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To all nurses

What is essential is invisible to the eye, it is only
with the heart that one can see rightly.

Antoine de Saint-Exupéry, The Little Prince
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1. INTRODUCTION

Ethical issues are an inevitable part of nursing care. Patients have the right to
receive safe, high-quality and ethical care at all times. Nursing care, as an auto-
nomous value-based practice, is primarily based on the individual needs of the
patients (Fowler, 2024; Thompson et al., 2006). However, nurses work in a rapid-
ly developing and efficiency-oriented environment (Kieft et al., 2014) and col-
laborate with various parties, whose perspectives towards care situations may be
controversial (Gaudine & Thorne, 2012; Kélvemark et al., 2004; Thompson et
al., 2006). Therefore, nurses cannot always provide care for patients consistent
with the core values of nursing (Rassin, 2008; Shahriari et al., 2013) and face
ethical issues (Gaudine & Thorne, 2012; Redman 2000; Wlodarczyk D, 2011).

While ethical principles of nursing are consistent and have persisted and ex-
pressed in ethical codes for nurses for decades across most cultures (American
Nurse Association, 2015; International Council of Nurses, 2021), their practical
application and interpretation are shaped by the specific sociocultural context
(Kangasniemi et al., 2015; Ludwick & Silva, 2000; Rainer et al., 2018; Wros et
al., 2004). Consequently, ethical issues are context-sensitive phenomena, depen-
ding on nurses working in clinical, organisational and societal contexts (Kangas-
niemi et al., 2015; Ludwick & Silva, 2000; Wros et al., 2004), which are in con-
stant change (Jameton, 1984; Liitzén, 1997; Thompson et al., 2006). According
to Jameton (1984) widespread social changes increase health needs, force
advancements in healthcare, evolve understanding of health and illness and in-
fluence the expectations of patients and healthcare professionals. Emphasis on
patients’ rights has been growing, but at the same time, the shortage of nurses has
increased, as has the importance of cost-effectiveness. Crises, which significantly
disrupt the functioning of healthcare, such as the latest most extensive global
health crisis, the COVID-19 pandemic, exacerbate existing ethical issues and
introduce new ones (World Health Organisation, 2020) such as nurses’ fear for
their own and their loved one’s safety (Hsin & Macer, 2004). Such situations
inevitably cause shortcomings in care provision and therefore also ethical issues
for nurses. Changes in the societal and clinical context raise questions for nurses
on how to provide ethical care (Jameton, 1984; Thompson et al., 2006).

Ethical issues, especially ethical conflicts can be a considerable threat in
nursing. Problems that cause ethical issues for nurses, such as, lack of patient
autonomy or indifference towards patients’ needs and preferences, affect the care
quality and safety and place heavy emotional and mental burdens on nurses
(Ulrich et al., 2010). This can lead to moral distress, anxiety, compassion fatigue
and depression and can decrease job motivation, attentiveness and commitment
to patients (Thorne, 2010; Ulrich et al., 2010). Exhausted and burned-out nurses
are less able to provide attentive, empathetic and patient-centred care to patients.
This is an additional danger to care quality and safety and promotes new ethical
issues (Gustafsson & Hemberg, 2022; McAndrew et al., 2018). Consequently,
nurses may leave their jobs or profession (Gaudine & Thorne, 2012; Gustafsson
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& Hemberg, 2022), which is a serious threat to the shortage of nurses, including
in Estonia (Kiivet et al., 2013).

To maintain safe, human-centred, and high-quality care, it’s crucial to conti-
nuously and multidimensionally study ethical issues in nursing. The expected
outcomes of this study are relevant for clinical practice, healthcare management
and policy, and nursing education. Understanding ethical issues and the context,
in which they emerge, allows to identify shortcomings and deficiencies in clinical
practice, that contribute to the ethical issues and affect the quality and safety of
care. To enhance understanding of ethical issues and their associated conditions,
and to ensure the provision of ethical care for patients, it is crucial to consider the
factors that contribute to ethical issues for nurses. International research on ethi-
cal issues in nursing care, including during the COVID-19 pandemic, has grown
extensively during recent years (Beheshtaeen et al., 2023; Falc6-Pegueroles et al.,
2023; Gebreheat & Teame, 2021; Oh & Gastmans, 2023; Silverman et al., 2021;
Villaetal., 2021; Yasin et al., 2023). However, there is still a continuing need for
further research to enhance existing knowledge, especially in Estonia, where
knowledge in this field is missing. Regarding ethical issues during the COVID-
19 pandemic, there is so far a lack of comparisons between nurses working in
different contexts at various stages of the pandemic. Such comparisons are es-
sential to deepen our understanding of that complex and dynamic phenomenon
of ethical issues. The findings of this study help to highlight the significance of
ethical issues concerning the quality and safety of care, understand and prevent
ethical issues in nursing and prepare for the provision of good and sustainable
care in future health crises.
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2. LITERATURE REVIEW

2.1 Ethics and ethical issues in nursing

2.1.1 The ethical foundation of nursing

Ethics has been a fundamental part of nursing care from the very early days to
the contemporary nursing profession (Bishop & Daly, 1995; Jameton, 1984;
Thompson et al., 2006). Ethics of nursing, which evolved originally as a part of
the formally recognized profession in the early 1900s (Bishop & Daly, 1995),
express the basic values of a humanistic society and human rights (The Universal
Declaration of Human Rights [UDHR], 1948). The core values of contemporary
nursing care have been emphasized by professional nursing associations in the
codes of ethics for nurses from the early 1950s and are essential for ensuring
ethical practice, safeguarding patients’ rights, and maintaining the integrity and
reputation of the nursing profession (ANA, 2015; ICN, 2021). The most im-
portant deontological values of nursing are related to patient well-being and
caring for patients, including human dignity, social justice, equality, individua-
lity, altruism and autonomy (Rassin, 2008; Thompson et al., 2006). Additionally,
values such as promoting the health of society, professional competency, auto-
nomy and accountability are more and more addressed in nursing ethics (Rassin,
2008; Shahriari et al., 2013). Since the formation of bioethics in the 1970s,
nursing ethics is strongly influenced by its principles, which include autonomy,
beneficence, non-maleficence and justice (Beauchamp & Childress, 2019).
However, from the middle of 20" of century, nursing ethics has been addressed
as substantially more than deontological principles and competencies. From a
virtue ethical perspective, nursing as moral practice is not doing something but
rather being a nurse as a whole (Bishop & Scudder, 1990; Fowler, 2024). More-
over, influenced by feminist ethics and philosophical works the ethics of care in
nursing emphasizes compassionate, empathetic, and patient-centred care priori-
tizes relationships, individual needs, and the well-being of patients within their
unique contexts (Lachman, 2012).

Patient care is expected to follow high clinical, quality and ethical standards
(Kangasniemi et al., 2015; Limentani et al., 1999; Thompson et al., 2006). At the
same time, the healthcare field tends to be quite rigid with an internal hierarchy,
highly standardised and economically more and more productivity-oriented
(Kieft et al., 2014). All healthcare professions are dedicated to helping people,
but the understanding of morally good and valuable action can vary from the
perspective of different professions (Redman & Fry, 2000) and different ethical
reasoning (Thompson et al., 2006). Nursing care, as an autonomous value-based
practice, is primarily based on the individual needs of the patients (Fowler, 2024;
Thompson et al., 2006). Nursing ethics and its core values guide nurses deonto-
logically in making ethical decisions and providing compassionate patient-
centred care (Thompson et al., 2006). Public-health ethics on the other hand
prioritises utilitarian ethics and values the interests of the community (Childress
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et al., 2002). To address the complexities of modern, team-based care and to
reflect a commitment to fostering ethical, collaborative environments that en-
hance both professional integrity and patient care, in recent years, interprofes-
sional ethics in healthcare has developed significantly (Engel & Prentice, 2013).

2.1.2 The sociocultural context for nursing in Estonia

The ethical foundation and values of nursing are similar in most cultures, but the
practical meaning and interpretation of globally accepted values are influenced
by the overall sociocultural context (DeKeyser Ganz & Berkovitz, 2011;
Kangasniemi et al., 2015; Ludwick & Silva, 2000; Liitzén, 1997; Rassin, 2008;
Shahriari et al., 2013; Thompson et al., 2006; Verpeet et al., 2003; Wros et al.,
2004). As a specific sociocultural context for nursing and ethical issues in nursing
in Estonia, the historical (Ernits et al., 2019; Pop-Eleches & Tucker, 2011), demo-
graphical (Estonian Ministry of Social Affairs, 2021; Kaelep et al., 2020; Themas
et al., 2015) and legal (Kdrran et al., 2008; Lai et al., 2013) position of Estonia as
one of the post-Soviet countries has been in many ways different from other
Western countries, a group to which it now belongs after its rapid development
since re-independence (Ernits et al., 2019; Korran et al., 2008). During the Soviet
era (1944-1991), nursing in Estonia was considered inferior to medicine, with
low professional status. Nurses received education in technical schools after
completing primary school and served primarily as executors of doctors’ orders.
They had minimal opportunities for independent action and effectiveness, speed
and technical skills were assumed instead of an individualised approach and
quality of care (Ernits et al., 2019). Patients’ relations with healthcare professio-
nals were also based on paternalistic principles, where the professionals had
power and decision-making rights over the patient’s life and health.
Contemporary nursing education in Estonia is based on the Bologna decla-
ration and corresponds to the EQF6 level (The European Qualifications Frame-
work [EQF], 2017). National nursing association (Estonian Nurses Union) and
nurses have adhered to the code of ethics of International Council of Nurses
(ICN) since 1996 and can work as independent healthcare providers (Ernits et al.,
2019). Majority of approximately 8500 of Estonian’ nurses are working in public
hospitals (National Health Foundation). Many nurses work with more than full-
time workload, however, official statistics does not reflect the true extent of the
problem. Important reasons for overload are relatively low salary and scarcity of
workforce (Healthcare Trends in Estonia, 2022). 97% of nurses are woman, with
the average age 46 years (National Health Foundation). The gender distribution
in nursing is even more inclined towards women in Estonia than the average
across the OECD countries (OECD, 2020). The scarcity of nursing workforce is
especially acute problem in Estonia. Based on the OECD, there is six nurses
working per 1000 inhabitants and less than two nurses per one physician, which
places country to the end of the list of the ranking among OECD (OECD, 2021).
Nowadays, patient-centredness is a leading international principle in Estonia’s
healthcare system (Estonian Ministry of Social Affairs, 2021; Lai et al., 2013).
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Estonia has mandatory social health insurance system, based on solidarity since
1991 (Health Insurance Act of the Republic of Estonia, 1991) and patients mostly
do not have to pay for the services. Since 2002, patients’ rights have been pro-
tected by legislation and international agreements, ensuring patients are involved
in decisions about their health, with rights to informed consent, confidentiality,
and privacy, while also being required to provide relevant health information to
professionals (Law of Obligations Act, 2001; World Health Organization-
Europe, 1994). Patients also have the right to file complaints about malpractice,
substandard care, or limited access to services (Habicht et al., 2018). However,
the protection of patients’ rights is still weak in practice (Lai et al., 2013). As the
legacy of Soviet era, 24% of population in Estonia speak Russian as an addition
to native Estonian speakers. From the religious background, Estonia is rather
secular country, where majority of population declare themselves as not fol-
lowing any religion. (Statistics Estonia, 2022.)

2.1.3 Ethical issues in nursing

Although nursing is considered a moral practice (Bishop & Scudder, 1990), there
is an ethical paradox involved in nursing care. All patients have right for ethical
care, but at the same time, ethical issues are frequent in care when different parties
strive to fulfil their needs, goals, and objectives in the delivery of care (Gaudine
& Thorne, 2012; Kélvemark et al., 2004; Thompson et al., 2006). Nurses have
close and long-term contact with patients and their loved ones. At the same time,
they work in a rapidly changing and complex field. They cannot always adhere
to professional values and principles in daily practice and may therefore expe-
rience different ethical issues (Falco-Pegueroles et al., 2016; Falco-Pegueroles et
al., 2015; Gaudine et al., 2011; Gaudine & Thorne, 2012; Redman & Fry, 2000).
Ethical issues, especially ethical conflicts, have an adverse effect on nurses’
motivation and job satisfaction and foster burnout, depression and resignation
from the job (Falco-Pegueroles et al., 2016; Gaudine & Thorne, 2012; Thorne,
2010). Consequently, they affect the quality and safety of care (Kieft et al., 2014;
Kutney-Lee et al., 2009). Ethical issues in nursing reflect shortcomings and defi-
ciencies in patient care, teamwork and management, which are a source of ethical
issues for nurses. Therefore, they work as markers of the quality of care.

