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Abstract 

Aim: To investigate the perspectives of healthcare professionals on self-administration of 

medication for patients admitted to a general surgical ward.  

Background: Self-administration of medication focuses on patient involvement in care and 

increases patients’ insight into prescribed medication. However, concerns and resistance from 

health professionals regarding self-administration may be an obstacle.  

Methods: A field study with participant observation and qualitative interviews included 7 

healthcare professionals: 3 pharmaconomists and 4 nurses. Data analysis took a 

phenomenological-hermeneutic approach.  

Results: The study revealed 3 themes: firstly, “getting through the eye of the needle” was about 

the processes by which patients were evaluated as being suitable for self-administration; 

secondly, “being in control and losing control” reflected the importance of having control over 

medication processes and the fear that relinquishing control would result in medical errors; thirdly, 

“insight and independence” reflected health professionals’ recognition that patients performing 

self-administration gained greater insight into their medication and a greater sense of 

independence.  

Conclusion: Implementation of self-administration of medication illustrated the dilemma health 

professionals are facing with a healthcare system changing from a paternalistic ideology, where 

nurses are expected to be in control of the medication, to a patient empowerment participation 

ideology where the professionals have to relinquish control of the administration of medication 

and support patient autonomy and this was difficult for the nurses. Lack of knowledge about how 

to provide care in an empowerment participation ideology resulted in insufficient communication 

with patients about administration of medication and could result in medication errors.  
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Background 

Short- or long-term medical treatment is often prescribed to patients for acute or chronic 

conditions during hospital admission. In addition, changes in ongoing medical treatment might be 

prescribed. Patient comprehension and adherence to prescribed medication are important for the  

treatment and may reduce the risk of re-admissions after discharge [1].  

 Patient involvement through self-administration of medication (SAM) programs may enable 

patient independence during hospitalization and prepare patients for self-medication after 

discharge [2,3]. The involvement of patients in decisions about the prescription and use of 

medicine can be seen as one practice within the increasing movement toward greater patient-

centered healthcare. In-hospital SAM has been practiced since 1959 [4] and has been defined in 

different ways. The most common are (1) patient-administration of the patients’ own drugs through 

the principles of “one-stop-dispensing”, where newly prescribed medicine is handed out to the 

patient in “one-stop” for the entire admission [5] or (2) patient-administration of hospital delivered 

drugs [6]. SAM might include self-administration of as needed medication (Pro re nata=PRN), 

different levels and support from nurses and structured patient education [2,3,7]. In the UK, a 

survey reported that 93% of hospital wards had a policy on SAM and that 89% used the patients’ 

own drugs, but it is unknown how many patients performed SAM [5]. In a study from Belgium, it 

was estimated that 40% of patients were eligible for SAM, but only 14% were provided SAM of at 

least 50% of their medication [8]. In the USA, one survey of medicine administration practice did 

not describe use of SAM [9].  

 Studies on SAM [2,3,7] have reported improved patient knowledge about the indications and 

principles of their medication, as well as unchanged patient compliance and medical errors when 

SAM was compared to nurse-administered medicine. SAM may also improve patient satisfaction 

[2,3,7,10] and one study showed that 71% of patients with diabetes would have preferred self-

administration of insulin in a unit with nurse-administered medication [11]. Despite a long history 

of use of SAM and potential advantages, evidence on the effect of SAM is weak, as many studies 

have serious methodological flaws and are based on different definitions of SAM [2,3,7].  

 Another important aspect of SAM is the perspectives of healthcare professionals [12-14]. 

Overall, healthcare professionals have been satisfied with SAM, but with some reservations [3]. 

One study reported that 34% of the nurses preferred nurse-administered medicine instead of SAM 

due to concerns about medical errors and 23% of the nurses were convinced that medication 

errors increased in patients with SAM [12]. Another concern was insufficient knowledge about 

medication; one study reported that 50% of nurses experienced themselves as lacking 

effectiveness in educating patients in SAM [13]. Finally, increased workload due to time spent on 

patient education was an issue for both nurses and pharmacists [3].  
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 Thus, healthcare professionals’ concerns about SAM can represent obstacles in achieving the 

optimal effect of SAM and an in-depth investigation of healthcare providers’ attitudes and 

experiences of SAM is warranted. The aim of this study was to investigate the perspectives of 

healthcare professionals to SAM in a general surgical ward. 

