does not arise out of nothing and by itself it does not take place as in an 

isolated vacuum. The “Being-with” (between the professionals and the patient) is not only created in 

the here and now of the team meeting, but is established during current hospitalization as well as 
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Regardless of how loneliness is met, it may challenge the wellbeing, and must be examined when 
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when they have the courage to go beyond established limits, and when they take up the fight for the 
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but at the same time, it is in relation to each other that we experience loneliness. Loneliness in the 

described situations is not a peaceful self-imposed loneliness, but bears the touch of a loneliness that 

needs to be challenged and that requires courage and strength to endure.  

 

The lived body as extending: 

The lived body spreads out in various dimensions, such as in time, interpersonal relationships and 

space. The team meeting does not arise out of nothing and by itself it does not take place as in an 

isolated vacuum. The “Being-with” (between the professionals and the patient) is not only created in 

the here and now of the team meeting, but is established during current hospitalization as well as 
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a common language emerges as an aggravating circumstance. An institutional framework, formal 

roles and unfamiliarity in encountering existential issues contributes in various ways to the difficulty 

in finding a common language.  

Gestures can, as well as language, contribute to opportunities and increased vulnerability. 

Merleau-Ponty (2011/1945, p. 191) describes how other human gestures can be understood through 

an interaction between gestures and intentions: “Everything happens as if the other person´s 

intention inhabited my body, or as if my intentions inhabited his body” (Ibid., p. 191). The positions 

of the bodies in the room can signal both proximity and distance. And since the patients can have 

difficulties in both hearing and seeing, the position in the room can complicate the patient’s 

opportunity to participate in the conversation. One extreme is when the professionals position 

themselves facing a computer screen, with their backs to the patient, while the other extreme can be 

seen when the professionals embrace the patient. The patient’s situation and life story take hold of 

the carers, and they respond by a gentle touch or by putting an arm around the patient. The worlds 

of the carers and the patients are brought together by the physical as well as existential touch.  

 

Methodological considerations 

The attempt to use parts of Heidegger and Merleau-Ponty’s philosophy is conducted with great 

humbleness, and with awareness of the fact that their texts include many more aspects than can be 

included in this study. The intention has been to, based on limited parts of the aforementioned 

philosophers’ works, contribute to the development of an an extra dimension of the patient’s 

presence at the team meetings. There is always a risk when things are taken out of context, the 

fragmentation can easily lead to misunderstanding. To choose both Heidegger and Merleau-Ponty 

also represents a risk that could result in further fragmentation. The choice is motivated by the fact 

that they, in relation to the intersubjective aspects of the patient’s presence in the team meeting, 

can complement each other. The philosophy as well as the application of the philosophy in the 

 
 

16 
 

thoughts, feelings and, at worst, insecurity about how future situations will be perceived and 

understood.  

In addition to the temporal dimension of the lived body as extending, there is also a 

dimension that can be described as intersubjective. This dimension can be exemplified in how well-

being stretches out beyond the self and towards other significant people, animals or interests. When 

the own body is letting you down, well-being and a zest for life can emerge from meaningful 

relationships. Freedom and the opportunities of existence exist in the major and minor events of 

everyday life, where the driving force can be a longing for the family, a pet or the ability to be able to 

bring your own food from your own kitchen. Freedom and humans’ “existential potential-for-being” 

are linked to Heidegger’s description of humans’ “throwness” into existence; time and the spirit in 

which we live, as well as ageing and disease, mean a certain element of “throwness” into existence. 

We did not choose to be born into a certain time, and we did not choose to grow old or get ill. At the 

same time, according to Heidegger, “throwness” in some sense implies a future possibility. The 

opportunities are there, not in any pre-conceived plan, “on the contrary, any Dasein has, as Dasain 

already projected itself; and as long as it is, it is projecting” (Heidegger 1962/1927, p. 185). In this 

way, our lives include an ambiguity in which a non-voluntary temporality, including ageing and 

disease, is a part and, at the same time, the future as a possibility is there to seize. It is precisely 

because of our throwness that we have future possibilities. Part of the care can thus be that the carer 

in communion with the patient tries to catch sight of future possibilities in the situation.    

Thus, the lived body is extending into a temporal as well as intersubjective dimension. The 

lived body is also extending into a spatial dimension. In the space between human bodies, 

opportunities to encounter and co-create, as well as a risk of loneliness and increased vulnerability 

exist. According to Merleau-Ponty (2011/1945, p. 370) language constitutes a central medium 

through which we can share our own and others’ human experiences “In the experience of dialogue, 

a common ground is constituted between me and another; my thought and his form a single fabric” 

(Ibid., p. 411). The dialogue constitutes a possibility to coexist, but in the general structure the lack of 
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The development of the team meeting towards a more caring perspective should not be seen 

as an attempt to eliminate the medical discussions that are traditionally performed in these contexts. 

