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Abstract

Background Meeting inpatients’ psychosocial care needs is essential for their wellbeing, recovery, and positive
experiences. This study aimed to describe and compare surgical inpatients’ subjective perceptions of the importance
of fundamental psychosocial and overall care received.

Methods A descriptive study with a convenient sample was conducted from September 2019 to April 2020. A total
of 194 surgical inpatients from Norway and Denmark answered a perioperative user participation questionnaire

on the day of discharge. The questionnaire was previously face- and content validated. The questionnaire assessed
patients'sociodemographic characteristics and four dimensions of fundamental care domains: Psychosocial,
Relational, Physical, and System level. This study reports the results from the psychosocial domain. Descriptive
statistics including frequencies, percentages, means, and standard deviations were used to analyze background
information variables. The congruency between participants'expectations of and experiences with psychosocial care
is presented.

Results The inpatients expected (and experienced) the healthcare personnel to treat them with respect and dignity,
and to be involved and informed throughout their perioperative care. The average ratings regarding these aspects
of psychosocial care needs were 72.1-93.8%. There was congruency between patients’ perceptions of the subjective
importance (Sl) of psychosocial fundamental care and their perceived reality (PR) of care. Congruency between

high SIand high PR ranged from 59.1 to 92.2%, and congruency between low Sl and low PR ranged from 0 to 6.6%.
Incongruency between Sl and PR varied between 5.9 and 39.6% and was mainly related to higher PR than SI. We
found no association between education level, sex, length of stay, age, and patient expectations of or experiences
with psychosocial care needs.

Conclusions Surgical inpatients in Norway and Denmark experience respectful and dignified treatment, and they
feel involved and informed in their perioperative care. It is important to include patient perspectives in further
research to avoid missed care and disconnection between what patients prefer and what healthcare personnel plan
to do. Understanding patient preferences might also lead to less stress and workload for healthcare personnel.
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Background

Meeting the psychosocial care needs of patients is
essential for ensuring their optimal safety, recovery, and
positive experiences [1]. Interventions improving psy-
chosocial care, such as clinician communication training
and on-site visits for context analysis and problem-solv-
ing, have been demonstrated to be effective to reduce
suffering [2] and improve quality of life [3] in patients
with dementia or cancer. Furthermore, the effectiveness
of psychosocial techniques to decrease post-operative
pain and improve perioperative clinical care in orthope-
dic surgery has been reported in a meta-analysis [4]. The
results indicated that psychosocial interventions may
reduce perioperative side effects and improve recovery.
Patients who benefit from psychosocial care are believed
to make less use of other healthcare services and be more
compliant with treatments or lifestyle recommendations,
resulting in better overall health [5, 6].

Inpatients experience a wide range of psychosocial
healthcare needs. In this study, we have explored the psy-
chosocial care needs within the Fundamentals of Care
(FoC) framework. The FoC framework outlines what is
involved in the delivery of safe, effective, high-quality
fundamental care, and what this care should look like
in any healthcare setting and for any care recipient. The
FoC framework comprises three interrelated dimensions:
relationship, integrated fundamental care, and context.
The framework is usually illustrated by three concentric
circles that integrate the core relational elements at the
center with the system requirements related to the deliv-
ery of care in the outer circle, also called the context of
care. Unique to the framework is the second/middle cir-
cle, which focuses on assessing and meeting a patient’s
essential physical and psychosocial needs to ensure
that their care needs are met. The crucial point of the
framework is the relationship between the nurse and the
patient concerning fundamental care delivery so that the
physical and psychosocial dimensions of the fundamen-
tals of care are mediated in each interaction between the
nurse and the patient [7].

According to the FoC framework, the recipients’ psy-
chosocial care needs are communication, being involved
and informed, respect, education and information, dig-
nity, emotional wellbeing, having values and beliefs con-
sidered and respected, and privacy [1, 7]. Two scoping
reviews concluded that communication is a key aspect
of unmet needs identified by many patients across the
studies [8, 9]. Furthermore, patients and relatives miss
emotional support [9-12], and patients want more infor-
mation about their care plans and the procedures they

are going to undergo and discussion with nurses about
their medication and the organization and internal rules
of the ward [8]. Unmet needs are related to missed care—
defined as any aspect of patient care that is omitted or
delayed—and are receiving increasing attention [9].
Respect for privacy is an area of missed care identified
by patients [8]. Privacy of information was reported as
an unmet care need by many patients who felt that their
confidentiality was not always respected during their
conversations with nurses [8, 13].

