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factors promoting it in the recovery room.
Design: A descriptive semistructured qualitative interview study.
Methods: The study was conducted in 2013, and the data were analyzed

with inductive content analysis. Adult surgical recovery room patients (n

5 17) were recruited with purposive sampling at the Department of Ear,

Nose and Throat diseases in a university hospital in Finland.
Findings: Informational privacy was described as control of patients’

health information maintained by the health care professionals and

the patients. Informational privacy was especially important in relation

to other patients. Health care professionals and patients’ attitude,

behavior, and knowledge of informational privacy, barriers of hearing

and seeing, societal rules, and the electronic patient data system pro-

moted informational privacy.
Conclusions: Informational privacy in relation to other patients could be

improved in the recovery room, for example, by developing patient health

information transmission and architectural solutions.

Keywords: informational privacy, patient health information, recovery

room, acute care.
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INFORMATIONAL PRIVACY IS an important

principle in health care. It supports patients’ dig-

nity, self-determination,1-3 and patient safety.4

However, the protection of patients’ health infor-

mation is found to be the weakest part of good pa-

tient care in surgical wards.5 Informational privacy
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is not always respected,6,7 and there is limited

confidentiality of patient health information in

the hospital wards.7-11

Informational privacy concerns information

related to patient’s health, how it should be pro-

tected, and who has the right to access it.12,13

Informational privacy is defined as the patient’s

right to decide how, when, and how much

information they are willing to share with

another person14 or in the health care organiza-
tion.1 The main content of informational privacy

is considered to be the confidentiality of the pa-

tient’s health information.12,15

Informational privacy has an ethical and legal

dimension in health care. In this study, the ethical

dimension is investigated from the patients’

perspective in the context of the recovery room.
Informational privacy is protected by the ethical
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codes of nurses and physicians.15-17 National legal

acts regarding the handling of patient health

information are connected by International

human rights.18,19

Patients are increasingly aware of their rights for

privacy, and they expect these rights to be ensured

in health care organizations.20 Patients may share

with health care professionals issues that they do

not always share even with their significant others.

The increasing capability to store and distribute

patients’ health information with the help of infor-

mation technology highlights the importance of
the protection of informational privacy.12 Patient

safety can also be at risk if patients feel unsafe

sharing their private information with health care

professionals.4,8 This is especially true in the

recovery room, where the patient is in a

vulnerable position under sedative medication,

possibly with many patients in the same room at

the same time.

The context of this study is a hospital, more pre-

cisely, the recovery room. In the hospital setting,

patients’ perspective of informational privacy has

been studied mostly in medical and surgical wards.

Patients in long-term care had previously ex-

pressed higher expectations of informational pri-

vacy than patients in acute care.6 However,
recent studies in acute care settings such as emer-

gency departments10,11,21,22 indicate that patients

in acute care may have become more critical

toward the lack of informational privacy than in

earlier studies.

To our knowledge, there is only one study pertain-

ing to informational privacy in the recovery room.
As early as 1968, Mincley23 observed that the pa-

tients controlled their privacy in the recovery

room by ignoring fellow patients’ presence, hiding

behind the cover, or turning their faces toward the

wall. Both patients and nurses lowered their

voices when communicating because there were

no visual or auditory barriers in use.23

Recovery rooms have challenges in promoting pa-

tients’ privacy. To ensure patient safety, nurses

need to exchange patient information24 and

observe the patients continuously.25 There are

also multiple staff members participating in

patient care.26 In addition, the increased number

of ambulatory surgery procedures puts pressure
to share more information with the patient imme-

diately after surgery in the recovery room. At the

same time, many operations are performed under

regional anesthesia and with short-acting sedative

medication so that patients can be discharged
quickly; therefore, they are more aware of the

events around them. All this puts new challenges

to adequate protection of patients’ informational

privacy. The aim of this interview study was to

describe, with an inductive approach, patients’

perceptions of informational privacy and factors

promoting it in the recovery room.

Methods

The study was conducted as a descriptive qualita-

tive interview study. This design is used when

there is scarce information about the phenomenon
under investigation.27 This design allows the re-

searchers to get a comprehensive understanding

of the patients’ perceptions of informational pri-

vacy in the recovery room.28

Settings and Sample

The data collection took place in July to September
2013 in the Department of Ear, Nose and Throat

(ENT) diseases in one of five university hospitals

in Finland. This department was chosen because

of the high number of operations and the expecta-

tions of having several patients in the recovery

room at the same time.