The concept ethical issue in nursing, also ethical concern, challenge, difficulty
or problem, is often not specifically defined (Rainer et al., 2018; Thompson et al.,
2006). Different concepts that refer generally to questions about what is right or
wrong and how to adhere to ethical principles in patient care (Ulrich et al., 2010)
have been used interchangeably and existing definitions are challenged (Fourie,
2015). Ethical issues may lead to ethical or moral conflict, a clash or contradiction
between opposing values, principles or beliefs without a good solution (Thomp-
son et al., 2006). Andrew Jameton (1984) described ethical conflict in nursing as
moral dilemma, moral uncertainty, and moral distress (MD). According to
Jameton, a moral dilemma consists of choosing between two conflicting ethical
principles or actions, both of which have significant moral consequences. Moral
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uncertainty is the state of being unsure about what moral principles, values, or
actions are correct or most justified in a given situation. Moral distress in nursing
is knowing the ethically appropriate action to take but feeling constrained from
acting due to institutional, legal, or interpersonal barriers. Moral outrage was
later added to those three by Judith Wilkinson (Wilkinson, 1987). According to
Liu et al (2022) ethical conflicts are emotional reactions to morally challenging
situations arising from conflicting values, competing interests among stake-
holders, and unclear obligations within nursing practice. However, the scientific
literature on the topic is characterised by the use of different concepts inter-
changeably, and the search for conceptual clarification is still ongoing and
existing definitions are challenged (Fourie, 2015).

Ethical issues and the way they are interpreted and understood are context-
sensitive and related to different aspects that influence healthcare providers,
politics, nurses, patients and larger communities (DeKeyser Ganz & Berkovitz,
2011; Leuter et al., 2012; Rassin, 2008; Toliusiene & Peicius, 2007). Socio-
cultural and historical context, the influence of economic and societal changes
(Bortoluzzi & Palese, 2010) and health crises influence ethical issues. In addition
to specific aspects relevant on a clinical level, these aspects include the status of
the profession in society, legislation and regulation steering the profession
(Kangasniemi et al., 2015; Liitzén, 1997). These contextual aspects influence
ethical issues, but also the way ethical issues are interpreted and understood
(Kangasniemi et al., 2015; Liitzén, 1997).

An important number of ethical issues in nursing are related to the violation
of patients’ rights, preferences, or well-being. Ethical issues often arise when
nurses are unable to safeguard patients’ rights or provide the highest standard of
care. (Falco-Pegueroles et al., 2015; Gaudine et al., 2011; Gaudine & Thorne,
2012; Haahr et al., 2020; Pavlish et al., 2011; Ulrich et al., 2010.) This may be
due to situations where a patient’s autonomy and privacy are compromised
(Fernandes & Moreira, 2013; Haahr et al.,, 2020; Park et al., 2014), their
preferences are disregarded or communication with patients and their families is
inadequate (Falco-Pegueroles et al., 2016; Gaudine et al., 2011; Pavlish et al.,
2011; Ulrich et al., 2010). Numerous ethical issues emerge when providing care
for patients with diminished decision-making capacity, particularly at the end of
their lives (Kisorio & Langley, 2016; Pavlish et al., 2011; Rainer et al., 2018).
Additionally, treating patients paternalistically or unequally based on their social
background has been a source of ethical issues in nursing (Varcoe et al., 2012).
Important factors forcing ethical issues in nursing also include the shortage of
human resources (Haahr et al., 2020; Henrich et al., 2016; Leuter et al., 2012;
Ulrich et al., 2010) and an excessive workload which prevent nurses from
providing care according to established standards and their ideal of a good nurse
(Haahr et al., 2020; Varcoe et al., 2012; Wlodarczyk & Lazarewicz, 2011).
Nurses’ lack of knowledge and skills is a source of ethical issues by compro-
mising patient safety, autonomy, confidentiality, advocacy, and professional
accountability (Gaudine et al., 2011; Rainer et al., 2018; Varcoe et al., 2012). The
professional opinions of nurses are not always respected within healthcare teams
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and on an organisational level (Henrich et al., 2016; Kisorio & Langley, 2016;
Wilson et al., 2013). Hierarchy and poor teamwork can impact their roles and
autonomy in teams, and their willingness to express their beliefs and values in the
work process (Gutierrez 2005; Lievrouw et al., 2016).

2.2 Nursing, crises and ethics

Professional nursing was born in wars and from the early days of nursing, crises
have been challenges nurses must face (Fletcher et al., 2022). The meaning of
crisis still remains ambiguous because it is context-dependent, varying across
disciplines, and can refer to both subjective experiences and objective events,
each with differing interpretations and thresholds of severity. Crises disrupt the
status quo, creating opportunities for transformation but also exposing vulner-
abilities. (Abdelrahman, 2022; Dafermos, 2024; Lawrence et al., 2024; Nteka,
2021.) The word crisis originally in Greek meant time to make decision, not
necessarily something extraordinary or dramatic, although those events also re-
quire decisions. Commonly the word crisis has been used in nursing to refer
to some important, major events and turning points (Thompson et al., 2006).
According to Andrew Jameton (1984), the healthcare system is in constant crisis
as a process of broad social changes. It includes increased health needs, especially
regarding chronic diseases, changed meaning of health and illness, expectations
of patients and health professionals, development in healthcare technology and
patients’ rights, inequalities, and scarcity of resources, which have shaped care
provision during the last decades. Thompson with colleagues (2006) described
that a crisis with feelings of frustration has caused chaos for both community
members and health professionals (Thompson et al., 2006). Both Jameton (1984)
and Thompson with colleagues (Thompson et al., 2006) also argue that these
changes have challenged traditional values and principles of healthcare. Changes
in healthcare and in society continue to occur nowadays, which places healthcare
and nursing work in constant crisis, which therefore seems to be a normal part of
the work (Abdelrahman, 2022; Lawrence et al., 2024). However, these changes
have taken time and have progressed over the years enabling stakeholders to
adapt them to some degree.

Crises due to disasters like epidemics and pandemics, natural and mankind
disasters, terrorist attacks and wars hit countries and regions suddenly and un-
expectedly. Their influence on society and care provision can be tremendous and
multifaceted. In that sense, the crises are a sudden and significant process that
cause disruption or disturbance in the normal functioning of a system. They have
severe social, economic, environmental or organisational consequences which
have a destructive effect on people that requires immediate and effective
intervention to prevent substantial negative outcomes. (Abdelrahman, 2022;
Lawrence et al., 2024.) In the healthcare system, important causes of crises are
related to the scarcity of resources and increased need for care, which affect
the continuity of care (Nteka, 2021). Increased needs exceed the capacity of
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outpatient facilities, emergency departments (ED), hospitals and intensive care
units (ICU) and can result in severe shortages of staff, space and supplies. In
addition, they cause serious consequences for patient outcomes (Hick et al., 2020;
Minnesota Department of Health, 2021), social security and economy (Abdel-
rahman, 2022). Such events often consist of several crises, that are interrelated
and affect each other. This has enhanced the understanding of crises as polycrisis
(Lawrence et al., 2024). The COVID-19 pandemic, one of the most extensive
recent crises that the global community has witnessed (Buheji & Buhaid, 2020;
Clari et al., 2021; Llop-Gironés et al., 2021; LoGiudice & Bartos, 2021), cor-
responds to all characteristics of polycrisis (Lawrence et al., 2024).

Crises standards of care (CSC) need a different approach from those used in
the provision of care regularly. Traditional deontological patient-centred care
may not be completely achievable due to the discord between needs and resource
capacity (International Council of Nurses, 2019; Leider et al., 2017). To manage
a crisis and its consequences, the focus is placed on a utilitarian approach and
maximising values regarding the safety and well-being of communities, priori-
tising population health over individual outcomes. Regulatory requirements are
adjusted to protect healthcare providers making resource allocation decisions, and
triage models are modified to cope with scarce resources. (International Council
of Nurses, 2019; Johnstone & Turale, 2014.) Fairness, equity, duty to care, trans-
parency, proportionality consistency and trust are still important values of care,
but more on population level, less on individual level (Institute of Medicine
(US)...., 2009). However, a pandemic demands systematic and sustained under-
standing and application of ethical standards for providing care in terms of scarce
resources (Minnesota Department of Health, 2021). Therefore, different countries
established or revised also ethical recommendations for providing care during the
COVID-19 pandemic (Minnesota Department of Health, 2021; Riccioni et al.,
2020; Sutrop & Simm, 2020). The main criteria for prioritising patients were
related to their prognosis and age. Caring for and respecting human dignity and
the patient’s wishes remained important, together with good palliative care and
involvement of patients, their loved ones and healthcare staff in decision-making
processes. (Riccioni et al., 2020; Sutrop & Simm, 2020.)
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2.3 The impact of the COVID-19 pandemic
on nurses’ work and ethical issues

2.3.1 The progress of the COVID-19 pandemic and the response
in Estonia and Italy

Although the COVID-19 pandemic affected healthcare systems globally, it in-
fluenced countries differently. In Estonia, the first wave started later than in many
other European countries and progressed much less aggressively (European
Observatory on Health Systems and Policies., 2020). This resulted in infection
rates and a death toll (approximately 48 per 1 million inhabitants) that was among
the lowest in Europe (World Health Organisation), with an adequate level of
accessibility to hospital beds, especially to intensive care (Bauer et al., 2020).
Still, at the beginning of the pandemic, there was a scarcity of COVID-19 tests,
which led to selective testing with a focus on symptomatic people and the elderly
(European Observatory on Health Systems and Policies, 2020). A year later,
during the second wave in March 2021, Estonia had the world’s highest rates of
infection (LETA/BNS/TBT, 2021), while daily numbers increased more than
tenfold, from 134 to almost 2000 confirmed cases per day, compared to the
previous year (World Health Organisation).

Differently from Estonia, Italy was the first European country to be hit by
the COVID-19 and one of the countries, in which the pandemic progressed most
severely, especially in Northern Italy (Ferrante, 2022; Indolfi & Spaccarotella,
2020). The spread of infection started at the beginning of February 2020, reaching
more than 4000 cases and a death rate close to 600 per million inhabitants during
the first wave (Ferrante, 2022; World Health Organisation, n.d.). This affected
the functioning of the healthcare system heavily, causing overcrowding in hospi-
tals and a lack of hospital beds, especially intensive care beds (Nacoti et al.,
2020), PPE and tests (Capuzzo et al., 2022).

To respond to the situation and avoid worse scenarios, the governments of
both countries established different restrictions step-by-step, including require-
ments for social functioning, extensive testing and isolating positive cases and
contacts (European Observatory on Health Systems and Policies, 2020; Ferrante,
2022). Additionally, to prevent the spread of infection and to maintain the
functioning and continuity of the healthcare work as a whole was reorganised
extensively. This included restricting visits to hospitals and care homes, post-
poning or cancelling scheduled work, and setting up special COVID-19 depart-
ments in hospitals and in primary care. (Bauer et al., 2020; Sutrop & Simm,
2020.) Both countries also established ethical recommendations for providing
care with a scarcity of resources. The prognosis of treatment success and future
quality of life were determined as the main criteria for treatment decisions in
those in both countries (Riccioni et al., 2020; Sutrop & Simm, 2020). In addition,
caring, human dignity and patient autonomy were prioritised in recommendations
in Estonia (Sutrop & Simm, 2020), while age, good palliative care and involving
patients, their loved ones and healthcare staff in the decision-making process
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were emphasized in Italy (Riccioni et al., 2020). Mutual support between health-
care personnel and care institutions was highlighted in both guidelines (Riccioni
et al., 2020; Sutrop & Simm, 2020).