The focus on efficacy and productivity in hospitals
increases pressure on nurses’ care [14—16]. Studies have
shown that nurses in hospital wards are mainly focused
on physical care and do not take the time to care for
patients’ psychosocial and relational needs [17]. The
high-tempo culture of a surgical ward challenges patients’
safety and leads to patients not receiving optimal physical
or emotional support [18].

Missed care could be considered from different per-
spectives; for example, representing both patients’ and
nurses’ evidence as background for decision-making and
actions. It is important to consider patients’ perspectives
throughout the healthcare process because patients are
the principal end users of the services that health organi-
zations provide [8]. However, research about missed care
from the patients’ perspective is very limited [8, 9]. Inves-
tigating missed nursing care only from the perspectives
of the professionals, without considering the person as
a whole, can result in technical activities of nursing care
being poorly targeted to the real need of the patient [8].
Further, patients and nurses may have different priorities
[19]. In a prior study, nurses perceived that they delivered
care focusing on autonomy, informed consent, and pri-
vacy more often than what patients perceived [20].

This study contributes to the existing literature by tak-
ing a person-centered perspective [21] and measures
both patients’ expectations of and experiences with psy-
chosocial care and their relationship. Patients’ expecta-
tions have been described as the subjective importance
(SI) of aspects of care, while patients’ experience of the
care received has been described as patients’ perceived
reality (PR). Combining measurements for SI and PR
allows to identify congruence between SI and PR and
identify gaps that can be addressed and researched [22].
The Perioperative User Participation (POUP) question-
naire has been developed and validated to measure four
domains within the FoC framework. In this study, results
from the psychosocial domain are reported; thus, the
findings contribute to knowledge concerning surgical
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inpatients’ expectations of and experiences with psycho-
social care.

Aim

This study aimed to establish a baseline description of
Norwegian and Danish surgical inpatients’ perceptions of
the SI and PR of psychosocial fundamental care, as a part
of a study involving users of health care to improve the
offered quality of care.

Methods

This descriptive study was designed to explore both Nor-
wegian and Danish adult patients’ experiences of psycho-
social care during hospitalization for surgical treatment.
Psychosocial care was operationalized within the FoC
framework (7, 23].

Sampling and study population

A convenient sample of 194 elective hospitalized patients
answered the POUP questionnaire [22]: 117 from Den-
mark and 77 from Norway. Data were collected from one
hospital in Norway (four units) and one hospital in Den-
mark (three units), from September 2019 to April 2020.
Both hospitals were publicly funded. The inclusion crite-
ria were as follows: (i) adults aged>18 years, (ii) admit-
ted for an elective surgical procedure, (iii) able to speak
and understand Norwegian and/or Danish, and (iv) vol-
unteering. The exclusion criteria were patients unable to
provide written informed consent.

The patients were asked to respond to the POUP ques-
tionnaire on the day of hospital discharge. The question-
naires were distributed in a closed envelope by a nursing
student (Norway) or by either a ward nurse or a research
assistant (Denmark) and returned in a closed envelope
just before discharge. The sealed envelopes contain-
ing the POUP questionnaires were initially stored in the
leader’s office and the collected data were subsequently
stored in a locked cupboard. Afterwards, only the four
authors and one research assistant had access to the col-
lected data.

Instruments
The POUP questionnaire, based on a theoretical person-
centered model of quality of care—the Quality of Care
from Patients’ Perspective (QPP [24])—was constructed
to measure what elective adult surgical patients value
as important and how they assess the care they have
received. The theoretical foundation of the FoC frame-
work was used to guide the team in the questions that
should be developed or content that should be added to
the QPP questionnaire, based on our specific research
aims.

The POUP questionnaire was designed to assess four
psychometric scales, one for each of the FoC domains:
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Psychosocial (three FoC-subdomains and 15 items: being
involved (three items), respected/dignified (five items),
and informed (seven items)), Relational (five FoC-sub-
domains and 13 items), Physical (seven FoC-subdomains
and 24 items) and System level (three FoC-subdomains
and ten items). In total, the questionnaire consisted of 62
items and one open-ended question allowing participants
to comment on any aspect of the admission and care [22].
In addition, the questionnaire consisted of eight back-
ground questions including age, sex, highest education
level, marital status, employment status, waiting time
for admission, and length of stay (LOS). Surgical ward
patients were admitted to undergo orthopedic, abdomi-
nal, urological, or gynecological surgery.