The ENT Department recovery room was located
next to the operating rooms. Approximately 20 pa-

tients per day, representing both genders and aged

greater than 6 months, were taken care of in the

same recovery room.29 Some of the patients had

problems with hearing and in communication

because of hearing loss or laryngotracheal opera-

tions.

The patients were observed and cared for postop-

eratively by the recovery room nurses. Information

about the patients was exchanged verbally among

staff at the patients’ bedside after the operation,

and when they were transferred to the postopera-

tive ward. Patient folders were kept on a table next

to the bed.

There were screens between the patients, which

could be drawn out if needed (Figure 1). Each
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patient had one nurse with main responsibility for

their care in the recovery room. Family members

were not allowed to visit adult patients in the re-

covery room.

In this department, the recovery room stay lasted a

median of 1 to 2 hours, ranging from 15 minutes

up to 24 hours. Two to six nurses worked at the

same time in the recovery room. Anesthesiolo-

gists, surgeons, nurses from other wards, and assis-

tant nonmedical staff increased the number of

personnel from time to time.

The patients were recruited using purposive sam-

pling.30 Recruitment was performed at two surgi-

cal wards of the ENT Department. In these

wards, nurses ascertained the patients’ willingness

to participate in the study on the day of the opera-

tion.

The inclusion criteria were as follows: patients
aged greater than 18 years, Finnish speaking,

and able to hear and speak normally. Among the

patients willing to participate, the ones whose

stay in the recovery lasted longer than 30 minutes

and who had other patients in the recovery room

at the same time with them were recruited. Data

were collected and analyzed simultaneously.

Patients were recruited until data saturation was
reached.
Figure 1. Layout of the recovery room. This figure

is available in color online at www.jopan.org.
Interviews

The recorded interviews conducted by the

researcher (H.K.-T.) took place 1 or 2 hours after
the patient had been discharged from the recovery

room, in a single room in the postoperative ward.

The patients were not transferred to the postoper-

ative ward before they were fully conscious, their

respiration and cardiovascular function had re-

turned to preoperative level, and their bleeding,

pain, and nausea were appropriately controlled.31

In addition, the researcher made sure the patient
was ready for interview by confirming the patient

did not suffer any pain or nausea and that the pa-

tient generally felt in good enough condition for

the interview. The interview was carried out only

if the patient felt strong enough for the interview.

None of the interviews were stopped because of

the patients’ unstable condition or for any other

reason. The interviews lasted approximately 24mi-
nutes (ranging from 14 to 43 minutes). A semi-

structured interview guide with the following

main themes was used: (1) how did the patient

perceive informational privacy, (2) how did the pa-

tient perceive the realization of informational pri-

vacy in the recovery room, and (3) what were

the factors promoting informational privacy

in the recovery room? To describe the participants,
the following background information was

collected: participant’s age, gender, education,

the type of anesthesia (general or local) and oper-

ation, the number of previous hospitalizations,

the length of stay in the recovery room, and pa-

tient satisfaction (scale 0 the worst to 10 the best

grade) with (1) nursing care and (2) pain manage-

ment and opinion of their well-being in the recov-
ery room.
Data Analysis

The verbatim data were analyzed with inductive

content analysis.27 The data were searched for

meaningful descriptions of informational privacy.

Key sentences and phrases were coded using

in vivo codes.30

The in vivo codes were categorized and named

under the indigenous concepts. The indigenous

concepts were then summarized into patterns

and major themes describing patients’ experi-

ences of informational privacy. The major themes

were named so that they described the content

http://www.jopan.org
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of the indigenous concepts. In vivo codes, indige-

nous concepts, patterns, and major themes were

organized into a matrix (Table 1). The use of indig-

enous concepts and careful reviewing of the

formed major themes ensured that the findings
were described from the perspective of the

patients.30

Ethical Considerations

The study protocol received ethical approval from

the Ethical Committee of the University of Turku

and the permission to conduct the study by the au-
thorities of the university hospital.

The patients received written and verbal informa-

tion about the study on the day of the operation
Table 1. Example of the Formation of

In Vivo Codes Indigenous Concepts

Does the patient information

remain confidential between

the nurse and the patient?