2.3.2 Nurses’ work during the COVID-19 pandemic

The pandemic increased nursing time, working hours and the workload of nurses
significantly (Batassini & Beghetto, 2024; Bruyneel et al., 2021; Falk et al., 2022;
Galehdar et al., 2020). The workload increased due to both a higher number and
a greater workload per nurse (Hoogendoorn et al., 2021). It increased especially
in the ICU, where an extensive number of patients with COVID-19 were treated.
Taking care of patients with COVID-19 was very demanding. Nurses needed to
carry out more intense hygienic procedures, mobilisation, positioning, support for
patients’ loved ones and respiratory care (Batassini & Beghetto, 2024; Hoogen-
doorn et al., 2021), driven by patients’ medical conditions, advanced age and
complex care needs (Asghari et al., 2021; Batassini & Beghetto, 2024; Bruyneel
et al., 2021). Essential nursing activities such as respiratory care, hygienic proce-
dures, mobilisation, positioning (Hoogendoorn et al., 2021), safety and physio-
logical support (Asghari et al., 2021) also became more demanding due to the
complicated condition of patients, isolation requirements and high workload. In
addition to direct patient care, nurses carried out diverse roles in managing the
health crisis and mitigating its consequences. (Arasli et al., 2020; Buheji &
Buhaid, 2020; Thobaity & Alshammari, 2020.)

The COVID-19 pandemic affected all dimensions of nurses’ work and perso-
nal lives, and nurses faced physical (Bruyneel et al., 2021; Kumar & Ranjan,
2020) and mental (Chen et al., 2021; Lai et al., 2020) challenges. Extensive work-
load caused nurses to experience significant levels of stress, anxiety (Galehdar et
al., 2020; Labrague & De los Santos, 2020), exhaustion (Arasli et al., 2020),
fatigue and burnout (Schwerdtl et al., 2020). They had to work on the verge of
exhaustion and adjust to wearing full personal protective equipment (PPE) for
long periods, which caused additional discomfort and hindered communication
with patients and colleagues (Liang et al., 2021; Santos et al., 2021). Nurses were
concerned about the risk of getting infected, as they were frequently exposed to
infected patients. The risk of infection added more stress, especially when PPE
was in short supply. (Liang et al., 2021; Santos et al., 2021.) Many feared bringing
the virus home, leading to increased stress and anxiety (Aydogdu, 2022;
Beheshtaeen et al., 2023; Falco-Pegueroles et al., 2023; Firouzkouhi et al., 2021;
Gebreheat & Teame, 2021; Oh & Gastmans, 2023; Yasin et al., 2023). Some
nurses even isolated themselves from their loved ones to protect them (Villa et
al., 2021). The overall burden of nurses increased also because the majority are
women, who also play a significant role outside their professional life. The
pandemic affected their roles at home and in caring for children and family.
(Lakshmi & Prasanth, 2018; OECD, 2020.)

Healthcare institutions were unprepared to provide care during the pandemic
due to the increased number of patients with complex conditions. It led to a severe
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shortage of resources such as hospital beds, medical equipment, and staff. Lack
of preparedness overwhelmed the system, causing delays in care, insufficient
protective gear, and difficulties in managing critical cases efficiently. (Galehdar
etal., 2020.) Moreover, nurses were not prepared to fight the pandemic (Bruyneel
et al., 2021; Kumar & Ranjan, 2020) since they did not have enough evidence-
based knowledge, experience, skills or relevant training to deal with that un-
expected situation (Galehdar et al., 2020; Kalateh et al., 2021; Labrague & De los
Santos, 2020). The need for upskilling in a short time added to the pressure on
nurses, especially as the pandemic evolved and new treatments and protocols
were introduced (Falc6-Pegueroles et al., 2023). Nurses had to adapt to using new
technologies and remote care, which meant not only less face-to-face patient
interaction but also facing challenges in managing patient care virtually
(LoGiudice & Bartos, 2021).

2.3.3 Ethical issues in nursing during the COVID-19 pandemic

The COVID-19 pandemic changed the care context and nurses’ work signifi-
cantly. Processes that change the care context to such an extent also inevitably
cause ethical issues for nurses. As systematically searched (Appendix 1) research
literature (Appendix 2) shows, nurses faced multiple ethical issues, especially
regarding patient care, professional confidence and nurses’ work in healthcare
teams.

With regard to patient care, it was difficult for nurses to provide sufficient
bedside presence and equal, holistic, individualised and dignified care, especially
at the end of life (Aydogdu, 2022; Falco-Pegueroles et al., 2023; Gebreheat &
Teame, 2021; Oh & Gastmans, 2023). It was difficult to provide equal care to all
patients and nurses realised that they could not provide the same opportunities to
all patients (Falco-Pegueroles et al., 2023; Firouzkouhi et al., 2021). As
prioritising principles were not always clear, it led to uncertainty for nurses, who
they should help (Falco-Pegueroles et al., 2023; Gebreheat & Teame, 2021).
When patients were prioritised mainly based on their age, nurses perceived it as
being discriminative and unfair (Aydogdu, 2022; Falc6-Pegueroles et al., 2023;
Muiioz-Quiles et al., 2022). The autonomy of patients was affected when they
were not able to communicate and participate in their treatment or care plan
(Aydogdu, 2022). In such cases, their preferences and needs were not considered
enough (Aydogdu, 2022; Gebreheat & Teame, 2021). Patients’ privacy was
neglected due to the scarcity of hospital beds and placing too many patients in
one room (Aydogdu, 2022; Falc6-Pegueroles et al., 2023).

From deontological perspective, dignified and holistic care was affected when
hospital visits were restricted on utilitarian ground and this prevented patients
from seeing their families (Aydogdu, 2022; Firouzkoubhi et al., 2021; Oh & Gast-
mans, 2023), and some even had to die without feeling their loved ones nearby
(Aydogdu, 2022; Falco-Pegueroles et al., 2023; Firouzkouhi et al., 2021; Oh &
Gastmans, 2023). Nurses witnessed the suffering of patients who did not have the
usual support of family visits due to restrictions (Aydogdu, 2022). It was also
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against the principles of dignified and holistic care, to not let loved ones to see
their deceased family member and to not treat the dead body with the same
respect as was not normally given (Falcé-Pegueroles et al., 2023). Empathetic
and attentive individual communication, lack of closeness and individual contact
between nurses and patients were affected due to the isolation requirements and
constant use of PPE (Aydogdu, 2022; Falco-Pegueroles et al., 2023; Firouzkouhi
et al., 2021; Mufioz-Quiles et al., 2022; Oh & Gastmans, 2023; Silverman et al.,
2021). With respect to nurses’ professional confidence, this was affected by the
pandemic in many ways (Silverman et al., 2021). Nurses were often put in diffi-
cult positions where they had to make decisions regarding the allocation of
limited resources (Aydogdu, 2022; Falco-Pegueroles et al., 2023). They were
concerned about potentially harming patients and failing to provide adequate care
due to scarce resources, lack of skills, ethical guidance and their fears (Aydogdu,
2022; Oh & Gastmans, 2023). The rapid shift from patient-centred to public-
health-centred care shook the foundation of the nursing profession (Aydogdu,
2022) when they could not help everyone who needed help (Mufioz-Quiles et al.,
2022; Silverman et al., 2021). Nurses felt personal failure, guilt and loss of
professional identity and purpose (Mufioz-Quiles et al., 2022) when they per-
ceived that the care provided was unsafe and below established standards because
of a lack of resources, time and protocols (Falc6-Pegueroles et al., 2023; Oh &
Gastmans, 2023; Silverman et al., 2021) and because of not knowing what the
standards were (Falco-Pegueroles et al., 2023).

Nurses’ professional confidence was affected also due to inconsistencies
between their commitment and duties towards patients and their right for safety
(Aydogdu, 2022; Oh & Gastmans, 2023; Silverman et al., 2021). Nurses were
afraid for the health and safety of themselves and their loved ones while caring
for infected patients. This forced them to find a balance between their duty to care
for patients and their right to feel safe, which influenced their confidence
(Aydogdu, 2022; Beheshtaeen et al., 2023; Falco-Pegueroles et al., 2023; Firouz-
kouhi et al., 2021; Gebreheat & Teame, 2021; Oh & Gastmans, 2023; Yasin et
al., 2023). Nurses professional confidence was also questioned when nurses
struggled with what to share with their loved ones about the pandemic. They were
trusted spokespersons for their loved ones, who needed information related to the
virus and the condition of infected patients. However, for nurses it was unclear
what the relevant information was given the constantly changing nature of the
information and the need to protect their loved ones and the confidentiality of
patients. In addition to their positive professional image, nurses and their families
felt stigmatisation as they were considered the source of infection and were even
left out of their normal social interactions. (Oh & Gastmans, 2023.)

Regarding teamwork, this is very important for nurses during crises as it fos-
ters collaboration, enhances communication and allows for efficient resource
management. Ultimately, it improves patient care and supporting each other in a
high-stress environment. (Fernandez et al., 2020.) However, teamwork was also
a source of ethical issues during the pandemic due to communication break-
downs, role ambiguity, and increased stress, which hindered collaboration.
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According to the nurses, communication within teams was poor, and sharing
information was often done on the fly. (Silverman et al., 2021.) Nurses were
sometimes unequally forced to provide direct care even if their team members
avoided patients due to fear of infection (Aydogdu, 2022). Nurses’ professional
autonomy was affected when their voice was not heard by the team and they were
rejected from the decision-making process in the team. That left them with little
choice but to adopt fewer standards (Aydogdu, 2022; Beheshtaeen et al., 2023;
Silverman et al., 2021), futile care (Silverman et al., 2021) or doing tasks that are
normally not their duties (Aydogdu, 2022; Falco-Pegueroles et al., 2023;
Gebreheat & Teame, 2021; Oh & Gastmans, 2023). It caused mistrust and
tensions, when the teams the nurses worked in were constantly changing and in-
cluded reassured members, who had inadequate training and skills (Mufioz-
Quiles et al., 2022; Silverman et al., 2021).

2.4 Summary of the literature review

Ethics has been integral to nursing since ancient times and continues to be a core
component of contemporary nursing. It includes shared values that prioritise
patient safety, clinical excellence and ethical care. However, various ethical
issues are also inherent in nursing due to conflicting needs and objectives in care
delivery. They arise when patients’ rights, autonomy or well-being are com-
promised, or the position of the nursing profession is not supported in society and
healthcare.

During health crises, which are a regular part of care, resource scarcity re-
quires prioritisation of population health over individual outcomes, exacerbating
existing issues and introducing new ones. The COVID-19 pandemic affected the
work of the whole healthcare system and all aspects of nurses’ work and personal
lives, increasing their workload, working hours and stress levels. Neither health-
care systems nor nurses were completely ready for that. However, despite its
global impact, the pandemic’s effects on healthcare systems and nurses varied by
country and wave, making it a unique and non-uniform phenomenon.

The COVID-19 pandemic has raised multiple ethical issues for nurses in
relation to providing equal, holistic, individualised, dignified and safe care for
patients and their work in healthcare teams. The shift from patient-centred to
public health-centred care and the lack of clear evidence-based knowledge and
skills undermined nurses’ professional confidence. For nurses, it was also chal-
lenging to balance between a strong commitment to patient care and concerns for
their own and their loved ones’ safety.

Ethical issues in nursing need continuing investigation in different contexts,
during regular times and crises, to deepen our understanding of them as a ref-
lection of shortcomings and deficiencies in care contexts. It enables the identi-
fication of issues that endanger healthcare quality and safety and enhances ethical
care for patients. This is also needed to prepare for future crises. It also helps to
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maintain and improve the performance of nurses at work and reduce their burn-
out, as well as to evaluate and mitigate the long-term impact of crises.

Ethical issues before and during the COVID-19 pandemic have received con-
siderable attention in recent research literature. However, no research has been
conducted in Estonia so far and the research in other Baltic countries with Soviet
history is scarce as well (Cerela-Boltunova, 2024; Luneckaité¢ & Riklikiené,
2022; Nagle et al., 2023). Knowledge of ethical issues in nursing in Estonia is
needed to complement international research considering the unique socio-
cultural context of Estonia as one of the former Soviet countries (Nagorska, 2022;
Pop-Eleches & Tucker, 2011; Sandin & Walldal, 2002; Toliusiene & Peicius,
2007). Research on the pandemic’s influence on nursing care has been published
from the beginning of the pandemic. However, there has been less focus so far
on comparing ethical issues during the COVID-19 pandemic across different
contexts and between nurses working with patients with and without COVID-19.
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3. AIMS OF THE STUDY

The main purpose of the study was to describe and explain the ethical issues in
nursing in different contexts before and during the COVID-19 pandemic. Pro-
vided knowledge enables to deepen the existing knowledge of ethical issues with
their contextual aspects in the changing healthcare environment and health crises.