The entire scale and each item have been validated. It
has been face- and content-validated with patients and
clinical nurse experts [24]. A group of 68 patients in
the post-operative wards in Norway and Denmark vali-
dated the relevance of the questions in the four scales
to be between 78 and 92%. The internal consistency was
assessed to be between «=0.78 and a=0.84 for the com-
bined PR items from Denmark and Norway. For SI mea-
sures, the combined internal consistency (a) ranged from
0.58 to 0.92 [22]. No differences in scores between coun-
tries were detected.

SI and PR were both measured on ordinal scales from
0 to 4. SI scales asked patients to assess items that started
with, “This is how important this is to me... (e.g., To be
able to have a conversation in privacy with a nurse;
O0=mnot relevant to 4=very important for me. For PR,
patients were asked, “This is what I experience... (e.g., To
be able to have a conversation in privacy with a nurse;
O0=not relevant to 4=fully agree [22]. The scores ranged
from 0 to 60. The reliability of POUP was assess calcu-
lating the internal consistency. For the psychosocial scale
yielded good to moderate reliability with a=0.81 (CI95%:
0.70-0.89) for PR and 0.64 (CI95%: 0.33-0.84) for SL. In
the present population, the Internal consistency calcula-
tion a=0.78 for PR and 0.89 for SI, indicating acceptable
internal consistency and good reliability.

Statistical analyses
Data were analyzed using SPSS, Version 26. Descriptive
statistics including frequencies, percentages, means, and
standard deviations (SDs) were used to analyze back-
ground information variables. The ratings for each item
were calculated summarizing scores from each item on
the scale. The difference between SI and PR scores was
tested using independent sample t-tests or one-way anal-
yses of variance. A 95% confidence interval (CI) is given.
Statistical significance was considered at p<.05.

Ordinal scale data are presented as numbers and fre-
quencies. Patients’ scoring of the relevance of SI and PR
items within a psychometric scale is presented as the
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Table 1 Calculation and interpretation of congruency score
Perceived Reality Perceived Reality
High Low
PR scores (4 or 3) PR scores (2 or 1)

HIGH-HIGH: Patients report HIGH-LOW: Patients

Subjectivelm-

portance that there is congruency be-  report that there is in-
High tween the care they receive  congruency between
Slscores (4 and their assessments of the  the care they receive
or3) importance of the aspect of  and their assessments
care. of the importance of
the aspect of care.
Subjective LOW-HIGH: Patients report LOW-LOW: Patients
Importance that there is incongruency report that there is
Low SI between the care they congruency between
Slscores (2  receive and their assessments  the care they receive
or1) of the importance of the and their assessments

aspect of care. of the importance of

the aspect of care.

mean frequency and minimum and maximum frequen-
cies of items scored as ‘not relevant’ within the psycho-
metric scales. By measuring PR and SI, a new variable can
be generated as the congruence between patients’ per-
ceptions of the care they received (the PR) and their per-
ceptions of how important the various care aspects are to
them (the SI of the care aspects). Table 1 illustrates how
the scores have been recoded and how the new variable
can be interpreted. Incongruency is present when one of
the scales had a high score and the other a low score.

Ethical considerations
The perioperative care research study, which this study
is part of, was registered with the Norwegian Centre for
Research Data (no. 61,358). A computing agreement was
signed between Nord University (Head of faculty) and the
participating institutions (Leader of Danish Centre for
Clinical Guidelines, Aalborg University, and Centre for
Clinical Research, North Denmark Regional Hospital).
Oral and written information about the objectives and
the procedures of the study was given to each participant
by a nursing student (Norway) or by either a ward nurse
or a research assistant (Denmark) on the day of discharge.
The same professionals collected the participants’ written
informed consent forms, which were stored separately
in locked cupboards in the leader’s office. The question-
naires were returned in a blank, anonymous envelope
at discharge. The patients were assured that participa-
tion in this study was voluntary and anonymous and that
declining to participate would not affect their care and
treatment and that all data were held confidential and
accessed only by members of the research team. Further-
more, patients were informed that if they changed their
mind, they could return a blank questionnaire. Finally, all
participants provided written informed consent.
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Table 2 Demographic description of patients included in the
baseline test in Norway, Denmark, and in total