Confidentiality in

communication

I

Privacy of personal health

information, so that the

nurses do not disclose my

background or information

about the operation to

outsiders in the recovery

room

Private information is available

only to the professionals

taking care of the patient

Confidential access

to patient

information

Patient information belongs

only to the team taking care

of the patient

I want to control what

information I share and with

whom

Limited information

sharing

I

If the information is

unnecessary for the doctor,

for example, former

psychological problems, I do

not think he should get to

know it

The patient should have a right

to hear his own health

information in the recovery

room

Access to own

patient

information

I should have a right to see and

get the health information

about me
at the hospital. They had 3 to 7 hours to consider

participation in the study. The patients informed

the nurse on the ward about their willingness to

participate, after which the researcher met the pa-

tient. Written informed consent was obtained
from each participant. The research findings are

reported anonymously.

Findings

The participants’ (n 5 17) mean age was 49 years

(range 20 to 83). Both genders were represented

(eight females, nine males). Their educational
background was mainly 12 years of basic

education plus 3.5 years of upper secondary

level education (n 5 11), those with 12 years

of basic education plus academic education
In Vivo Codes Into a Major Theme

Pattern Major Theme

nformational privacy

controlled by professionals

Twofold control of

patient information

nformational privacy

controlled by patients
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(n 5 5) and 6 years of schooling (n 5 1) being in

the minority.32

The participants were operated under general

anesthesia (n 5 15) or local anesthesia (n 5 2).
The operations included tonsillectomy (n5 6), pa-

rotidectomy (n 5 4), nose (n 5 4), and throat or

thyroid gland operation (n 5 3). Most of the pa-

tients (n 5 16) had been previously hospitalized

on average three times (range 0 to 10). Their recov-

ery room stay lasted a median of 50 minutes (range

30 minutes to 5 hours 30 minutes). There were

two to nine patients in the recovery room at the
same time with the participants. The participants

rated their satisfaction with a mean of 8.9 on

nursing care, 9.7 on pain management, and 8.7

on general well-being of the patient in the recovery

room.
Informational Privacy From the Patients’
Perspective

The patients described informational privacy as
twofold control of their health information: (1)

control by professionals and (2) control by the pa-

tient (Figure 2). Health care professionals were

expected to control the confidentiality in commu-

nication and in access to patient health informa-

tion. The patients controlled their health
Figure 2. Patient perspective of informational privacy an

with permission from Hannele Koivula-Tynnil€a.
information by limiting the sharing of verbal or

written information with the health care profes-

sionals and having access to their own informa-

tion. This access meant availability of the

patients’ written and verbal health information.
The first thought in a hospital is that not

everybody should hear about my matters.

1:24 (number of the code in ATLAS.ti
6.1 program)

The informational privacy concerns how I’m
able to control the information about me that

is spread around the hospital. 16:95
The expectations on confidential communication
in the recovery room varied between the patients.

Some of the patients representing the other end of

the continuum considered informational privacy

as an unconditional principle, which should not

be violated under any circumstances. They found

confidential communication especially important

in relation to hospital roommates, their acquain-

tances, and with patients representing the oppo-
site sex. However, the patients were ready to

balance informational privacy in relation to

patient safety. The acuity of care entitled health

care professionals to compromise confidential
d the promoting factors in the recovery room. Printed
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communication. The patients perceived that

health care professionals had to exchange informa-

tion about the patient to ensure safe patient care,

for example, during a life-threatening situation,

although other patients could hear the discussion.
Obviously, confidentiality of patient informa-

tion doesn’t matter if I’m dying. The situation

makes a difference. If you are really fighting

for your life, then it does not matter. 7:126
Confidential communication was not a priority for

all the patients in the recovery room. This neutral

attitude was ascribed to the fact that the patients

did not consider their ENT diseases to be very sen-
sitive or serious. If they had had more sensitive or

serious issues, such as an incurable illness, they

would have liked to receive the information pri-

vately, not in the recovery room.
If you’d have some sensitive illness, maybe

you’d take it differently. Maybe an incurable

illnesswould influence it, if you are really seri-

ously ill. Thenyou’dneedmoreprivacy.11:60
Access to written patient information was ex-