 

 

Methods 

Design 

A field study with participant observation and qualitative interviews was performed. The study 

took a phenomenological-hermeneutic approach and was inspired by the American 

anthropologist James Spradley [15] and the work of the French philosopher Paul Ricoeur on 

narratives and interpretation [16,17].  

 Participant observation was performed to provide insight into health professionals’ internalized 

morals and attitudes towards SAM as expressed through their actions [15,17]. Subsequently, 

qualitative interviews were conducted to gain insight into health professionals’ experiences, 

morals and attitudes and the intentions of their actions in relation to SAM as expressed through 

narratives of their daily experiences [17]. 

  

Setting 

The study was performed in a general surgical ward in a University Hospital in Southern Denmark 

with a background population for primary referral of approximately 430,000 inhabitants. The 

surgical ward had 2 outpatient units for elective patients and 3 sub-units for acute and elective 

admitted patients. In the outpatient units, pre-operative information and care was provided for 

elective patients. A pharmaconomist collected the medication history from the patient, including 

how medicine was administered at home and whether the daily use of medicine matched 

information in the medical file. Assistance from the surgeon was requested if a mismatch was 

found.  

 This surgical ward was chosen because guidelines for SAM had been introduced to the ward 

one year earlier. Thus, it was expected that the health professionals had achieved some 

experiences and routines in the use of SAM. 

 

Guidelines for self-administration of medication 

The guidelines describe dispensing and administration of medicine on 3 different levels: On Level 

1, the patient performs SAM by use of patients’ own drugs and “one-stop-dispensing” principles 
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[5]. On Level 2, the patient performs SAM from a pillbox or a pill bag dispensed by nurses. The 

pillbox containing prescribed oral medications for a 24-hour period is delivered to the patient daily. 

On Level 3, all medicine is administered by the nurse at the time prescribed by the physician from 

a pillbox stored in the medicine room.  

 On Levels 1 and 2 the patients receive a print of the prescribed medication and PRN medicine 

in pill bags with the maximum doses for 24 hours. The nurses refill the pill bags with the PRN 

medicine daily. On all levels, any medicine by injection is given by nurses. The evaluation of 

whether the patient is suited for SAM or not is based on an assessment of the patients’ cognitive 

function, potential misuse of medication and how affected they are by the actual situation. 

 

Participants 

The study included 7 healthcare professionals: 3 pharmaconomists and 4 nurses. These groups 

of participants were selected because through their interaction with patients they ensure that 

prescribed medicine was available, dispensed and administered.  

 The inclusion criteria were healthcare professionals with more than 6 months of experience on 

the surgical ward. Inclusion and observation took place Monday-Friday, 7:00-16:00 during 

February-March 2017 when HRH was present in the ward. The pharmaconomists on duty and 

nurses responsible for the care of patients performing self-administration of medication on days 

of observation were included. Each participant was observed during the individual shifts and 

interviewed after the observation.  

 All participants were women. The nurses were 25-35 years of age and the pharmaconomists 

were 40-50 years of age. 

 

Data collection 

Participant observation was performed by HRH and focus was on the questions: How is SAM 

provided in clinical practice? How and what do the health professionals talk with the patients about 

regarding SAM? What characterises the interaction between patient and health professional 

regarding SAM? What characterises the environment?  

 Health professionals were observed individually. The observation was passive in nature and 

involved informal conversation with the health professionals and patients. The reason for this was 

to reduce the impact of the presence of an unfamiliar observer on the conversation and interaction 

between the professionals and the patients. Descriptive field notes were made regularly during 

the observation.  

 Interviews were conducted by HRH and performed at the end of the day of observation except 

for one interview being performed the following day. The interviews were audio recorded. A semi-
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structured interview guide was used to focus on the experiences and attitudes of the 

pharmaconomists and nurses on SAM. The key topics in the interview guide were assessment of 

patients for SAM, interacting with patients and providing information and dispensing medicine for 

SAM. The interviews opened with the following question for the pharmaconomists and nurses, 

respectively: “Tell me about your duties in relation to self-administration of medication” and “Tell 

me about your experiences with self-administration of medication”. The narratives of the health 

professionals arose in response to the interview questions. 