The development should, instead, be seen as an attempt to integrate and expand the perspective on 

the patients’ situation. The human is both biology and existence interwoven into a complex whole, 

and it is this whole that needs space in situations where humans are at their most vulnerable.  

In conclusion the present study supports and develops previous research focusing on the 

importance of relational aspects of caring. The lifeworld perspective, which has a common root for 

both caring science and a research approach, clarifies the need for a reflected patient perspective in 

caring encounters.   By considering the situation in which the team meeting occurs as an occasion for 

care creates possibilities for seeing the patient’s lifeworld and hopefully, professionals working in a 

clinical context can take advantage from the result in various ways.  For example; professionals need 

to be aware of the moods they bring in to the situation, they also need readiness to acknowledge 

moods expressed by the patient as well as readiness to touch existential issues. How the encounter is 

understood and interpreted will remain in the memory of the patient, for the professionals this 

involves a great responsibility, as the situation here and now will influence the patient in the future. 

Existence extends outside the room and the situation, which means that the team meeting must be 

seen in a larger context, including the patient's life as a whole as well as the ontological and 

epistemological foundations upon which healthcare is based. 

 

 
 

18 
 

context of “older patient’s presence at the team meeting” has been reflected and discussed in 

seminars and in the research group.  

The intention of the philosophical examination is not to provide solutions for how the team 

meeting shall be conducted in order to realize patient participation. There is no simple answer for 

how the patient’s presence at the team meeting improves care; instead, the philosophy shed light on 

further questions. However, maybe it is through the questions that the situation can evolve. 

Hopefully, this study can contribute to raise awareness of dimensions that would otherwise have 

been hard to recognize. The philosophical texts have contributed to a greater understanding of 

human relations, and contributed to put into words the existential dimensions of the team meeting.    

 

Concluding reflections 

This study highlights the importance of interpersonal relationships in a situation often characterized 

by formality and traditions. Although there is a framework with its integral aim for the team meeting, 

the situation is highly influenced by the people present, and the impact that humans have cannot be 

ignored. As humans, everyone attending brings with them moods, thoughts and feelings into the 

situation, and thus contributes to fill the intersubjective space. In this weave of interpersonal 

relationships, the patients need support in order to be able to find their space and regain wellbeing 

and self-dependence. For the situation to be caring and meaningful for the patient there needs to be 

convergence in terms of the purpose of the meeting, and an intention to consider the patient’s 

situation from a holistic perspective. When the patient’s unique need creates the foundation for the 

situation, the interpersonal relationships can also be understood as caring.  

As explained in the philosophical examination, the professional’s situation is demanding and 

complex. A longing for a genuine encounter with the patient is resisted by an organization under 

constant time pressure. In conclusion, both the patients and the professionals’ situations need to be 

considered on an existential level, as they both are at risk of loneliness as well as resignation: to be 

exposed to inauthentic care and to feel forced to deliver the latter affects humans, albeit differently.  
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Theoretical- and Research Foundation 

Caring Science from a lifeworld perspective & 

Reflective Lifeworld Research (RLR) 

Derived from  
Husserl (1970/1936; 1977/1929) and further developed by Merleau-

Ponty (1968/1964; 2011/1945). 

Empirical Studies  

A need to increase patient participation on a ward for patients >75 years 
of age 

Patients were invited to attend a team meeting 

Study I 

  Fifteen patients (three men and 
twelve women, aged 75 to 95) 
who had participated in a team 
meeting were interviewed 

  The aim of the study was to 
describe the caring, as 
experienced by the older patients 
in a ward for older persons, with a 
specific focus on the team 
meeting  

(YYYY, 2013a) 

 

Study II 

  Nine nurses, who had 
experienced team meetings in 
which patients participated, 
were interviewed.  

  The aim of the study was to 
highlight the nurses’ 
experiences of older patients’ 
participation at team meetings 

(YYYY, 2013b) 

The essences from studies I and II were brought together and analyzed, 
which resulted in the 

General Structure 

The general structure was further developed in a 

Philosophical Examination in the light of Heidegger and Merleau-
Ponty 

and is presented in four meaning structures: 

  Mood as a force in existence; 
  To exist in a world with others; 
  Loneliness in the presence of others 
  The lived body as extending. 

 

 

Examples of implications for clinical praxis 
For a patient perspective to be realized there is a need to: 

  Acknowledge moods and emotions, and the professionals 
need knowledge of and preparedness to receive these. 

  Existence expands beyond the room and situation, which 
means that the team meeting needs to be seen in a larger 
context,  that can include the patient's life as well as the 
organization, ontology and epistemology of health care 

Fig.  I 

Figure illustrating the research process 
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