pected to be limited only to the health care profes-

sionals taking care of the patients. The patients

held health care professionals responsible for ob-

taining the necessary information concerning pa-

tients’ care to secure patient safety. The patients

allowed access to their health information also to

the health care professionals who were not
directly involved in their care if it benefited their

care. They described it as a chance to get a second

opinion. However, the patients did not consider it

acceptable for any of the health care professionals

to search for irrelevant, possibly stigmatizing infor-

mation, such as psychological or gynecologic

problems, in regard to their current care.
If there were for example psychological prob-

lems in the patient’s history, it would be un-

pleasant if these were dragged out and would

affect the care you get later. They should not

prejudice or stigmatize you. 16:1
Selective sharing of patients’ own health informa-

tion helped them to create a positive image of
themselves in relation to the other patients. This

positive image on its part supported the patients’

integrity and dignity in the recovery room. On

the other hand, sharing of own feelings and expe-

riences with other patients was seen as part of the
hospital care.
The other patients are not allowed to hear

my patient information. I create an image of

myself and let the others hear what I want

them to hear. 5:82

In my case, there is no such information (se-
cret), you hear it in the patient room anyway.

I think it belongs to the hospital that you

discuss with the other patients about your

disease history. 11:58
The patients described the access to their own

health information as a prerequisite for the control
of patients’ informational privacy. Although many

of the patients were especially interested in what

the doctor had written in their medical records,

they did not want to explore this information in

the recovery room. They did not feel capable of

reading or receiving detailed information immedi-

ately after the operation.
Patients’ Perception of the Realization of
Informational Privacy in the Recovery Room

REALIZATION OF INFORMATIONAL PRIVACY
CONTROLLED BY HEALTH CARE PRO-
FESSIONALS. On the basis of the patients’

experiences, the realization of confidential commu-
nication varied. The discussions with the patient

were often done anonymously, and the content

mostly concerned postoperative pain and the pa-

tient’s overall well-being after the operation. Some

of the patients had not heard any sensitive patient

information in the recovery room, whereas others

had been able to hear about the other patients’

operations and medical history, and at times, to
identify the patient. Hearing of other patients’

health information was perceived as embarrassing.

Opinions were divided concerning disclosure

of patient’s name or identification number. Some

of the patients thought that addressing them by

name was natural and that identifying the right

patient was more important than protecting
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identity. Others worried about the disclosure and

possible misuse of their name and identification

number.

Confidential access to patient health information
was perceived to be properly realized in the recov-

ery room. The patients perceived that only the

nurses and the physicians taking care of them

had read their health information in the recovery

room.

REALIZATION OF INFORMATIONAL PRIVACY
CONTROLLED BY THE PATIENT. The patients

limited the sharing of their health information

verbally in the recovery room. They refrained

from asking questions about their current condi-

tion to limit disclosure of their health information

to the other patients.

Access to one’s own health information in the

recovery room was ensured by receiving verbal

information from the health care professionals.

The patients were interested in whether the

operation had been successful and if everything

had gone well. Several patients were also inter-

ested in physiological measures such as blood
pressure, heart rate, or their blood sugar level.

The patients perceived they had received

enough verbal information about their health

in the recovery room.

Factors Promoting Informational Privacy in
the Recovery Room

The factors promoting informational privacy were

divided into three subcategories: factors related to

(1) health care professionals, (2) patients, and (3)
environment (Figure 2).

Promoting factors related to health care profes-

sionals consisted of positive attitude and knowl-

edge of informational privacy and personal

interaction with the patient. Health care profes-

sionals’ positive attitude and knowledge of infor-

mational privacy was perceived to be the
foundation of its realization. The patients trusted

that health care professionals obey the laws, orga-

nizational regulations, and their ethical guidelines

concerning informational privacy. They assumed

that health care professionals gained knowledge

of informational privacy from their training and up-

dated it regularly.
It is not about some big structural changes or

maneuvers. It is merely the attitude of the

healthcare professionals. It has a major role

in this matter. 7:131
Personal interaction between nurses and patients

promoted informational privacy in the recovery

room. The nurses working in the recovery room
came to the patient’s bed and used an appropriate

voice to discuss with them.
I have noticed that the nurses here are very

special, or they have learned to use their voi-

ces so that you feel they talk to you very

personally. 1:90
Promoting factors related to the patients consisted

of patients focusing on themselves, controlling the

discussion of their health information, and knowl-

edge about informational privacy protection. The

patients focused on themselves and did not pay

attention to the other patients in the recovery

room. Some of the patients had difficulties hearing
or seeing as they did not have their hearing aid or

eyeglasses with them. This shut out the presence

of the other patients even more. They also

described that good manners prevented them

from listening to the other patients’ information.