Norway Denmark Total
n=77 n=117 N=194
Sex
Male (%) 25(32.5) 44 (37.6) 69 (35.6)
Female (%) 52 (67.5) 73 (624) 125
(64.4)
Age (years)
Mean (SD) 596 (157)  532(174) 558
(17.0)
Min—-max (18-89) (24-97) (18-97)
Marital status
Living alone (%) 16 (20.8) 19(16.2) 35(18.0)
Education
Basic 10(13.0) 53 (45.3) 63 (32.5)
High school 31(40.3) 38(32.5) 69 (35.6)
University 26 (33.8) 24 (20.5) 50(25.8)
Not reported 10(13.0) 2(1.7) 12(6.2)
Civil status
Studying 2 (2.6%) 2(1.7) 42.1)
Working/unemployed 26 (33.8) 56 (47.9) 82 (42.3)
Retired/sick pension 33 (429) 42 (35.9) 75(38.7)
Other 11(14.3) 17 (25.5) 28 (14.4)
Not reported 5(6.5) 0 5(2.6)
Waiting for admission
<7 days 12 (15.6%) 29 (24.8) 41(21.1)
7-30 days 16 (20.8) 18 (15.4) 34(17.5)
31-90 days 26 (33.8) 29 (24.8) 55(28.4)
91-180 days 16 (20.8) 29 (24.8) 45(23.2)
> 180 days 2(26) 8(6.8) 10(5.2)
Not reported 5(6.5) 4(34) 9 (4.6)
Length of stay
1 day 21(27.3) 78 (66.7) 99 (51.0)
2-3 days 36 (46.8) 18 (15.4) 54(27.8)
4-9 days 13(16.9) 20(17.7) 33(17.0)
>9 days 4(5.2) 0 4(2.1)
Not reported 3(3.9) 1(0.9) 4(2.7)
Surgical procedure
Abdominal 19 (24.7) 73 (62.4) 92 (47.4)
Gynecology (including Caesar- 27 (35.1) 43 (36.8) 70 (36.1)
ean section)
Orthopedic 15(19.5) 0 15(7.7)
Urology 13(16.9) 0 13(6.7)
Not reported 3(3.9) 1(0.9) 4(2.7)

Results
Respondent characteristics
The study population is described in Table 2. Overall, no
significant differences between the countries were found
regarding sex (p<.05) and age (p<.001). Most respon-
dents in both countries were women. The mean age was
55.8 years, ranging from 18 to 97 years.

There were significant differences between the coun-
tries according to civil status, education level, working
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situation, and LOS in hospital. More respondents from
Norway were living alone (p=.012), respondents from
Norway had more education (p<.001), and more Nor-
wegian (vs. Danish) participants were retired (p=.04).
The average LOS in hospital was higher among respon-
dents from Norway than those from Denmark (p<.001).
More than half the participants stayed at the hospital
1 day (n=99, 51%), while one-third (n=54, 33%), stayed
2 days or longer. Four Norwegian participants had a LOS
exceeding 9 days.

Incongruency

n (%)
(95% Cl)
9

5
35(25.7)
(19-34)
38(32.8)
(24-42)
36 (26.7)
(19-35)
1589

1

Congruency between them

Congruency
High (H)

H: 152 (884)
L:0(0.0) (0-3)
H:99 (73.3)
(65-81)

(83-93)
H: 151 (89.9)

H: 99 (72.8)
(84-94)

(65-80)
H: 78 (67.2)

(58-76)
Low:2(1.2)

L:4(23)
(1-6)
(0-4)

[:2(1.5)

(0-5)
L:0(0.0)

Low (L)
n (%)
(95% Cl)
0-3)

Patients’ experiences around psychosocial care needs

This study investigated inpatients’ experiences and pref-
erences regarding psychosocial care during the periop-
erative period. Psychosocial care was operationalized
into subdomains such as Respect/Dignity, Involved, and
Informed. The mean scores for SI-psychosocial and PR-
psychosocial scales were SI=43.8 (SD=12.6; 95% CI:
42.0-45.6) and 41.3 (SD=7.7, 95% CI: 40.2—-42.4), respec-
tively (p<.001).

No significant relationships were found between the
total SI and PR score for the following independent
sociodemographic variables: country, sex, civil status,
education, surgical procedure, and LOS.

The frequencies and SI and PR ratings for single items
are presented according to the subdomains in Tables 3, 4
and 5.