The specific research questions were:

— What were the ethical conflicts in nursing before the COVID-19 pandemic?
(Phase I, paper 1)

— How did the work of nurses change during the various phases of the COVID-
19 pandemic? (Phase II, paper 2)

— What were the ethical issues for nurses working in different contexts during
the COVID-19 pandemic? (Phase II, paper 3)
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4. MATERIALS AND METHODS

A multi-method study design (Anguera et al., 2018; Vivek & Nanthagopan, 2021)
with two study phases (Figure 1) was used. This included both qualitative and
quantitative methods with data collection from multiple sources at different time
points. Because there was no previous knowledge of ethical issues of Estonian
nurses in their daily work, qualitative methods in the first phase of the study were
used to explore and understand the complex phenomenon of ethical conflicts in
nursing that is not easily quantifiable. The second study phase consisted of a
cross-sectional study design to gain knowledge of ethical issues and their ac-
companying aspects during the COVID-19 pandemic. Data collection from
multiple sources and at different time points enabled the comparison of ethical
issues between nurses working in different contexts during the pandemic.

Ethical issues in nursing before and during the COVID-19
pandemic: a multi-method study

Purpose: To describe and explain ethical issues in nursing before and during the COVID-19
pandemic

' i
] i
| i
3 Purpose: To describe nurses’ experiences of ethical i
] conflicts in professional i
i | Design: Interview study . .
1 Sample: 21 nurses working in Estonia Publication 1 !
! Data collection: Semi-structured individual interview ]
i Data analyses: Inductive content analyses !
] i
] i
] i

i
i

i

Purpose: To describe and evaluate how nurses i
working with patients with and without COVID-19 ]
patients in Estonia and Italy assess changes in work, Publication 2 :
in nursing activities and ethical issues during two |
waves of the COVID-19 pandemic i
Design: Cross-sectional survey study i
Sample: Nurses working in Estonia during the first :
(n=162) and second (n=284) wave and in Italy during i
the first (n=936) wave of COVID-19 pandemic :
Data collection: Surveys on the first (2020) and |
second (2021) wave of the pandemic with a self- i
administered electronic questionnaire |
Data analyses: Statistical analyses :
i

i

i

i

1

i

Publication 3

Summary: Knowledge of ethical issues before and during the
COVID-19 pandemic from the perspective of nurses working
in different context

Figure 1. Study design.
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4.1 Research environment

The study was conducted among nurses working in Estonia. To illustrate better
the contextual aspects of ethical issues in various nursing contexts during the
COVID-19 pandemic, data of Italian nurses’ ethical issues during the first wave
of the pandemic were added to the Estonian data in the second study phase. Esto-
nia and Italy have in many ways different sociocultural context as well as they
had different clinical context during the first wave of the COVID-19 pandemic.
The Italian data were collected regarding the first wave of the pandemic with the
same instrument as the Estonian data. This enabled comparison of ethical issues
between nurses who worked in countries with different sociocultural back-
grounds and in different contexts of the pandemic. Research ethics approvals
were obtained in both countries in accordance with the local requirements. In
Estonia, there are approximately 8400 registered nurses per 1.3 million inhabi-
tants (National Health Foundation, n.d.), with 6.5 nurses per 1000 inhabitants
(OECD, 2021). In Italy, there are approximately 264 500 nurses for its 59 million
inhabitants (OECD, 2021), with 6.2 nurses per 1 000 inhabitants (OECD, 2021).
In both countries, nursing education corresponds to the EQF6 level (European
Union). Most nurses work in public hospitals and are free to join professional
nursing associations and trade unions.

4.2 Interview study

Due to the lack of previous knowledge of ethical issues in nursing in Estonia the
first phase of the study with the hermeneutic-phenomenological (Van der Zalm
& Bergum, 2000) study design was aimed to capture the depth and richness of
nurses’ experiences with ethical conflicts and provide insights into their percep-
tions.

The semi-structured interview (Ryan et al., 2009) guide consisted of questions
based on Jameton’s ethical conflict types (Jameton, 1984) and previous research
(Gaudine et al., 2011; Varcoe et al., 2012), covering four themes. The first theme
was the warm-up question, where participants were asked to describe their under-
standing of ethical conflict. After that, participants were asked to share their
experiences with ethical conflicts in their professional practice and the con-
sequences of ethical conflicts they had experienced through responses of them-
selves and other people to those situations. Follow-up questions were used to
support participants in sharing more details and aspects of their experiences. The
exact number and order of questions were flexible and depended on the flow of
every interview and the unique experiences of participants (Roberts, 2020; Ryan
etal.,2009). According to the research questions, responses covering experienced
ethical conflicts were reported.
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4.2.1 Participants and recruitment

Nurses working in Estonia were the target group for the interview study. To en-
able equal opportunity for nurses in different parts of Estonia to participate in the
study, the purposive sampling method (Palinkas et al., 2015) was used to recruit
participants through all professional organisations and associations for nurses
(n=8 as of 2020). In addition, social media channels gathering the target group
were used for recruitment. Nurses enrolled voluntarily in the research. Exposure
to ethical conflicts in professional practice was the main inclusion criterion for
participants.

4.2.2 Data collection

Data were collected by individual face-to-face interviews, which enabled a
flexible and in-depth approach for gathering the unique and individual experien-
ces of participants in a private and easy environment (Ryan et al., 2009). To
ensure a similar understanding of ethical conflict and its subtypes between the
researcher and interviewees, a reminder was sent to the interviewees before the
interview by e-mail, in which they were asked to recall experienced situations
that correspond to Jameton's characteristics of moral dilemma, uncertainty and
distress. To ensure the confidentiality of participants and due to the sensitive
nature of the research topic, only individual interviews were carried out (Ryan et
al., 2009).

For the convenience of the participants, interviews were carried out in places
suitable for participants. The data were saturated with 19 interviews, when no
new information was added and enough data to comprehensively understand
nurses ethical conflict experiences was achieved. After that, two more interviews
were conducted to confirm the data saturation (Morse et al., 2002). Interviews
were audio recorded, transcribed as soon as possible after the interview and
included in the study data. The recorded interviews lasted from 28 to 120 minutes
with a mean duration of 77 minutes.

4.2.3 Data analyses

A total of 268 pages of transcripts were composed from 21 recorded interviews.
The inductive content analysis method was used to gather rich descriptions and
various interpretations regarding the studied topic (Graneheim & Lundman,
2004). All transcribed texts were included in the data analyses as participants were
able to share their experiences with ethical conflicts freely throughout the entire
interviews, not only as answers to certain questions. The data were extracted into
meaning units, which were sentences or entire paragraphs that corresponded to
Jameton’s (1984) definition of ethical conflicts. The meaning units were con-
densed and grouped based on their similarities and differences and abstracted first
to sub-categories and then to the main categories. Categories were named induc-
tively based on the data (Graneheim & Lundman, 2004) and reported as covering
themes.
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4.3 Survey study

The second study phase included three cross-sectional surveys, conducted with
the same electronic self-reported questionnaire (Clari et al., 2021) among Esto-
nian and Italian nurses working during the COVID-19 pandemic.

4.3.1 Study instrument

The questionnaire The impact of the COVID-19 emergency on nursing care (Clari
et al., 2021) was used for the survey study. The aim of the instrument is to eva-
luate the impact of the COVID-19 pandemic on nursing care. It was created in
Italian and translated into English. For surveys in Estonia, the questionnaire was
translated from English to Estonian and Russian in collaboration with the re-
search team and professional language editors and adapted for local use (Figure
2). The original questionnaire consisted of 28, translated and adapted question-
naires of 26 questions. Two questions were removed during the adaption process.
All changes made in the translated and adapted questionnaires were made in ac-
cordance with the authors of the original instrument. In addition, the question-
naire consisted of 14 background questions.

QUESTIONNAIRE (28 questions) IN ENGLISH

z From English to Estonian Back-translation by Language revision by
o by researchers —> professional language —>| researchers
> editor
<
-
7]
Z Language revision in Translation from Estonian
é Estonian by professional M | to Russian by professional
language editor language editor
Z
S v
g ‘ Expert group (n=6) }—>| Pilot group: Estonian (n=>5) | | Pilot group: Russian (n=5)
H
A
<
a
<

TRANSLATED AND ADAPTED QUESTIONNAIRE (26 questions) IN ESTONIAN AND
RUSSIAN

Figure 2. Instrument translation and adaption process.

The adapted instrument was divided into five sections regarding the impact of the
COVID-19 pandemic on the nurses’ work organisation, working context, fre-
quency of nursing activities, ethical questions in care, and training and educa-
tional needs for COVID-19 nursing. Additionally, background questions were

29



included. Questions of the instrument contained several sub-questions (vari-
ables), which required rating via multiple-choice or a 5-point Likert-scale, or
numerical or open-ended responses similarly to the original questionnaire. The
instrument was descriptive and had no instructions for scoring and cut-off points
provided by the developers.

4.3.2 Study variables

In this study, responses to four questions containing altogether 29 variables were
included in the data analyses (Table 1) according to the research questions. Age,
gender, level of education, working years, workplace, type of working contract,
and religious identity were considered the respondents’ sociodemographic back-
ground variables.

Table 1. Study questions and variables.

Question Variables Rating scale
Frequency of nursing | How frequently had you performed 5-point Likert-scale
activities the following nursing tasks? from 1 neverto 5

e Fundamental care (patient

hygiene, feeding, mobilisation...)
Nursing techniques (venous
access management, respiratory
support...)

most of the time
estimated before the
COVID-19 pandemic
and during the worst
week of the pandemic

e Patient education

e Symptom management (pain or
dyspnoea management...)

e  Nurse-patient relationship

e  Non-nursing tasks
(administrative work,
transports...)

Increased
Decreased
Stayed the same

Change in number of
patients compared to
the time before the
pandemic

Compared to the number of patients .
you took care of before COVID-19 .
emergency, did this number changed? | o

30



Table 1. Study questions and variables. (continued)

Question

Variables

Rating scale

Estimated change in
aspects of work

How much do you think the COVID-

19 emergency changed the following

aspects of your job?

e  Workload

e Nurse-patients ratio

e  Presence of nursing aides /

assistants

Working space organisation

Patients’ complexity

Shifts

Usage of PPE

Relationship with patients’

family

Relationship with colleagues

e  Work-life balance

e Training colleagues and new
nurses

e  Training students

e  Bureaucratic activities

S5-point Likert-scale
from 1 not at allto 5
very much

Frequency of
perceived ethical
issues

During the COVID-19 emergency,

have you ever had to face these

ethical choices?

e Put my loved ones and my health
at risk to take care of others

e Follow employer directives even
if they contrast with my ethical
and deontological principles

e  Guarantee non COVID-19
patients an adequate access to
care

e Decide which patients to
prioritise

e Give transparent information to
patients and their loved ones

e  Give complete information to
colleagues

e Guarantee patients an adequate
end-of-life care

e  Guarantee patients to die feeling
their loved ones close

e  Guarantee a respectful care for
the dead body

5-point Likert-scale
from 1 not at all to 5
very often
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4.3.3 Participants and recruitment

Registered nurses working during the COVID-19 pandemic were the target group
of the survey study and the main inclusion criterion. The convenience sampling
method was used to recruit participants (Etikan, 2016) through professional orga-
nisations and associations for nurses and social media platforms gathering regis-
tered nurses.

4.3.4 Data collection

The data were collected with three surveys: in Estonia from the first (2020) and
second (2021), and in Italy from the first (2020) wave of the COVID-19 pan-
demic. The data from the first wave in Italy were collected by the authors of the
original instrument and were included in the study to compare ethical issues
between nurses working in different contexts during the pandemic (Figure 3).

86 nurses working with
Total 162 responses patients with COVID-19
> from first wave
= (Wave 1) 76 nurses working with
= 446 patients without COVID-19
£ [ responses
S - 200 nurses working with
g Total 284 responses patients with COVID-19
D
= L» from second wave
o (Wave 2) 84 nurses working with
g patients without COVID-19
722 nurses working with
- Total 962 responses patients with COVID-19
E > from first wave
[
(Wave 1) 240 nurses working with
patients without COVID-19

Figure 3. Flowchart of formation of the final database in the survey.