 

Data processing 

The field notes and transcript interviews provided the text for analysis and interpretation, as the 

concept of “text” in hermeneutic interpretation can include action and discourse [18]. The text was 

transferred to the database program NVivo® and through the Ricoeur-inspired method analysed 

and interpreted on 3 levels: naïve reading, structural analysis and critical interpretation and 

discussion (Figure 1). 

 

Figure 1: The three-level process of analysis and interpretation  

  

 

 The naïve reading gives an initial overall impression of data. Field notes and interviews were 

repeatedly read to gain a holistic understanding of the text. According to Ricoeur, one listens for 

what moves or touches one [16,17].  

 A structural analysis followed the naïve reading. The text was structured in units of meaning 

(what is said/what is observed) and units of significance (what is being talked about/what is the 

Naïve understanding (the whole)

Units of meaning

(what is said =   
explanation)

Units of significance

(what is talked about = 
understanding)

Themes 

(derived themes)

Structural analysis (the parts)

Critical interpretation and discussion
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observed about). Themes emerged from this process (Table 1). The process from structuring 

units of meaning, structuring units of significance and extracting themes is a dialectic process in 

which the analysis moves forward and backwards among these 3 stages in order to substantiate 

the basis and argumentation for the emerging themes. If the structural analysis invalidates the 

naïve understanding, the entire text is read again and a new naïve understanding is formulated 

and checked by a new structural analysis [16,17].  

 In the critical interpretation and discussion, the themes that emerged were further analysed, 

interpreted and discussed in relation to other research results. This stage of the analysis is 

concerned with movement from the individual to the general [16]. 

 

Ethical considerations 

The study was approved by the Danish Data Protection Agency (ID: 16/8861). No further ethical 

approval was required. The participants received oral and written information about the study 

before consent to participation in the study was given. The participants were guaranteed 

anonymity. 

 

 

Results 

Three themes emerged from the naïve reading and the structural analysis. One theme, “getting 

through the eye of the needle,” was about the processes by which patients were evaluated as 

being suitable for SAM. A second theme, “being in control and losing control,” reflected the 

importance of having control over medication processes and the fear that relinquishing control 

would result in mistakes, or in patients not taking their medication. The third, “insight and 

independence,” reflected health professionals’ recognition that patients performing SAM gained 

greater insight into their medication and a greater sense of independence, both of which were 

evaluated positively by the professionals.  

 Table 1 shows examples of the structural analyses and how the themes emerged from 

observations of and interviews with health professionals. 
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Table 1: Examples of the systematic process in the structural analysis  

Units of meaning 
(what is said/what is observed) 

Units of significance 
(what is being talked about/ 
what is observed) 

Theme  
(derived theme) 

If they [the patient] are physically stable, then it’s fine. If not, and if there are adjustments [in the medicine], then 
it’s… (…) that’s probably why we don’t have that many on self-administration, because then we keep it to 
ourselves, as it is easier (N2, interview). 
 
It’s a judgement call. How many tablets is it about, if it is two Paracetamol and two Magnesia and Ibuprofen, then 
I would dare to hand it out (N4, interview). 
 
You have to kind of put out a feeler and see what they [patients] can handle, because some of them have really 
had some long illnesses and have been through a great deal (N2, Interview). 
 
The nurse accidently documented the patient as performing SAM and considers SAM for the patient (N3, 
participant observation). 
 
Maybe it’s not from the first day, but we are pretty good about asking each other if this patient could be able to 
do SAM, and so on (N4, interview). 
 
If they get special medicine with strict times for administration, e.g. patients with Parkinsons, then they are very 
interested in having a grip on it themselves (P3, interview). 
 

Assessment of the patients’ 
ability to perform SAM 
 
 
 
 
 
 
 
 
 
 
 
Nurses’ assessment of their 
own initiatives for SAM 
 
Initiative of the patients to 
perform SAM 

Getting through 
the eye of the 
needle  
 

It has been confusing, which it has been for many of us (…) we have agreed to have two levels only… (N4, 
interview).  
 