Not relevant/missing

n (%)
(95% Cl)
16(83)
(5-13)
38(19.6)
(14-26)
9 (20.1)
(15-26)
46 (237)
(18-33)
19099
(6-15)

Perceived reality

Do not agree
n (%)

(95% Cl)
-8

12(6.2)

(3-11)

9(4.7)
2-9)
8(42)
(2-8)
6(3.1)

(1-7)

8(4.1)

170 (87.7)

Agree

n (%)
(95% Cl)
(82-92)
144 (74.2)
(67-80)
146 (75.2)
(69-81)
140 (72.1)
(65-78)
169 (87.1)
(82-91)

Not relevant/missing

n (%)
(95% Cl)
52(26.8)
(21-34)
48 (24.7)
(19-31)
25(12.9)
(9-18)

52(26.8)
(21-34)

22(113)
(7-17)

Surgical inpatient perceptions of respect/dignity

This domain considered five questions regarding how
inpatients’ needs in the operating room were considered
(e.g. clothing, pain relief, placement; Q17), how private
boundaries were respected during the stay in the ward
(Q55), operating room (Q56), recovery room (Q57), and
during hospitalization (Q58).

As shown in Table 3, between 57.2% and 79.9% of par-
ticipants perceived that these care aspects were impor-
tant, and between 72.1% and 87.7% perceived that they
were respected/dignified. Similarly, 87.7% of participants
perceived that their needs in the operating room were
considered, and 72.1% perceived that their boundaries
were respected in the recovery room.

Between 3.1% and 6.2% of the respondents experienced
that they were not respected/dignified.

For SI, between 11.3% and 26.8% of participants
perceived the question as not relevant (missing), and
between 8.3 and 23.7 of patients perceived the PR ques-
tions as not relevant (missing). We found congruency
between patients’ SI and PR scores: 90.7 (Q17), 74.3
(Q55), 67.2 (Q56), 73.3 (Q57), and 91.1 (Q58). Incongru-
ency was related to higher PR than SI.

Subjective importance

Not important

n (%)
(95% Cl)
31(16.0)
(11-22)
4(7.2)
(4-12)

(11-21)
31(16.0)
(11-22)

17 (8.8)
(5-14)
30(15.5)

1

Important
n (%)
155 (79.9)

(74-85)
112(57.7)

(50-65)
115(59.3)
(52-66)
111 (57.2)
(50-64)
155 (79.9)

(95% Cl)
(74-85)

Table 3 Surgical inpatients' congruency between expectation and experiences of respect/dignity

| found that my needs in the operating room were considered (e.g, clothing, pain relief, placement)

My private boundaries were respected during my stay in the ward
My private boundaries were respected in the operating room
My private boundaries were respected in the recovery room

My privacy was respected during hospitalization

Question




Ingstad et al. BMC Nursing (2023) 22:304

Surgical inpatients’ perceptions of involvement

This domain considered three questions regarding infor-
mation on how inpatients were instructed about when
and how to deal with aspects such as suture removal, skin
care, and training once discharged (Q15); their opportu-
nities to participate in decisions that concerned their care
and treatment (Q16); and if they wished they knew more
about what to expect before they were admitted to the
hospital (Q59).

As shown in Table 4, between 23.2% and 83.0% of par-
ticipants perceived that these care aspects were impor-
tant, and between 72.7% and 83.0% perceived that they
were involved; 72.2% perceived that they gained knowl-
edge before they were admitted to the hospital on what to
expect during the course and 83.0% perceived that they
were instructed before discharge about when and how to
deal with aspects such as suture removal, skin care, and
training once back home.

According to the SI scale, between 13.4% and 21.6%
scored these questions as not relevant (or missing), and
between 11.9% and 16.5% of patients perceived the PR
questions as not relevant (or missing).

We found congruency between SI and PR scores: 94.0
(Q15), 86.6 (Q16), and 60.4 (Q59). Incongruency was
related to higher PR than SI.

Surgical inpatients’ perceptions of being informed

This domain considered seven questions regarding how
inpatients received information about the risk associated
with the procedure (Q8), what would happen in the oper-
ating room (Q9), the expected results of the operation
(Q10), why the operation should be performed (Q11),
what they could do to get well through the surgery (Q12),
medical treatment (Q13), and everyday life after surgery
(Q14).

As shown in Table 5, between 80.9% and 89.7% of par-
ticipants perceived that these care aspects were impor-
tant, and between 84.0% and 93.8% perceived that they
were informed; 93.8% perceived that they were given
good information in the operating room, and 84.0% per-
ceived that they received good information about the risk
associated with the procedure before the operation.