The same kind of solidarity behavior was expected

from the other patients.
After the operation, everybody is so focused

on oneself, you aren’t interested in other

peoples’ issues. 4:3
A few patients thought they could control the

health care professionals’ discussions of their

health information by forbidding them to do so.

However, this would have required them to be

awake and to have enough courage to express

their opinion to nurses. Some of the patients
perceived they could have contributed more to

the implementation of informational privacy in

the recovery room if they had known how it was

protected in the hospital.

Promoting factors related to the environment con-

sisted of barriers of hearing and seeing, rules of so-

ciety, and the electronic patient data system.
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Barriers of hearing and seeing indicated sufficient

distance between patient beds, screens, sound-

proof spaces, and limited entry to the recovery

room. Sufficient distance and the screens between

the beds in the recovery room prevented patients
from seeing each other and prevented them from

linking the health information to the right patient.
They seemed to use screens in the recovery

room and in here (the ward room). You get
a feeling of a personal space. 1:56
The patients suggested that nurses should have a
soundproof office where they could discuss pa-

tient issues, for example, consult the doctor.

They also suggested soundproof areas where

health care professionals and patients could have

personal discussions.
Space design is something you could pro-

mote. As I said, the curtains are quite cheap

investment, and if the nurses had some

kind of a soundproof box, where they could

do the telephone calls like ‘‘Mrs. Smith is

ready to be picked up from the recovery

room.’’ Then nobody knows who is it, the
names will not be disclosed to the others.

6:82
Limited entry to the recovery room made the pa-
tients assume there were no outsiders. They also

assumed that the nurses controlled the access to

the patients’ medical records from any irrelevant

people in the recovery room.
I don’t believe that anyone not belonging to

the staff could even have access to the recov-

ery room, nobody could get in there unno-

ticed. 1:49
Rules of society referred to the legal, ethical, and

organizational regulation on informational privacy

and the sanctions of breaking the rules. The

patients perceived that these rules promoted pa-
tients’ informational privacy. In addition, the use

of a checklist was suggested to ensure that infor-

mational privacy was maintained in the recovery

room.
The patients perceived that an electronic patient

data system, which was not in use at the time of

the study, would promote informational privacy.

It was assumed to hinder outsiders from handling

patients’ health information as the person who ac-
cessed them could be tracked afterward.
I have understood that it can be seen that you

have read someone’s patient health informa-

tion even though you are not taking care of

that patient at the time. 7:110
Discussion

This study suggests that patients’ perspective of

informational privacy in the recovery room relates

to the control of their health information. This con-

trol is maintained by both health care professionals

and patients. The concept of control emerged

because the patients described informational pri-

vacy not only as protection of their health informa-
tion, but also as their active role in having access to

it and making decisions about the disclosure of it.

The concept of informational privacy evolved with

the results of this study. This study extends patients’

former perceptions of the concept, confidenti-

ality,22,33-35 and access to health information,33,36,37

to also encompass patients’ active role in making
decisions about the disclosure of their health

information.

Patient safety was seen as a factor that in life-

threatening situations overrides informational pri-

vacy. This point of view could have emerged

because of the patients’ acute situation after a surgi-

cal procedure. Privacy as a situational concept14,38

can also be seen in this. The patients’ desired level

of privacy differed depending on how they were

coping postoperatively. Health care professionals’

high ethics and knowledge of informational

privacy are especially highlighted in situations

where patients lower their expectations for

privacy because of their own safety, as was noted

in this and an earlier study.4

Health care professionals’ confidentiality in their

clinical practice, especially in verbal communica-

tion, was seen as a major contributor to the realiza-

tion of informational privacy in the recovery room.
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This supports the earlier research conducted in

emergency departments and medical and surgical

wards.4,21,22,33,39,40 In this study, the patients

were mostly satisfied with confidential

communication. Health care professionals’
careless disclosure of patient health information

has been reported earlier in emergency and

oncology wards and primary care.8,11,37 The

satisfaction with confidential communication

seen in this study may be explained by patients’

good satisfaction level with their care in the

recovery room. In addition, sensitive issues

that should be discussed privately4,41 were not
discussed in the recovery room.