The patients were given medicine for an entire month for example. It was often a mess (N3, interview).    

Coping with three levels of 
administration of medication 
 

Being in control 
and losing control 
 
 

 
When the patients have had surgery, they get analgesia from us (…), and then you didn’t talk with the patient as 
you should have done, whether they’re taking their own medication, and then suddenly you dispense to them 
(Interview N1). 

 
Staying in control of the 
treatment when using the 
patients’ own drugs 

 
The nurse looks at the pillbox on the bedside table to see whether the patient has taken the medicine (N3, 
participant observation). 
 
The patients can get PRN medication for self-administration (…), the patient today could have got a bag with 
morphine tablets, he could easily have managed it, but then you lose the sense of how much extra (morphine) 
he needs (N2, interview). 
 
We can’t control everything they take, and we don’t see what they take, and so you have to really trust the 
patients a lot. Sometimes they can overdose themselves with for example analgesics (N3, interview). 

 
Who is in charge of the 
medication? 
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 Lack of control means 
trusting patients 

The patients know they’re used to getting this drug with a certain color (…) it makes them confident when the 
drugs are recognizable, that they don’t get a copy product from us (…), then at least something is recognizable, 
there are plenty of unknown things to relate to (P1, Interview). 
 
A patents’ medication is changed to Paracetamol and PRN-morphine. The patient is not informed (N3, participant 
observation). 

Patients’ knowledge of their 
medication 
 

Insight and 
independence 

  
It’s my impression, that they [patients] feel confident about SAM, that they’re not deprived self-determination, 
which you easily can experience when you’re admitted and don’t know what’s going to happen (..), the 
procedures and everyday life in a hospital (P1, interview). 
 
We decide everything, when they [patients] have to eat, when they can take a bath and so on, so I think they feel 
a kind of joint responsibility by being in charge of the medication (N2, interview). 
 
Some patients have an increased need to control just a tiny thing in their life, as their illness has lasted so long 
that they feel that their life has been taken away from them (…) then we don’t take everything from them (N3, 
interview). 

 
Freedom and autonomy 
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Getting through the eye of the needle  

Assessment of the patients’ ability to perform SAM included a number of considerations from 

the professionals and was based on observation and communication with the patient.  

 Data from participant observation and interviews of pharmaconomists showed that 

elective patients were screened in the outpatient unit before admission according to SAM on 

Level 1. Patients assessed as eligible for SAM were asked about their interest in SAM by use 

of their own medication during admission. They were not informed about SAM on Level 2:  

 

“We talk about whether they are used to performing self-administration of 

medication at home, and if they are (..) and agree to bring their own medication 

during admission, then I get things ready for self-administration [in the medical 

file]” (P1, interview).  

 

 The quote shows that patients’ agreement to use their own drugs resulted in information 

on SAM on Level 1. Other issues considered before asking patients about SAM were the 

patients’ degree of being self-reliant, their health condition, type and reason for surgery and 

cognitive and psychological status. Elderly patients (+80) were usually not asked. 

Furthermore, use of expensive medication not being part of standard assortment in the 

department, as well as the amount of, and knowledge about, one’s own medication were 

issues that were considered:  

 

“If I sense that the patient is healthy and has a complete grip on his own 

medication, then I have no doubts [about offering SAM]” (P2, interview).  

 

 Data from participant observation and interviews of nurses showed that they used 

information from the primary healthcare sector as part of their assessment of the patient. 

None of the nurses referred to the use of patient information provided by the 

pharmaconomists. Restrictions on offering patients SAM were, in addition to the 

pharmaconomists’ restrictions, complexity of illness, being psychically unstable and 

unfamiliar with taking medicine. Factors in favor of the offer of SAM were small doses of 

medication, patient curiosity about medication and patients being dissatisfied with the nurses’ 

administration of medication:  
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“The nurse considers offering SAM to a patient, as the patient complains about 

missing medication and he is feeling sufficiently well” (N3, participant 

observation). 

 

 As seen in this quote, external factors stimulated the nurses to consider offering SAM to 

the patients. The nurses acknowledged that more patients could actually perform SAM, but 

they forgot to offer it to them. Sometimes, the patients took the initiative to perform SAM by 

asking for the opportunity.  