According to the SI scale, between 4.6% and 14.0%
scored these questions as not relevant (or missing), and
between 1.0% and 10.8% of patients perceived the PR
questions as not relevant (or missing).

We found congruency between SI and PR scores: 86.9
(Q8), 94.1 (Q9), 92.8 (Q10), 92.1 (Q11), 91.3 (Q12), 90.2
(Q13), and 87.3 (Q14). Incongruency (>10%) was related
to higher PR than SI.

Page 6 of 11

Discussion

This study explored Norwegian and Danish adult
patients’ expectations of and experiences with psychoso-
cial perioperative care during hospital admission for sur-
gical treatment. The patients generally reported that they
were treated with respect and dignity. They were also
involved and informed about their perioperative care.
The average congruency ratings regarding these aspects
of psychosocial care needs were 72.1-93.8%. The data in
our study were collected on the day of hospital discharge.
Patients’ expectations and experiences may change when
they return home. Interviews with patients after dis-
charge may give further information and provide diverse
results.

Patients’ satisfaction with their psychosocial periop-
erative care was partially confirmed in previous national
surveys. A national survey in Norway showed that
patients provide relatively good feedback about their
experiences from hospital stays; however, the results also
indicate that patients will benefit from improvements in
hospitals’ practice regarding discharge and collabora-
tion with municipal services [25]. In Denmark, 86% of
surveyed patients with physical illnesses were satisfied
with the treatment they received at the hospital [26]. The
highest score in the Danish survey was related to friendly
and accommodating staff and information received [26].

The POUP instrument provides unique insight into
congruency and incongruency between SI and PR of care
from patients’ perspectives. As shown in Table 1, con-
gruency may manifest in two situations: HIGH-HIGH,
patients report that there is congruency between the care
they receive and their assessments of the importance of
the aspect of care; and LOW-LOW, patients report that
there is congruency between the care they receive and
their assessments of the importance of the aspect of care.
In the latter situation, patients assess the aspect of care as
not important and report that they have received little or
no care.

However, congruence only illustrates that care is
aligned with patients’ expectations and/or healthcare
providers’ knowledge assessment of the importance of
the specific care aspect. This might not necessarily be
aligned with the evidence for the specific care aspect.
This could be used to highlight potential areas of
improvement within evidence-based practice, as health-
care personnel have spent resources on delivering care
which is not based on evidence but solely on patients’
perceptions, which may be biased. Information or edu-
cation might change future patients’ SI on a specific care
aspect. However, if the decision from healthcare person-
nel is based on biased or inaccurate evidence on the care
aspect, then healthcare personnel would miss the oppor-
tunity to deliver care and inform or educate patients
about why the care aspect is important for them.
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o g care personnel’s experiences, when PR is higher than
% 2 s - - o SI, may be related to overly high professional standards
5588 ey eq S or healthcare personnel spending time/focusing on less
gz=° S e "= ¥ = important aspects for patients. Nurses’ professional
g § a standards can lead them to do more than patients need
E £E_S - s g g and expect. Other studies show that nurses experience
g5k e d B 5¢g personal ethical responsibility [27] and responsibil-
. § 5 - S S s ity for continuity in perioperative practice [28]. Ethi-
§§§ E gg gg cal values and standards above patients’ expectations

may lead to unnecessary workload and exhaustion. For
future patients, nurses might consider changing practice
and informing or educating patients about why the care
aspect is either unimportant or important for the patient
in the present situation; avoiding action under either sit-
uation may be interpreted as missed care.

Studies have shown that patients demand comprehen-
sive and understandable information and greater involve-
ment in several aspects during the postoperative period
[8, 29], This could reduce fear, stress, and anxiety [29].
Our study indicates high congruency of psychosocial
care, while other studies have shown unmet psychosocial
care needs in hospitals [10, 11]. Previous studies reported
that patients lacked information about their care plans
and the procedures they were going to undergo, and they
wanted more discussion with nurses about their medica-
tion [8]. Further, patients wanted to be treated as indi-
viduals but often received standard treatment [30]. Lack
of respect and dignity around privacy has been identified
as an area of missed care; many patients feel that their
confidentiality is not always respected during their con-
versations with nurses [31-36]. Further, dignity could
be an issue in medical and surgical settings where men
and women share the same bed bays and patients expe-
rience embarrassment when they are seen by nurses of
the opposite sex [37, 38]. This could be less relevant in

Before discharge, | was instructed about when and how to deal with suture removal, skin care, training, etc. when I got home 161 (83.0)

Table 4 Surgical inpatients' congruency between expectation and experiences of involvement

I'had good opportunities to participate in decisions that concerned my care and treatment
| gained knowledge of what to expect during the course before | was admitted to the hospital

Question
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Norway and Denmark since the Nordic region scores
highest regarding sexual equality worldwide, and equal-
ity between men and women is a fundamental value [39].