Confidential access to patient health information

was perceived to be well realized in the recovery

room. Medical records on a table by the patient’s

bedside did not expose confidential health informa-

tion to other patients in the recovery room, unlike

in an earlier study.37 This is probably because in the
recovery room, patients normally stay in bed as

opposed to primary care setting where they can

move more freely. Patients trust the health care

professionals, also those not directly involved in

their care, in the recovery room, as also seen in

earlier studies.3,36,39,42-46 This trust the patients

express in health care professionals indicates that

professionals have managed to preserve the
ethical demands implemented into the

profession. However, this trust did not concern

stigmatizing information, as indicated also in

earlier studies.33,42,45 This suggests that health

care professionals’ confidential access to patient

information also remains important to patients.4

Patients’ awareness and active role in controlling
their health information seem to be increasing. Pa-

tients limited the sharing of their health informa-

tion, which has also been presented in earlier

studies.3,4,11,22,33,47 Access to their own

information was seen as a prerequisite to being

able to control its future disclosure in health care

in this study. Limiting of the sharing of health

information may cause risks to patient care.
Patients are not always able to evaluate which

information is relevant for their treatment, which

is why health care professionals have to maintain

their trustworthiness to preserve patients’

confidence in them. Their health problems may

also remain unnoticed as a result of limiting the
sharing of their health information, as shown also

in an earlier study of former hospital patients.4

Environmental factors, such as sufficient distance

and screens between the patients, played an
important role in promoting patients’ informa-

tional privacy in this study. Previously, patients

have found curtains to be an insufficient protec-

tion for informational privacy in conversa-

tions.4,10,11 Because environmental limitations

make providing private space in the recovery

room difficult, using all the available means to

secure informational privacy is important.
Information technology, for example, electronic

patient data systems, offers health care

professionals new opportunities to confidential

communication about patient health information.

These possibilities of architecture should also be

exploited. Some intensive care units have glass

walls, which are bright on top and dimmed at

the bottom. These kinds of walls could provide
the patients more privacy in the recovery room

as shown in the earlier studies in the emergency

units.10,11

Limitations

The limitations of the study have to do with credi-

bility, dependability, and transferability.48 Credi-

bility of the study relates to the focus of the

phenomenon of interest and how well the data

and analysis processes manage to obtain relevant

information.48 Lack of a universal definition of

the concept of informational privacy made the
development of a structured interview guide chal-

lenging; therefore, a semistructured interview

guide with an inductive approach was chosen.

In vivo coding and the indigenous concepts used

in data analyses aimed to remain loyal to the

patients’ voice and resulted in an extended

description of the concept compared with earlier

studies, which had mainly focused on confidenti-
ality. General anesthesia and other sedative medi-

cation could have had an impact on the patients’

recall and may have affected the credibility of the

findings.

Dependability48 of the interviews was assured

with the semistructured guide. This helped to

maintain the structure and focus of the interviews
in informational privacy but allowed additional
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questions at the same time. The researcher is

familiar with ENT diseases and recovery room

nursing. This helped her to interpret the patients’

descriptions of the events in the recovery room

and separate those from the events in the postop-
erative wards.

The transferability48 of the study has certain limita-

tions. The lack of young, especially female pa-

tients, in the study may have affected the results

because they have the highest expectations for pri-

vacy in the hospital.6,33,45 The youngest

participant in the study was 20 years old,
whereas the others were aged between 36 and

83 years. ENT diseases were also found to be

quite a nonsensitive illness entity. More sensitive

health problems may result in more critical views

on informational privacy.
Conclusions

This research has shown that means are needed to

protect patient health information in the recovery

room, especially from the other patients. There is a

gap between informational privacy regulation and

its realization. Realization of informational privacy

affects patient safety if patients do not have the

courage to share their health information with

the health care professionals. Hospital architec-
ture and the lack of privacy because of the demand

of continuous observation of patients pose chal-

lenges to informational privacy in the recovery

room. The capabilities of electronic patient re-

cords and technological solutions (eg, mobile ap-

plications) in patient information transmission

between health care professionals and architec-

tural solutions should thus be advanced.
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