 The data showed that assessment was based on somewhat observable or clear-cut 

criteria: conversations with patients, the patients’ familiarity with administering his or her own 

medicine and assessments of mental conditions, including signs of dementia. Yet some of 

the professionals’ answers revealed that in order to arrive at the assessment of patients, the 

professionals attempted imaginatively to put themselves into the mindset of the patients, 

imagining what it would be like to have to do SAM in the patient’s particular condition and 

whether it would be reasonable and manageable with respect to the patient’s mental and/or 

physical condition, as illustrated in this quote:  

 

“And there is already a lot of waiting time in a hospital. And... you sit and wait for 

the next examination and... things like that all the time. So it’s nice that there is 

one thing you get out of. That’s how I would feel, anyway” (N1, interview). 

  

Being in control and losing control 

The professionals spent a great deal of time on talking about and checking issues related to 

the medicine. Three subthemes emerged: coping with 3 levels of administration of 

medication, staying in control of the treatment using patients’ own drugs and the issue of who 

is in charge of the medication. 

 

Coping with three levels of administration of medication 

Data from observation and interviews revealed that it could be difficult for the 

pharmaconomists and nurses to define the 3 levels of administration of medication set out by 

the guidelines. All of them were aware of 3 levels and defined 3 levels in the same way, but 

sometimes named them differently. One description was:  

 

“Level 1 is where we dispense and deliver the medication, as we used to do. 

Level 2 is where we dispense all the medication in pillboxes and hand it out to 
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the patient with a print of the prescribed medication. And at the third level we give 

the patients medication for the entire admission” (N3, Interview).  

 

 As the quote shows, Level 1 and 3 were reversed and this was the most common 

confusion. Different definitions of when the patients performed SAM were also described:  

 

“… This [Level 1] is self-administration, the one with a “hand” in the medical file. 

The other one is not called self-administration, this is just … it is called Level 2 

…” (N1, interview). 

 

 Some of the professionals expressed no difficulties with understanding and working with 

3 levels, while others found it confusing. A fourth combination of SAM was described by some 

of the nurses:  

 

“Sometimes they [the patients] are a bit Level 1, where they have some of the 

drugs themselves, and then in addition, we will hand out some of it [medication]. 

You’re not supposed to do this [mix the levels], it must be either—or” (N1, 

interview).  

 

 The quote shows that the nurses invented a new level of administration of medication. 

Consequently, medication errors could occur, as it was not clear for the patient what 

medication was handed out by the nurses and what they should take of their own medication. 

The health professionals said that Level 1 had been removed from the guidelines recently 

due to medication errors when patients’ own drugs were used. 

 

Staying in control of the treatment using patients’ own drugs 

Data from participant observation and interviews revealed that the use of patients’ own 

medication was the issue that created most resistance to SAM among the nurses, as they 

experienced it increased workload and medication errors. When the patients used their own 

medication, it was linked to SAM on Level 1 or to the fourth mixed level of SAM performed 

by some of the nurses:  

 

“There are so many adjustments with analgesics (…) daily adjustments” (N4, 

Interview).  
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 The quote illustrates that after surgery there were frequent changes in the medication. The 

same occurred for physically unstable and complex patients. By the nurses it was associated 

with increased workload with SAM, as medication handed out to the patients had to be 

adjusted.  

 The nurses experienced an increase in medication errors when patients’ own medication 

was used. Insufficient communication between professionals and patients was mentioned by 

all nurses as a cause of the error:  

 

“Then they [the patients] have brought some of their own medication that they 

haven’t told the doctors about, for example anticoagulants, which they actually 

should have stopped taking while they are admitted, but they [the patients] have 

not read that. Then they’re taking it, while they also get Fragmin®” (N1, Interview).  

 

 This quote also illustrates that the nurses perceived that some patients did not have a grip 

on the medical treatment. The two last quotes illustrate that analgesics and anticoagulants 

were the most frequent medications where prescriptions changed, caused medication errors 

and concerned the nurses in relation to SAM.  

 As opposed to the nurses, data from participant observation and interviews of the 

pharmaconomists showed that they had a very positive attitude to the use of patients’ own 

drugs. 

 

Who is in charge of the medication? 