4.3.5 Data analyses

Descriptive statistics and advanced statistical tests were performed with Micro-
soft Excel 2016 and STATA 14. Data were divided based on countries and by the
data collection period. Further, the data were divided into two groups based on
nurses caring for patients with or without COVID-19 (Figure 3). Likert scores
were then dichotomised into two groups: seldom or not so much, incorporating
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responses from 1 to 3, and offen or a lot, incorporating responses 4 and 5. Further,
a 60% cut-off point for incorporated Likert scores was used. If 60% or more
respondents rated a change in a work aspect, in the frequency of nursing activity,
or in the frequency of ethical issues faced as seldom/not so much or often/a lot,
we interpreted it as such at the group level. Descriptive statistics to identify the
distribution of responses and Fisher’s exact test, McNemar’s test, Student’s T-
test (p-value<0.05 for all), and 95% confidence intervals (CI) for the statistical
significance of the differences between groups were calculated.
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5. RESULTS

5.1 Ethical conflicts in nursing before
the COVID-19 pandemic (Paper 1)

Experiences with ethical conflicts that nurses shared, covered ethical dilemmas,
uncertainty and distress. Based on the results (Table 2), nurses have experienced
ethical conflicts both as an internal value conflict experienced individually be-
cause of some values or goals perceived incompatible or difficult to reconcile in
a particular situation, and as a bi- or multilateral value conflict between people
they contact in the provision of care regarding good care for patients, nurses as
healthcare professionals and nurses working in care organisations.

Table 2. Themes of ethical conflicts of nurses.

Themes Main categories Sub-categories
Good care for | Dehumanising e Treating patient as an object
patients patients Insufficient involvement of patient

and/or family
Lack of care towards patient suffering
Paternalistic behaviour towards patient
Forcing helplessness or inactivity of
patient

e Endangering patient’s privacy
Talking publicly about patient

Labelling patient
Unequal attitude due to patient’s social
background
Disagreement with e Insufficient treatment or care
treatment decisions Aggressive treatment at the end of life

instead of palliative treatment
e  Questionable harm/benefit ratio of
treatment or care

Nurses as Nurse profession e Lack of involvement in the decision-
healthcare perceived as not making process
professionals | valued and respected | o  The salary does not match the job
contribution
e Limitations in informing patients and
relatives

Hierarchy within the team
Inappropriate behaviour of patients
and relatives
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Table 2. Themes of ethical conflicts of nurses. (continued)

Themes Main categories Sub-categories
Perceived e Lack of competence on following
insufficiency of patient’s actual will
professional e Lack of competence in giving
competence appropriate end-of-life care

e Lack of competence in giving
appropriate support to relatives of
patient

e  Uncertainty about impact of own
action or disregard for other’s life and

death
e Professional image perceived as a
burden
Nurses Unprofessional e Disrespectful behaviour towards
working in relationships nurses
healthcare within the healthcare | ¢  Team members dealing with personal
organisations | team matters during work

e Team members playing out their
tensions on others

e Fighting in front of the patient

e  Bullying within the team

Unsupportive e Institutional values conflicting with
working nursing values
environment e Lack of support from managers

e  Working organisation preventing
provision of good care

e Unclear or excessive rules and
demands

e Lack of cooperation within healthcare
system

5.1.1 Ethical conflicts related to providing good care for patients

Regarding good care for patients, nurses identified dehumanising patients and
disagreements with treatment decisions important sources of ethical conflicts.
Regarding dehumanising patients, they shared different situations they expe-
rienced that conflicted with the core principles of humanity and patient-centred
care, such as patient autonomy, privacy, dignity, equality, and empathy. Ethical
conflicts arose when patients were treated as objects or ill body parts, and their
rights, needs, or preferences were endangered or violated, often due to paternalis-
tic, disrespectful, careless, or unequal behaviour by healthcare staff. Also, pa-
tients and their loved ones were not always sufficiently involved in the decision-
making process regarding their health, treatment and care. Patients’ autonomy
was compromised by neglecting their preferences for staff convenience and thus
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forcing helplessness and inactivity or applying physical restraint too lightly.
According to the nurses, patients’ privacy, both physical and informational, was
endangered in different ways during the care provision. This included un-
necessary exposure of the patient, improper disclosure of personal health infor-
mation to unauthorised individuals through conversations being overheard pub-
licly or sharing health information with family members instead of the patient.
Patients were not always treated equally based on their social background, and
even prejudices towards certain groups were expressed sometimes through
labelling them by healthcare staff. In contrast, patients with better social standing
or publicly known received better and more attentive treatment.

Nurses identified disagreements with treatment decisions as another source of
ethical conflict regarding good care, especially when they did not follow pri-
marily the patients’ rights, needs and preferences, but were rather justified by
other reasons based on the nurses’ responses. Patients received both excessive
and aggressive treatment or procedures without a clear or achievable goal or
instead of good palliative care and they did not receive the necessary treatment
and procedures. As a result, patients experienced unnecessary pain and discom-
fort that nurses said could have been avoidable. Nurses were not part of the
decision-making process regarding treatment and care they had to implement
those decisions or witness them as bystanders. However, they sought a balance
between good and harm and the meaningfulness of the treatment decisions,
especially at the end of the life of patients.

5.1.2 Ethical conflicts regarding nurses
as healthcare professionals

Regarding being healthcare professionals, nurses experienced ethical conflicts
when they perceived their profession as not valued and respected in society and
they were insufficiently competent. Nurses perceived their profession was not
valued and respected when they were excluded from the decision-making process
related to treatment and care decisions or those concerning their work. From the
nurses’ perspective, their low salary was also a sign of their profession not being
valued in society. An important concern was the unclear roles and autonomy of
nurses, especially in informing patients and their loved ones. This prevented them
from providing the care, that patients and their loved ones needed. For nurses, the
rules regarding the process of informing patients and what was prioritised was
not always the needs of the patients and their loved ones but the rules and
legislation itself. Strict hierarchy in the healthcare team affected nurses’ position
and professional autonomy. Nurses experienced ethical conflicts also due to
patients’ and their loved ones’ inappropriate behaviour as a sign of disrespect
towards them as professionals, including expressing anger and aggression. Also,
gifts from patients and their loved ones were a regular tradition in care provision,
a practice nurses found inappropriate in a professional setting and were unsure
how to behave in such situations. However, at the same time, they did not want
to hurt patients’ feelings by refusing gifts.
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Regarding their role and responsibilities as healthcare professionals, nurses
felt they were insufficiently competent regarding various knowledge, skills and
competencies. They had doubts regarding their decisions and actions and
the influence of those on patients. Additionally, it was challenging to understand
what the real will of the patient was, especially in end-of-life situations. It was
difficult for nurses to mitigate suffering and provide dignified end-of-life care
based on patients’ preferences. Sometimes it was difficult to mediate between the
controversial preferences of patients and their loved ones. For nurses, it was
essential to support loved ones of critically ill patients, but often they perceived
limited time and competence to do so. They questioned the compatibility of their
professional position and duties with their personal values, for example, the risk
of contributing to euthanasia through medication choices or resuscitation deci-
sions in emergency contexts. Nurses sometimes perceived their profession as a
constant burden they had to carry even outside the working hours to protect the
professional image of nurses.

5.1.3 Ethical conflicts regarding nurses working
in care organisations

Regarding nurses working in care organisations unprofessional relationships
within the healthcare team and an unsupportive working environment were sour-
ces of ethical conflicts for nurses. Nurses experienced ethical conflicts due to
unprofessional relationships within the healthcare team and the disrespectful
behaviour of their team members. This included addressing personal issues
during work hours and projecting tensions onto colleagues, which nurses con-
sidered unacceptable in professional relationships. Nurses reported experiencing
insults, humiliation, disrespect and vulgarity. They also experienced bullying due
to religious beliefs, different languages or culture, or for reason they did not know
or understood. Power struggles among team members, that sometimes escalated
to fights in front of the patient, limited nurses’ ability to fulfil their duties, risking
patient safety by compromising working principles. Nurses prioritised patient-
centred care but perceived an unsupportive working environment to prevent it
when institutional values conflict with nursing ethics, emphasizing cost-saving
and efficiency. At the same time, nor they did they find enough support from
managers or organisations. Poor organisation of work and excessive workload
were also reasons that prevented nurses from following nursing values, and this
led to incomplete care. Staff shortages forced nurses to undertake tasks beyond
their competence, which caused ethical conflicts. Based on the results, some rules
and guidelines that frame the organisation of the health services seemed im-
practical for nurses and were contradictory to patient-centred care and nursing
values. In addition, the lack of interprofessional cooperation in the healthcare
system placed them in the middle of conflicting or ambiguous demands.
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5.2 Changes in nurses work during the various phases of
the COVID-19 pandemic (Paper 2)

5.2.1 Respondents’ sociodemographic characteristics

Altogether 446 nurses working with patients with and without COVID-19 were
surveyed during the first (n=162) and second (n=284) wave of the pandemic in
Estonia to evaluate the changes that the COVID-19 pandemic brought to nurses’
work and nursing activities. Most of the respondents were women, held higher
education degrees in nursing and worked full-time in hospitals (Table 3).
Approximately half of the nurses in the first wave and three-quarters in the second

wave had worked with patients with COVID-19.

Table 3. Sociodemographic data (%) of nurses working in Estonia with patients with

(COVID-yes) and without (COVID-no) COVID-19.

15twave 2" wave
COVID COVID Differences* COVID COVID Differences*
-yes -no -yes -no
n=86 n=76 n=200 n=84
Average age (SD) 42 (11) 47(11) 0.028 46 (12)  48(10) 0.344
Gender 0.068 0.185
Women 92 99 94 98
Men 8 1 4 0
Other 0 0 2 2
Education 0.036 0.721
Secondary special 5 17 18 16
education in nursing
Higher education in 48 43 43 49
nursing
Advanced specialist® 47 40 39 35
Working years, mean 17 (13) 24 (13) 0.002 22 (13) 22 (13) 0.831
(SD)
Type of organisation 0.869 0.267
Hospital 66 65 70 63
Other 34 35 30 37
Religious identity 0.561 0.406
Atheist 36 31 39 45
Christian denominations 55 54 42 42
Other 9 15 19 13

*Fisher’s exact test to test for differences between groups; Student’s t-test to test for
differences of means; * Specialisation in advanced nursing, Master’s degree, PhD.
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5.2.2 Changes in nurses’ work context

Based on the results, the three aspects that the first and second waves of the
COVID-19 pandemic most influenced were nurses’ workload, workspace orga-
nisation, and the usage of PPE (Figure 4). Furthermore, there was a reported de-
crease in the number of patients during the pandemic in the first wave and an
increase in the second wave compared to the period before the pandemic (Table
4). Three-quarters of nurses in the second wave perceived considerable changes
in the nurse-patient ratio and patient’ complexity as well (Figure 4). Based on the
results, nurses’ work context changed more during the second wave, when the
workload, presence of nursing aids/assistance, nurse: patient ratio, patient comple-
xity, planned working, relationship with patients’ family, and training students
changed statistically significantly more (p<0.005) compared to the first wave.
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Figure 4. Change in aspects of nurses’ work during the Ist (n=162) and 2nd (n=284)
wave of the COVID-19 pandemic in Estonia. Based on the proportion (%) of nurses, who
taught the change was considerable (scores 4 and 5). *Statistically significant differences
between waves, p<0.05, Ficher’s exact test.
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Table 4. Differences in work context of nurses working with patients with (COVID-yes)

and without COVID-19 (COVID-no).

1% wave 2" wave

COVID COVID p- COVID COVID p-

—yes —no valué* —yes -no value*

n=86 n=76 n=200 n=84

% (95% CI)! % (95% CD!