Our study revealed no association between educa-
tional level, sex; LOS, age, and how inpatients prefer to
be respected, dignified, informed, and involved. Infor-
mation, involvement, dignity, and respect are basic psy-
chosocial needs, regardless of patient background. This
aligns with Orique et al. [40], who found no significant
association between patients’ education level and missed
care; and contrasts Kalisch et al. [41], who found that
patients with lower education levels reported more
missed care than their counterparts.

Surveys that measure patient-reported experiences
are one of several valid means for describing the quality
of health services. It is important to consider patients’
perspectives throughout the healthcare process because
patients are the principal end users of the services that
health organizations provide [8]. The increasing interna-
tional attention regarding patient-reported experiences
as a quality indicator of patient care and safety reflects
the ongoing commitment of the health service to involve
patients and the public within the wider context in the
development and evaluation of healthcare service deliv-
ery and quality improvement [42].

The Nordic countries are notorious for their strongly
socialized healthcare, which include highly developed
hospital services. A vital feature of the welfare state is
that it aims at easy and equal access to adequate health-
care for the entire population. Healthcare systems in the
Nordic countries are taxation-based and each citizen has
equal access to the related services [43]. Further, patient-
centered and person-oriented care has a long tradition
in Scandinavia [44]; therefore, user participation and
patients’ perspectives are among the cornerstones of the
Nordic model and approach to healthcare provision [45],
which might lead to more individualized care in Scan-
dinavia. However, patients spend less time in hospitals
than previously; and efficacy and productivity are essen-
tial in hospitals, with shorter posting time and faster
hospitalization.

Employees are supposed to “do more for less” Pressure
on surgical care increases with the increasing number
of operations performed per year, shorter hospital stays,
and decreasing number of hospital beds [14—16]. Despite
this, this study showed that patients experienced and per-
ceived good psychosocial care. Further research related
to FoC should include patients’ perspectives to inform
nursing staff and ensure that nurses focus on truly impor-
tant aspects and avoid potentially unnecessary work. It
may also be interesting to differentiate between patient
groups since patients with major complexity could ben-
efit most from specific psychosocial treatment [4].
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This study has limitations as 194 surgical inpatients is a
rather small population, especially when they represent a
wide range of ages and diagnoses. Additionally, answer-
ing a questionnaire on the day of discharge, when one
may long to go home as quickly as possible, may limit the
depth of the answers. Nevertheless, data collection on
the day of discharge provides a fresh and immediate per-
spective on the patient’s experience, as the events are still
recent in their memory. We do argue that this study is
valuable since it brings new knowledge on surgical inpa-
tients’ expectations and experiences with their psychoso-
cial care needs through a rigorous method.

Conclusion

This study of surgical inpatients’ experiences of psycho-
social care assessed on the day of discharge revealed that
patients in Norway and Denmark experience respect-
ful and dignified treatment. They also felt involved and
informed in their perioperative care. The average ratings
regarding these aspects of psychosocial care needs were
72.1-93.8%. Including patient perspective in research
promotes a patient-centered approach in practice.
Patients can provide unique insights into their condi-
tions, treatment experiences, and overall quality of care.
From patients’ perspectives, we gain a deeper under-
standing of their needs, preferences, and priorities. This,
in turn, enables the development of perioperative care
that is more aligned with patient expectations, leading to
improved patient-centered care.

Further, understanding patients’ preferences is a pre-
requisite for discussing improvements and quality of care
with patients: this might clarify their expectations, thus
leading to less stress and workload for nurses in hospi-
tals. High ethical standards may lead nurses to provide
unnecessary care to patients who may not even want it;
this is indicative of discrepancies in nurses’ and patients’
priorities. Nurses should consider informing patients
about why the care aspect is either important or unim-
portant in a given situation because overlooking either
scenario may be interpreted as missed care.
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