During participant observation and interviews the nurses expressed that SAM resulted in 

reduced workload, as they spend less time on checking medication. Especially during the 

morning and on the evening shift, SAM was a relief. The pharmaconomists did not experience 

any noticeable change in workload.  

 For the nurses, SAM led to uncertainties about who was in charge of proper administration 

of the medication:  

 

“When they [patients] administer [the medication], then you expect that they do 

it. Actually, you could close your eyes to it, but I think that’s difficult as heath care 

professionals …” (N2, Interview).  

 

 The quote reflects that the nurses could perceive that the medication should be the 

responsibility of either the patients or the professionals and it could be difficult to relinquish 

control. Other nurses perceived that they were responsible for proper administration of 
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medication despite patients performing SAM, but at the same time acknowledged trusting the 

patients’ abilities as an important part of the process. Most of the nurses expressed 

uncertainties about how they should talk to the patients about how SAM was performed by 

the patients:  

 

“… They have it [the medication] in the drawer or on the bedside table (…) then 

we really should be a police officer and say: “What have you done and let me see 

all of it [the medication]”. We’re not very good at that, because (…) I assume they 

manage it by themselves” (N1, interview).  

 

 The nurses expressed that they wanted to check how the patients performed SAM but 

found it difficult to talk to the patients in a natural and relaxed manner. One nurse described 

her approach to the conversation:  

 

“Then you come in and say: (…)  

“It’s lunchtime, did you remember to take your tablets?”  

“Oh no, I didn’t.”  

“Well then you can just take them now… (…).”  

Even though we have handed out the medication, we have to remind the patients” 

(N4, interview).  

 

 The quote illustrates a relaxed conversation about how SAM was performed and the nurse 

not being reluctant to remind the patient to take the medication. 

 

Insight and independence 

Data from participant observation and interviews showed that the professionals believed or 

experienced that SAM resulted in increased insight and independence for the patients:  

 

“… It’s a good way to involve the patients (…) they are more aware of what they 

get (…). We go through the print of the prescribed medication, so they know 

what’s in [the pillbox] and they can ask questions ...” (N4, interview).  

 

 The quote illustrates nurses’ positive experience of informing the patients about SAM, with 

SAM increasing the patients’ insight and knowledge of their medication. One nurse expressed 
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that it could be difficult to inform patients about the precautions towards the medication, when 

not being experienced in the specialty:  

 

“Of course, we tell about it [the precautions] to the patients, if we have a hold on 

it ourselves” (N2, interview).  

  

 Data from the interview revealed that some of the nurses only informed the patients of the 

side-effects of the medication when they observed them in the patient, while others only 

informed about the most common side-effects by experience, such as the fact that morphine 

could result in nausea, dizziness and constipation and that metronidazole had the same effect 

as disulfiram (Antabuse). The choice of information was based on an assessment of the 

patients’ ability to comprehend information in their current situation and patients not being 

interested in information on side-effects.  

 Data from participant observation of the nurses showed that nurses informed the patients 

as described during interviews. However, with adjustments in patients’ medication, the nurses 

could adjust the patients’ pillboxes without informing them. This could make the relatives 

uncomfortable, when they observed it.  

 Data from interviews showed that the nurses experienced that the increased insight into 

the medication provided more independence and autonomy for the patients:  

 

“Many [patients] think, that it’s a huge freedom (…) that they can take it when 

they want. Then they can go to the café, when they want, as they don’t have to 

sit and wait for us” (N1, interview).  

 

 The nurses experienced that patients’ independence of nurses resulted in a more 

appropriate timing of medication. For example, an anti-emetic was taken 30 minutes before 

meals. Data from participant observation showed that a patient not performing SAM received 

an anti-emetic right after he had finished lunch due to nurses being occupied elsewhere.  

 Data from interview showed that the patients’ increased knowledge and involvement in 

medication resulted in an earlier weaning from analgesia. Some of the nurses experienced it 

positively when the patients took initiatives to adjust their medication, while others were more 

skeptical: 

 

“Some patients have a certain idea that they must (…) sort in what they take and 

what they don’t. This is not the intention (…). They have their own opinion and 

quite often it doesn’t match ours” (N3, interview).  
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 This quote illustrates the fact that the nurses had different perceptions about how far the 

independence of patients extended. 