Number of patients 0.351 0.305
Unchanged 23 (15-34) 28(19-39) 19 (14-25) 26 (18-37)
Decreased 50 (39—61) 55 (44-66) 19 (14-25) 19 (12-29)
Increased 27 (18-37) 17 (10-28) 62 (56—70) 55 (44-65)
Change in working aspects
Workload 84 (74-90) 61 (50-72)  0.002 90 (84—93) 70 (59-79) <0.001
Nurse-patient ratio 64 (53-74) 49 (38-60) 0.058 78 (71-83) 62 (51-72)  0.009
Presence of nursing
aides/assistants 62 (51-71) 40 (29-51)  0.007 69 (62—75) 55 (44-65) 0.030
Workspace organisation 83 (73—89) 68 (57-78)  0.043 87 (82-91) 67 (56-76) <0.001
Patients’ complexity 56 (45—66) 45 (34-56) 0.208 77 (71-82) 66 (55-75)  0.055
Use of PPE 81 (72—-88) 80(70—-88)  1.000 82 (76—87) 74 (63-82) 0.146
Relationship with
patient’s family 40 (30-50) 45(34-56) 0.527 57 (50-63) 52 (42-63) 0.601
Relationship with
colleagues 77 (67-85) 47 (36-59) <0.001 69 (62-75) 56 (45-66)  0.041
Work-life balance 78 (68—86) 54 (36-59)  0.002 71 (64-77) 61 (50-71) 0.127
Training colleagues and
new nurses 61 (50-70) 49 (38-61) 0.156 60 (53—-67) 36 (26—47) <0.001
Training students 36 (27-47) 30(21-42) 0.505 47 (40-54) 38(28-49) 0.191
Bureaucratic activities 74 (64—83) 57 (45-68)  0.020 75 (69-81) 55 (44-65) <0.001

' Based on nurses, who evaluated the change considerable (scores 4 and 5) *Fisher’s exact test

Compared to nurses working with patients without COVID-19, for those working
with patients with COVID-19 the workload, presence of assistants, workspace
organisation, planned working and relationships with colleagues changed more
in both waves (Table 4). Additionally, nurses working with patients with COVID-
19 noted significant changes in work-life balance in the first wave and the nurse-
patient ratio and training colleagues/new nurses in the second wave compared to
nurses working with patients without COVID-19.

40



5.2.3 Changes in nursing activities

The most frequent nursing activities both before and during the COVID-19
pandemic, in both waves were activities related to the nurse-patient relationship,
patient education, and symptom management. During the first wave, the frequen-
cy of nursing activities remained statistically unchanged compared to pre-pande-
mic times. There were statistically significant increases during the second wave
in the fundamental care activities (p=0.0001), nursing techniques (p<0.001),
symptom control (p<0.001) and non-nursing tasks (p<0.001) compared to before
the pandemic (Figure 5).
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Figure 5. The frequency of nursing activities before and during the 2nd wave. Based on
the proportion (% and 95% Cls) of nurses working in Estonia (n=284), who considered
the frequency was high (scores 4 and 5). *Statistically significant differences, p<0.05,
Fisher’s exact test.
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The frequency of nursing activities during the first wave did not vary statistically
significantly between nurses working with patients with and without COVID-19.
This was different from the second wave when nurses working with patients with
COVID-19 performed fundamental care activities (p=0.003), nursing techniques
(p=0.004), and tasks related to symptom management (p=0.003) more frequently
compared to those working with patients without COVID-19 (Figure 6).
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Figure 6. The frequency of nursing activities during the 2nd wave. Differences between
nurses working in Estonia with patients with (Yes, n=200) and without COVID-19 (No,
n=84). Based on the proportion (% and 95% CIs) of nurses, who considered the frequency
was high (scores 4 and 5). *Statistically significant differences, p<0.05, Fisher’s exact test.

5.3 Ethical issues for nurses working in different contexts
during the COVID-19 pandemic (Paper 3)

5.3.1 Respondents’ sociodemographic characteristics

Nurses working in Estonia during the first (n=162) and second (n=284) waves
were surveyed. To increase the variety contexts in which to investigate ethical
issues, data of ethical issues in nursing in Italy (n=936) during the first wave were
added to the Estonian data. Most respondents from both countries were employed
in hospital settings (Table 5). When comparing respondents from Estonia and
Italy, it was observed that nurses in Estonia were significantly older with longer
working experience in the nursing profession and were less likely to identify as
religious compared to their colleagues in Italy. Additionally, Estonian nurses
were more predominantly female compared to Italian nurses. Approximately half
of the Estonian nurses and three-quarters of the Italian nurses reported working
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with patients with COVID-19 during the first wave, with the percentage signi-
ficantly higher in Italy (Table 5). When comparing respondents in Estonia in the
two waves, during the first wave, nurses who provided care to patients with
COVID-19 were younger, had fewer years of working experience, and had a
lower level of education compared to their colleagues working with patients with-
out COVID-19 (Table 3). During the second wave, there were no statistically
significant differences in sociodemographic data between Estonian nurses.

Table 5. Sociodemographic data (%) of nurses working in Estonia and Italy during the
first wave of the COVID-19 pandemic.

Estonia Italy
1stwave 2" wave Differences 1 wave Differences
between between
waves* countries™

Working with or without COVID-19 <0.001 <0.001
patients
With COVID-19 patients 53 70 77
Without COVID-19 patients 47 30 23
Average age (SD) 44 (11) 46(11) 0.019 40 (11) <0.001
Gender 0.097 <0.001
Women 95 95 68
Men 5 3 16
Other 0 2 16
Education 0.122 <0.001
Secondary special 10 17 25
education in nursing
Higher education in nursing 46 45 40
Advanced specialist® 44 38 35
Working years, mean (SD) 20 (13) 22(13) 0.451 19 (12) <0.001
Type of organisation 0.585 <0.001
Hospital 65 68 83
Other 35 32 17
Religious identity 0.040 <0.001
Atheist 34 40 30
Christian denominations 54 43 68
Other 12 17 2

*Fisher’s exact test to test for differences between groups; Student’s t-test to test for
differences of means; *Specialisation in advanced nursing, Master’s degree, PhD
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5.3.2 Ethical issues for nurses during the first and
second wave of the COVID-19 pandemic

The most frequent ethical issues for Estonian nurses were similar during the first
and second wave. During both waves, the most frequent ethical issues were en-
suring adequate access to care for patients without COVID-19 and providing
complete and transparent information to colleagues as well as patients and their
families (Figure 7).
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Figure 7. The frequency of ethical issues among nurses working in Estonia during the 1%
(n=162) and 2" (n=284) wave. Based on the proportion (% and 95% CIs) of nurses, who
considered the frequency was high (scores 4 and 5). *Statistically significant differences,
p<0.05, Fisher’s exact test.
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The most frequent ethical issues for nurses working with patients with or without
COVID-19 in Estonia were also the same during the first and second wave
(Figure 8). For nurses working with patients with COVID-19 the most frequent
ethical issues during both waves were providing complete information to collea-
gues and ensuring adequate access to care for patients without COVID-19. They
also reported the importance of communication with patients and their families
and the personal challenge of putting their loved ones and themselves at risk while
caring for others. For nurses working with patients without COVID-19 the most
frequent ethical issues during both waves were regarding adequate access to care
for patients without COVID-19, giving transparent information to patients and
their families and providing complete information to colleagues.
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Figure 8. The frequency of ethical issues among nurses working in Estonia with patients
with (Covid-yes) and without (Covid-no) COVID-19 during the 1% (n=162) and 2™
(n=284) wave. Based on the proportion (% and 95% Cls) of nurses, who considered the
frequency was high (scores 4 and 5). *Statistically significant differences, p<0.05,
Fisher’s exact test.
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During the first wave, for nurses working in Italy, the most frequent ethical issues
were related to endangering themselves and their loved ones to care for others,
giving complete information to colleagues, and ensuring adequate end-of-life
care for patients (Figure 9). Italian nurses working with patients with COVID-19
reported the most prevalent ethical issue as putting their loved ones and them-
selves at risk to care for others. Giving complete information to colleagues, en-
suring adequate end-of-life care for patients, and maintaining respectful care for
deceased individuals were also frequent. In contrast, Italian nurses working with
patients without COVID-19 reported the importance of guaranteeing patients’
adequate access to care, managing the risk of putting their loved ones and them-
selves at risk to care for others, and giving complete information to colleagues
and patients and their families as frequent ethical issues.

%, 95% CI
90.0

80.0 I
0.0 I I

50:0 I I [ - I I !

I
I | I

20.0

10.0
0.0
Put my loved Follow employer Guarantee non- Decide which Give transparent Give complete Guarantee Guarantee Guarantee a
ones and my directives even if COVID-19 patients to information to  information to patients an patients to die  respectful care
health at risk to  they conflict patients an prioritise  patients and their  colleagues  adequate end-of-with feeling their ~ for the dead
care for others  with my ethical adequate access loved ones life care loved ones close body

and to care
deontological
principles

ITA Covid-no ITA Covid-yes

Figure 9. The frequency of ethical issues during the 1% wave of the COVID-19 pandemic
among nurses working in Italy with patients with COVID-19 (Covid-yes, n=722) and
without COVID-19 (Covid-no, n=214). Based on the proportion (% and 95% ClIs) of
nurses, who considered the frequency was high (scores 4 and 5). *Statistically significant
differences, p<0.05, Fisher’s exact test.
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5.3.3 Differences in ethical issues between nurses working in
different contexts

During the first wave, compared to the Estonian colleagues, Italian nurses faced
statistically significantly more (all p<0.001) ethical issues regarding putting
themselves and their loved ones at risk while caring for others. It was the same
with following employer directives, even when they conflicted with their ethical
beliefs compared to the Estonian nurses (Figure 10). Similar results were ob-
served regarding prioritising Italian patients and handling all end-of-life issues.
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Figure 10. The frequency of ethical issues during the 1% wave among nurses working in
Estonia (n=162) and Italy (n=936). Based on the proportion (% and 95% CIs) of nurses,
who considered that the frequency was high (scores 4 and 5). *Statistically significant
differences, p<0.05, Fisher’s exact test.

When comparing nurses working in Estonia during different waves, in the second
wave nurses faced statistically significantly more (p<0.005) ethical issues re-
garding guaranteeing adequate end-of-life care for patients and respectful care for
dead bodies compared to the first wave (Figure 7).

When comparing nurses based on their working with patients with and without
COVID-19 in Estonia, no significant differences were found in the first wave
(Figure 8). In the second wave, nurses working with COVID-19 patients had to
put themselves and their loved ones at risk to care for others more frequently
(p<0.001) compared to their colleagues working with patients without COVID-
19. Also, they faced ethical issues with giving complete information to colleagues
more frequently (p<0.001) as well as with guaranteeing respectful care for the
dead body (p=0.004). When comparing nurses working with patients without
COVID-19 across the two waves, there were no statistically significant diffe-
rences in the frequency of ethical issues (Figure 8). Nurses working with patients

47



with COVID-19 in the second wave faced ethical issues regarding guaranteeing
respectful care for the dead body significantly more frequently (p=0.003) com-
pared to the first wave.

During the first wave in Italy, nurses caring for patients with COVID-19 en-
countered statistically significantly more ethical issues with respect to deciding
which patients to prioritise and end-of-life scenarios (p<0.001 for all) compared
to those caring for patients without COVID-19 (Figure 9). Conversely, nurses
working with patients without COVID-19 faced more (p<0.001) ethical issues
related to ensuring adequate access to care for patients without COVID-19.
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6. DISCUSSION

6.1 Discussion of main results

The study provides an overview of ethical issues and their contextual aspects in
nursing before and during the COVID-19 pandemic. Before the pandemic, nurses
experienced ethical dilemmas, uncertainty and distress regarding good care for
patients, nurses as healthcare professionals and their working in healthcare
organisations. The COVID-19 pandemic significantly altered nurses’ work, espe-
cially for nurses working with patients with COVID-19 with the second wave
bringing more pronounced changes in nurses’ work and nursing activities com-
pared to the first wave. The COVID-19 pandemic caused various ethical issues
in nursing, which correlated with the progress and intensity of the pandemic and
nurses working with infected patients. Study results show that the position of
patients’ rights, nurses’ professional roles and autonomy, workload, demographic
and socio-cultural position and preparedness for crises create specific contextual
aspects that shape the ethical issues in nursing.

6.1.1 Ethical issues in nursing regarding patients’ rights

Results of the study show that nurses face various issues concerning patients’
rights in care provision that prevent them from following the professional values
of nursing and cause ethical issues (Papers 1 and 3). Protecting patients’ rights
and providing patient- and family-centred care is challenging for nurses both in
pre-pandemic time (Paper 1) and during the pandemic (Paper 3). This aligns with
the core of the nursing profession, which emphasises a holistic focus on patients,
the attentive presence of nurses, the identification of patients’ needs and respect
towards their preferences (International Council of Nurses, 2021). Before the
pandemic, when, despite some inadequacies, healthcare resources and nurses’
skills were generally sufficient in Estonia, patients’ rights to privacy, confiden-
tiality, involvement, equality, dignity, and autonomy were, according to the
nurses, compromised in many ways (Paper 1). These findings align with existing
knowledge of the most significant sources of ethical issues in nursing in daily
care (Falco-Pegueroles et al., 2015; Gaudine et al., 2011; Leuter et al., 2012;
Pavlish et al., 2011; Shahriari et al., 2013; Ulrich et al., 2010).

Results denote that providing dignified and equal care was particularly chal-
lenging for nurses during the COVID-19 pandemic (Paper 3). This corresponds
to previous research about ethical issues and their contextual aspects during the
pandemic (Bruyneel et al., 2021; Galehdar et al., 2020), which affected the
provision of holistic and dignified care (Aydogdu, 2022; Falco-Pegueroles et al.,
2023; Villa et al., 2021), especially when taking care of patients with COVID-19
(Aydogdu, 2022; Gebreheat & Teame, 2021; Villa et al., 2021). To provide care
during the pandemic, nurses had to reorient from the usual ethical framework to
a public health-centred approach, which was difficult for nurses as the results
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show (Paper 3). This coincides with previous studies reporting the same difficulty
(Aydogdu, 2022; Gebreheat & Teame, 2021).

Results suggest that in clinical practice the protection of patients’ rights in
Estonia still remain weak (Papers 1 and 3), particularly for vulnerable groups and
patients and their families are not always considered partners (Papers 1). Similar
concern has been discussed previously in the context of the Estonian health
system (Lai et al., 2013) and it is in line with studies conducted in other former
Soviet countries (Cerela-Boltunova, 2024; Grabauskas et al., 2004; Luneckaité &
Riklikiené, 2022). However, in Estonia patient-centred healthcare is a national
priority (Estonian Ministry of Social Affairs, 2021; World Health Organization-
Europe, 1994) and patients’ needs and preferences should be prioritized in care
provision. Patients’ right to informed consent, involvement in care and confiden-
tiality are legally protected (Lai et al., 2013; Law of Obligations Act, 2001; World
Health Organization-Europe, 1994) and the nursing profession adheres to ethical
codes (International Council of Nurses, 2021). Therefore, the implementation of
patients’ rights requires continuing attention in nursing practice, management and
research. Ethical issues regarding patient care that nurses face should get more
attention in clinical practice. They reflect different deficiencies in nursing prac-
tice and thus, understanding and analysing ethical issues enables enhancement of
care quality and safety.

6.1.2 Ethical issues in nursing regarding nurses’ professional
roles and autonomy

The study results show that in Estonia, nurses’ professional position and roles are
unclear, professional autonomy is limited by oppressive hierarchy, and that there
are deficiencies in professional communication, teamwork and healthcare regula-
tions (Paper 1). This includes nurses’ rights to inform patients and participating
in treatment decisions. The results indicate that nurses cannot always represent
the patient’s preferences and needs (Paper 1). Sometimes they face moral distress
when forced simply to implement decisions, including those that contradict their
understanding of what is right. This prevents nurses from responding to patients’
needs and respecting their preferences according to professional values of
nursing. It also undermines nurses’ professional autonomy, makes nurses un-
certain in their decisions and leaves them with destructive personal guilt due to
situations that do not respond to their understanding of right and good. This is in
line with the previous study from Lithuania (Laurs et al 2020). Nurses’ role in
professional teams and communication with colleagues is suppressed due to
power imbalance, hierarchy and unprofessional communication, including bul-
lying (Paper 1). Results align with previous studies of nurses’ input, which has
frequently been undervalued in healthcare teams (Gutierrez, 2005; Lievrouw et
al., 2016) and leads to dissmpowerment and limited authority in decision-making
(Henrich et al., 2016; Kisorio & Langley, 2016; Wilson et al., 2013). For Estonian
nurses, this creates a feeling that their profession is undervalued both in the
healthcare teams and in society as a whole (Paper 1). Focusing on interprofes-
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sional ethics instead of professional ethics in healthcare could enhance better
understanding between different professionals working together, foster collabo-
ration and shared accountability and navigate complex situations towards better
patient outcomes (Engel & Prentice, 2013).

Nurses faced ethical issues due to the struggles between their professional and
personal roles also during the pandemic (Paper 3). Nurses are oriented to fulfil
their duty to care, but they were also challenged with distinguishing between
work and private life, especially in relation to the risk of getting infected and
spreading the dangerous virus to their loved ones. This is in line with numerous
previous studies of the COVID-19 pandemic, which reported nurses’ fear for their
health and that of their loved ones (Aydogdu, 2022; Falco-Pegueroles et al., 2023;
Gebreheat & Teame, 2021). That was not completely new for nurses who had
previously worked during crises for example during epidemics (Hsin & Macer,
2004), but it was new for nurses in Estonia, because in Estonia, there has not been
nature disasters, terrorist attacks or military conflicts with mass casualties,
scarcity of resource and role struggles, that these can cause. It is important to
understand that in crises situations nurses may struggle more than usually
between their various roles, duties and rights and that can influence their work. It
is also important to respect nurses’ right to protect their safety and care for them-
selves and their loved ones and not to consider them solely as public resources
obligated to respond during crises.

Good and trustful professional relations are important for nurses during regu-
lar times (Paper 1), but they are particularly important during anxious and con-
fusing situations (Paper 3). In crises, when patient care becomes more complex
and urgent, effective teamwork ensures that all healthcare providers work effi-
ciently, share information and collaborate on treatment plans. Working in a
supportive team where roles are clear and communication is open, reduces stress
and prevents burnout and emotional exhaustion (Fernandez et al., 2020). How-
ever, ethical issues in relation to professional communication were frequent for
nurses during the COVID-19 pandemic (Paper 3). This was highlighted also in a
previous study due to regular teams changing constantly, which significantly
affected professional relationships, communication, and information (Silverman
etal., 2021).

The results indicate that balancing between professional values of nursing and
external control framed by formal rules and guidelines is complicated for Esto-
nian nurses (Paper 1). This is especially true in uncertain situations when pro-
fessional values conflict with the rules or written guidelines, and nurses have
doubts which they should follow. The healthcare system is strictly regulated and
standardised worldwide (Kieft et al., 2014), but rules and guidelines should be
tools to use for the benefit of the patients and families, not the goal itself.
Excessive focus on external control makes nurses vulnerable in crisis conditions
when clear rules may be absent or constantly changing (Falc6-Pegueroles et al.,
2023; Oh & Gastmans, 2023). Therefore, it is important for nurses to internalise
the professional values of nursing and be able to use them flexibly in combination
with rules and guidelines for the purpose of the patients’ best interest in different
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situations. For this, it would also be important to strengthen cooperation with
legal professionals and officials who are responsible for creating legislation and
guidelines. They can support nurses to better understand the use of rules and
guidelines in practical situations and to reflect the contradictions related to them.
Inconsistencies between regulations and professional values of nursing from the
perspective of nurses need further investigation to deepen understanding
regarding them.

6.1.3 The role of workload in ethical issues in nursing

The results show that a high workload is an important cause of ethical issues in
nursing (Paper 1). When nurses face overwhelming workloads, they shift to a
task-based approach to manage time and meet demands, which leave them with
the feeling of not being a good nurse and violating important professional values
of nursing. It is then a significant challenge for them to fulfil their primary role
with high clinical and ethical standards. This is in line with previous research
addressing the influence of workload (Haahr et al., 2020; Varcoe et al., 2012;
Wlodarczyk & Lazarewicz, 2011) and staff shortages Henrich et al., 2016; Leuter
et al., 2012; Ulrich et al., 2010) on the content and quality of nurses’ work and
ethical issues. In Estonia, the workload of nurses is a topical issue as far fewer
nurses are working in the healthcare system than is required to meet the needs of
the ageing population (Habicht et al., 2018). Also, nurses often work more than
a 1.0 workload to compensate the staff shortages and low salaries (Healthcare
Trends in Estonia, 2022). Regulating nurses’ workloads is essential to prevent
ethical issues by ensuring nurses can provide quality care, avoid burnout and
advocate for patients. This is especially important in countries like Estonia, where
the number of nurses is significantly lower than the OECD average and
the workload is not formally regulated (Kiivet et al., 2013; Lai et al., 2013).

The results demonstrate that the COVID-19 pandemic increased nurses’ work-
load compared to the period before the pandemic, especially during the second
wave (Paper 2). They show, that during the pandemic, nurses performed several
nursing activities such as fundamental care, nursing techniques and symptom
control more frequently than before the pandemic. The same has been reported in
previous studies (Galehdar et al., 2020; Radfar et al., 2021). While the frequency
of some nursing activities increased, none of the investigated activities decreased
in frequency (Paper 2). On the contrary, activities based on close communication
between nurse and patient, such as patient education, required just as much effort
during the pandemic as before it. Moreover, the scope of nurses’ roles and tasks
expanded during the pandemic, and they also performed more non-nursing,
managerial and organisational tasks. This is in line with previous studies pointing
out nurses’ multifaceted contribution during the pandemic (Arasli et al., 2020;
Buheji & Buhaid, 2020). An important notion of the study is, that nurses per-
ceived increased workload even when the intensity and consequences of the
COVID-19 pandemic were relatively mild, and patient flow did not increase
(Paper 2). Results are in line with the practical experience from that period in
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Estonia, which confirm extensive preparations for more serious scenarios and
activities to cope with the pandemic that nurses were related with. Results cor-
respond also with studies that point to different tasks that contributed to the work-
load nurses during the pandemic (Aydogdu, 2022; Oh & Gastmans, 2023). To
manage nurses’ workload during a pandemic, it is important to study and identify
the components of increased workload and improve working organisation to
allow nurses to focus on direct patient care. Non-nursing staff should be trained
to handle essential support roles.

6.1.4 The role of demographic and socio-cultural context in
ethical issues in nursing

The study results (Papers 1 and 3) point to some demographic and socio-cultural
aspects that should be considered to contextualise ethical issues in nursing. They
illustrate the cultural and contextual sensitivity of ethical issues, which has been
discussed in previous studies (DeKeyser Ganz & Berkovitz, 2011; Leuter et al.,
2012; Rassin, 2008; Toliusiene & Peicius, 2007). Despite various similarities in
ethical issues in nursing found in this study (Papers 1 and 3) compared to previous
studies (Falco-Pegueroles et al., 2015; Gaudine et al., 2011; Leuter et al., 2012;
Pavlish et al., 2011; Ulrich et al., 2010), seemingly similar issues can be in-
fluenced by different aspects (Ludwick & Silva, 2000; Wros et al., 2004). These
aspects need attention to prevent ethical issues in nursing and emphasise the
continuing need to examine ethical issues in different contexts.