 

 

Discussion 

The themes that emerged through the data gave insight into the health professionals’ 

experiences, attitudes and values towards SAM, all of which are complex, neither wholly 

positive nor negative and, in some aspects, contradictory, with an openness towards SAM 

combined with reservations towards it. The study revealed three major findings: first, the 

nurses had difficulties with relinquishing control of the administration of medication; 

consequently, they were restrictive with offering SAM to patients despite acknowledging the 

importance of supporting patients’ autonomy; second, the health professionals experienced 

that patients gained greater insight into their medication and independence when performing 

SAM; third, lack of communication between nurses and patients about administration of the 

medication could result in medication errors.  

 The first major finding, the difficulty of relinquishing control of the medication coupled with 

the appreciation of patient autonomy, seems to illustrate the dilemma nurses face that is 

brought about by a healthcare system described as changing from a paternalistic expert 

ideology, where professionals assume they know what is best for the patient and just have 

to guide the patient in that direction, to an empowerment participation ideology [19], where 

professionals must provide care including patient-centeredness and participation in order to 

empower patients’ ability to control their own health and lives [20]. One of the core values in 

nursing has been and, still is to some extent, to have an overview over and coordinate care, 

investigations and treatment activities during patients’ hospital stay. In addition, a core value 

is to be responsible for the comprehensive care of the patient [21], for example, to provide 

sufficient mobilization and diet and to implement doctors’ prescriptions. Consequently, being 

responsible for or “in control” of the care of patients is closely related to the identity of being 

a nurse. Changing core values related to a professional identity is a process that takes time 

and may include resistance [22]. The nurses’ resistance to relinquishing control of the 

medication may reflect this process. Indeed, the pharmaconomists did not express feelings 

of loss of control, which may be related to different values and professional identity, compared 

to the nurses. A core value in the pharmaconomist profession is to inform and guide the 

patient in relation to medication, after which patients are responsible for administration of the 

medication. 
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 A second reason for nurses being resistant to losing control of the administration of 

medication might be because they did not have sufficient knowledge or training in how to 

perform care when a patient empowerment participant ideology with increased focus on 

patient autonomy has been introduced in healthcare [19]. Autonomy addresses a moral ideal 

where people should control their own lives, that is, that autonomous people are authors of 

their own lives [19].  

 A third reason for nurses having difficulties in relinquishing control of administration of 

medication could be legal considerations. During SAM, the legal responsibility of taking the 

medication as prescribed is the patients’, according to a national guideline in Denmark. 

However, it is the nurses’ legal responsibility to continuously assess the patients’ ability to 

perform SAM and to report to the physician if it is discovered that the patient does not take 

the medication as prescribed [23]. The national guideline for legal responsibilities makes it 

difficult for nurses to let go of the control. From a legal perspective it might be considered 

ideal to offer SAM only to stable patients, which might explain why nurses could be 

conservative in their recommendations of which patients were candidates for SAM.  

 The second major finding of the study, health professionals experiencing patients gaining 

greater insight into their medication and independence when performing SAM, has been 

reported in other studies [2,3,7]. A review reported that knowledge of medication in terms of 

drug name, purpose, dosage, frequency and time for administration increased during SAM, 

whereas side-effects was the topic patients knew the least about [3]. In our study, the 

pharmaconomists completed a thorough review of the patients’ usual medication with the 

patients before admission, but during hospital stay the nurses’ communication with the 

patients about new prescribed medication varied in scope and was selective according to 

information about side-effects. A reason for nurses’ limited communication with the patients 

about the medication was because the nurses took the patients’ current situation into 

account. Another reason could be lack of knowledge about the drugs, which has been a 

concern for nurses in another study [13]. The review showed in addition that a greater patient 

independence during SAM was related to an improved patient experience of increased 

control and confidence [3]. Our study showed that nurses appreciated being in control of the 

medication, but the review pinpointed that some patients appreciated having this role [3]. 

 The increased knowledge and independence of the patients could improve the treatment 

with, for example, anti-emetic medicine being taken ahead of meals and being more mobile, 

but it could also support the patients’ autonomy to begin an earlier weaning from analgesia 

and sort in the medication. Our study showed that the nurses had a different approach to the 

patients’ increased autonomy. Some supported it, which could represent values within the 

patient empowerment ideology, whereas nurses who did not, could be more influenced by 
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values within the paternalistic ideology. Explanations for the nurses’ different approaches to 

patients’ increased autonomy could be time for their nursing education, where values in 

nursing might have differed and to the nurses’ clinical experiences.  

 The third major finding was that insufficient communication between patients and nurses 

could result in medication errors because the nurses seemed to avoid communication with 

the patients about administration of medication and finding it unpleasant or awkward. 

Avoiding the conversation might be a reflection of nurses’ efforts to respect patients’ 

autonomy and participation in SAM and their reluctance to encroach on this. Difficulties with 

engaging in an open and relaxed conversation may suggest some self-consciousness about 

communication that stems from an unease about “policing” patients. This could be a sign of 

nurses being aware that values from the paternalistic ideal are no longer demanded in a 

modern healthcare service. The difficulties with interaction with patients about administration 

of medication could be caused by lack of skills for how to interact and communicate with 

patients when practicing patient involvement. In a study from England on patient involvement 

and shared decision-making, eight components of patient involvement practices were 

outlined and pointed to the complexity of involvement. In the study, nurses “stressed the 

importance, and challenges, of creating a space of trust in which patients and professionals 

could exchange perspectives ‘openly’ with one another”. Challenges included constraints on 

time as well as ingrown notions of the roles of patient and professionals that can be difficult 

to change [24].  

 Another possible reason for nurses’ hesitancy could be uncertainty about their own 

knowledge of medication so that avoiding communication becomes a way of avoiding the risk 

of misinformation. Yet in other ways, regulating communication could itself be a subtle way 

of retaining some of the control that nurses are reluctant to relinquish. That is, communication 

might be seen as an area of decision-making that remains with nurses, through their 

assessments of when to talk with patients and why. In informing about side-effects, for 

example, nurses use the criterion of commonness - what medicines are most common on 

the ward and what are the most common side-effects - and in general evaluate patients’ 

interest in and capacity for coping with information such as side-effects. In this way, nurses 

stay partially in control of the process within SAM.  

 The study seems to show that the assumption that a symmetrical dyadic communication is 

important to patient involvement may be at work, but that this is difficult to translate into 

practice. As Cribbs et al. points out, “If patients are encouraged to be more open and ‘active’, 

this does entail different approaches and skills for health professionals who not only have to 

be able to listen but also have to be able to deal constructively with challenges. The attitudes 
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and skills that relate to one person ‘acting upon’ another are different from the attitudes and 

skills that are appropriate when two people are properly ‘inter-acting’” [25]. 

 The study has limitations. The number of participants was relatively small and time of 

participant observation was limited to one shift for each participant. Data were not collected 

during the evenings and weekends, when the nurses might have used more time to talk to 

the patients, as investigations and fundamental care interventions usually are less 

widespread during this time and thereby the patient could have been more present in the 

ward. The presence of an observer might have influenced the action of the health 

professionals and their interaction with the patients. However, we assume that the 

professional did pay increased attention to information and care in relation to SAM, when an 

observer was present. Finally, the emerged themes are partly based on data from the 

interview, which could have been limited by the semi-structured interview guide. A more open 

approach during interview might have explored the professionals’ experiences and values 

more in-depth. 

 

 

Conclusion 

Our study showed that health professionals’ experiences, attitudes and values towards SAM 

during admission in a general surgical ward were complex, being neither wholly positive nor 

negative. Implementation of SAM illustrated a dilemma health professionals are facing with 

a healthcare system changing from a paternalistic ideology, where nurses are expected to 

be in control of the medication and where the professionals have to guide the patients to 

administer the medication as prescribed, to a patient empowerment participation ideology 

where the professionals have to relinquish control of the administration of medication and 

support patient autonomy, which was difficult for the nurses despite acknowledging the 

importance of patient autonomy. The study showed that because of lack of knowledge on 

how to provide care in an empowerment participation ideology, the communication with the 

patients about administration of medication was insufficient which could result in medication 

errors. 
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