The study results show that several ethical issues in nursing reflect the heritage
of historical paternalistic attitudes, which is revealed in interviews with nur-
ses (Paper 1). Estonian nurses perceive the hierarchy between healthcare profes-
sionals and administrators as something inevitable and fundamental. It runs like
an invisible filament through various situations causing ethical issues in nursing.
From a historical perspective, Estonia is in many ways in a different position
compared to other Western countries, which it now forms part of. The Soviet
heritage of strong hierarchy, paternalistic attitudes and orientation to the formal
rules and external control influences both the healthcare and society in Estonia.
The external control on human behaviour is strong and conventional in closed
societies, like the former Soviet Union, where personal freedoms were limited
(Pop-Eleches & Tucker, 2011). Strong authoritarian control was among the tools
of the Soviet regime, and it was a part of the relations between the healthcare
parties as well (Ernits et al., 2019; Lai et al., 2013). The results are in line with
the relatively low position of the nursing profession in Estonia with limited
opportunities for independent work (Ernits et al., 2019). They also coincide with
studies conducted in other former Soviet countries (Laurs et al, 2020; Sandin &
Walldal, 2002; Toliusiene & Peicius, 2007). However, the career paths in nursing,
including independent working, have developed increasingly during recent years.
Still the perceived hierarchy and its impact to decisions in clinical practice still
needs further investigation.
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The results show that the relations of healthcare professionals with patients
still reflect a power imbalance, socially unequal treatment and paternalistic
attitudes (Paper 1). Patients with a better social position or publicly or personally
known may get more attention than those with a lower social one. It is not only
the healthcare staff’s attitudes. The generation of patients that mainly need
nursing care at the present time also comes from the Soviet era, where patients
were expected to be passive recipients of care rather than actively involved
partners, and they did not have enough information or decision-making power
(Lai et al., 2013). Although patients’ awareness and willingness to participate in
their care have improved nowadays, patients and families can sometimes still be
unsure in their rights for autonomy, dignity and equality. Patients also sometimes
still perceive that to get the best care one has to be a publicly known person to
have personal acquaintances in an influential position. They consider gifts to the
health professionals as an expected part of receiving care, which nurses perceive
as inappropriate (Paper 1). However, Estonia has mandatory social health insu-
rance system, based on solidarity since 1991 and patients mostly do not have to
pay for the services.

Another important contextual aspect of ethical issues in nursing is the popu-
lation and its demographic composition (Paper 1). In a small society such as
Estonia, the risk of breaching patient confidentiality and violating privacy is
heightened and personal information may be more easily shared or recognised,
even without directly identifiable data, by using indirect situational detail. Addi-
tionally, the physical environment of healthcare institutions with modern and
spacious designs can further endanger patients’ privacy as the results revealed
(Paper 1). Privacy and confidentiality issues as sources of ethical issues in nursing
have been covered well in previous research (Fernandes & Moreira, 2013; Haahr
et al., 2020), and the results of this study complement existing knowledge with a
variety of contextual details, emphasise further the importance of confidentiality
in nursing and the perception of boundaries between personal and professional
life. This further emphasises the need for nurses to internalise ethical values as
discussed above, critically evaluate each unique situation and flexibly apply
ethical values instead of rigidly following deontological principles. It is important
to investigate in more detail how nurses understand, interpret and prioritise
different ethical values, how they apply them into practice and which limitations
in this face. There is also an increasing need to improve the involvement of pa-
tients and families, who should be included in the process of designing, imple-
menting and evaluating healthcare services, including the development of infra-
structure and the environment. This would enable us to better identify their per-
spective and preferences in relation to privacy. There are some good examples in
Estonia, but awareness and acceptance of this principle among managers and
policymakers in particular need to be improved.
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6.1.5 Crises and ethical issues in nursing

The results reveal that nurses were not prepared for a crisis such as the COVID-
19 pandemic from an ethical perspective (Paper 3). Unlike countries that have
previously faced crises due to large-scale natural disasters, infectious disease
outbreaks, acts of terrorism, mass unrest or military conflicts, in Estonia, there
has not been another such crisis in recent history. So, the COVID-19 pandemic
was not only the first experience with such a large-scale health crisis for nurses
and healthcare institutions in Estonia similar to other many countries, but it was
the first crisis experience at all. There are international guidelines (International
Council of Nurses, 2019) and national legislation and plans for disasters, and
nurses are prepared for crises during their education and practice by crisis training
(Habicht et al., 2018; Kiivet et al., 2013). However, these cover ethical principles
only very superficially. The main focus regarding crisis preparedness so far has
been put more on emergency and intensive care nurses. The COVID-19 pandemic
highlights the need for all nurses to be prepared for crises (Fletcher et al., 2022).
The results are in line with other studies, where was reported that neither care
organisations nor nurses were prepared enough to manage a crisis on such a scale,
including from an ethical point of view (Johnstone & Turale, 2014).

When the pandemic broke out, clinical ethics recommendations were es-
tablished in Estonia for such situations (Sutrop & Simm, 2020), but they came
after the first wave and there was not enough time for nurses to adapt and inter-
nalise them. Moreover, in Estonia nurses were not included in the process of
creating those recommendations. In the future, they should participate actively in
such processes as advocates of patients and representatives of independent pro-
fession. It is equally important to clinical preparedness to also improve the pre-
paredness for crises on an ethical level (International Council of Nurses, 2019;
Johnstone & Turale, 2014; Kumar & Ranjan, 2020). Also, community involve-
ment is very important in discussing crisis standards of care (CSC) so that they
would be equally understandable and accepted by both nurses and community
members. The recent COVID-19 pandemic has created a good ground for this, as
the entire population has had direct contact with the crisis.

The results point to an important gender discrepancy needing attention re-
garding ethical issues in nursing during crises (Papers 2 and 3), as the vast majo-
rity of nurses in the study were women. This is in line with the gender distribution
in nursing globally (National Health Foundation; OECD, 2020) and in Estonia,
where it is even more inclined towards women (National Health Foundation,
n.d.). It has been demonstrated that during crises the burden of women is higher
than of men as they have important responsibilities also to the family and tasks
to carry out at home (Lakshmi & Prasanth, 2018; OECD, 2020). When preparing
for future crises the fact, that nurses, who are mainly women, are more sensitive
to changes in the work context and more vulnerable to overload should be taken
into account (OECD, 2020). As a results of this, they may be also more affected
by ethical issues that crises cause. To help nurses balance their work and personal
lives during crises, it is crucial to address factors affecting work-life balance in

55



greater detail, such as by offering flexible childcare options and promoting
flexible working conditions. By supporting nurses’ responsibilities outside their
work their professional roles are also strengthened (OECD, 2020). Another con-
cerning result that emerged was that nurses who were younger and had less work
experience were the first to respond to the crisis by starting work in the frontline
(Paper 2). This may be due to their greater willingness to undergo new expe-
riences, as well as their fewer responsibilities to family members and children.
However, younger nurses with less work experience are less experienced in
solving complicated ethical situations (Ulrich et al., 2010) and need support in
this.

Finally, based on the study results regarding changes in nurses’ work (Paper
2) and ethical issues (Paper 3), and considering the broader perspective and con-
ceptual context regarding crises, the question about when the crisis can be con-
sidered over, arises. This question is acute in the conditions of a polycrisis, where
several crises are interrelated (Lawrence et al., 2024). There is a danger that
somewhat lower CSC that were relevant during the crisis, remain present even
after the crisis is over. In a certain sense, healthcare is in a constant crisis con-
sidering the challenges of daily practice (Thompson et al., 2006). However,
sudden and unexpected crises leave no room for adaptation and require im-
mediate intervention. Another concern is that nurses exhausted by the crisis are
eager to return to the normality that preceded the crisis, but this normality may
be unachievable. Based on previous studies, crises change care provision and
understandings and there is a risk that in the next crisis, the same problems will
be repeated if they are not learned from previous ones (Abdelrahman, 2022;
Lawrence et al., 2024; Leider et al., 2017; Minnesota Department of Health,
2021). These questions are not merely semantic, but practical, because they con-
cern the basic understandings and standards according to which care is provided.
Ethical issues in nursing are a good marker of the areas most in need of change
and the issues that need to be solved.

6.2 Ethical considerations of the study

This study followed local legislation, principles of good research practice All
European Academies (ALLEA), 2017) and principles for research involving
human subjects (World Medical Association, 2013). Ethical approvals were
received from the Research Ethics Committee of the University of Tartu (Proto-
cols numbers 281/T-3 from 16.04.2018, 322/T-7 from 17.08.2020 and 341/M-3
from 15.05.2021) and the University of Torino (Approval no. 279061-01/07/
2020). Participants of the two study phases were informed beforehand about
voluntary participation, the aim and process of the study, and details of confiden-
tiality, participation and cancelling. Written informed consent was used in the
interview study. In the survey study, submitting the questionnaire was deemed to
constitute informed consent for participation. Participants’ confidentiality was
guaranteed in both study phases. In the interview study, interviews were coded
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by random numbering according to the order of interviews without the possibility
of back-coding. All personal data were excluded in the transcription process, and
personal quotations were presented in a form, in which it was not possible to
recognise participants’ identity. Data from survey studies were collected in
impersonalised form and analysed and presented in a generalised form.

6.3 Limitations and rigour of the study

The limitations and rigour of the study are related to study design, recruitment of
participants, representativeness, data collection and literature used.

The limitation regarding the study design is related to the qualitative and
cross-sectional study designs used in this study, which does not enable the in-
vestigation of causal inference. However, the lack of previous knowledge of
ethical issues in nursing in Estonia justified the use of a qualitative methodology
and enabled to provide rich description of ethical conflicts for Estonian nurses.
Using 2-point measures and data from different sources in a cross-sectional
survey that has not been used in previous studies enabled to compare data from
different time points and explore the progress of the phenomenon in different
contexts. Collecting data from different sources was used to improve data quality.

The limitations of recruitment used in the study may have prevented the
research invitation from reaching all nurses who met the inclusion criteria. The
exact number of members of nursing associations was not known and nurses are
free to join any association in their speciality, and it is possible that nurses, who
are not members of any association, did not get the research invitation. However,
both study phases recruited participants through all professional nursing associa-
tions and social media, which allowed access to the widest possible number of
nurses. Regular re-invitations were sent to increase the response rate and the
variability of responses.

Limitation regarding the representativeness is related to the sample size in the
survey study, which was relatively low. This may be due to the high workload
and exhaustion of nurses during the pandemic when the data collection took
place. Also, in the survey study, the sample size was complicated to calculate
beforehand as the exact number of nurses, who met the inclusion criteria was not
known. Among the sample, nurses who worked with patients with COVID-19
predominated, especially during the second wave, which may indicate that they
were more engaged with the topic. However, the sample in the survey study was
geographically balanced and representative of nurses in terms of the main
background characteristics, such as average age, gender distribution, type of
employment contract, and level of healthcare.

Limitations related to the data collection include possible differences in con-
ceptual understanding between the interviewer and interviewees and data
comprehensiveness in the first study phase. To guarantee a common under-
standing between the interviewer and interviewees and to enable participants to
prepare for the interview and recall relevant memories, a reminder was sent to
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them by e-mail a few days before the interview. This included preparatory ques-
tions based on the components of Jameton’s definition of ethical conflict as
ethical dilemma, uncertainty and distress (Jameton, 1984). To ensure data com-
prehensiveness, data were collected until saturation of the database. Triangulation
of researchers including the main supervisor evaluating primarily identified
codes, categories, and themes by the PhD candidate was used to ensure the quality
and credibility of data.

An unvalidated instrument was used in the study phase for survey, which
was created specifically to investigate the influence of COVID-19. However, the
expert group and professional language editor were used for translation and
adaption the instrument for local use, and it was piloted among the target group
before data collection. The internal reliability of the questionnaire was assessed
using Cronbach’s alpha coefficient. The alpha value for the instrument in Esto-
nian was 0.92 in wave 1 and 0.94 in wave 2, and for the instrument in Italian it
was 0.83.

Limitations of literature used in this study relate the conceptual diversity and
complexity of ethical issues. To find relevant articles, multiple synonyms were
included in the search. In addition to the title, the search was carried out using the
abstract and keywords, and those articles whose primary focus was on ethical
issues or their synonyms. However, some papers addressing relevant elements
may have been inadvertently excluded. As the search was restricted to papers
published in English, it could have resulted in missing data from various cultural
contexts.

6.4 Practical implications

The results of the thesis have implications for all healthcare parties, primarily for
nurses working in clinical practice and healthcare organisations, but also for
policymakers, nursing associations and educational institutions.

e Nurses working in clinical practice play central role in protecting patients’
rights and principles of patient-centredness as a foundation of daily care and
guaranteeing ethical and safe care for patients in regular times and in times of
crisis. For this, nurses should critically evaluate and promote their ethical
competence, including in ethical standards of care during crises and be
updated in contextual aspects that can endanger ethical care. Collaboration
with legal specialists would help to improve the interpretation of legal regu-
lations in various practical situations.

e Healthcare organisations should value nurses’ close relationship with patients,
promote patients’ rights and patient-centredness as a foundation of care to
support nurses in providing ethical care. Healthcare organisations should also
contribute to safe working environment for nurses with manageable workload
and including a culture where open communication, shared decision-making,
respectful teamwork and professional empowerment are prioritised. Ethical
issues in nursing need constant attention regarding the safety and quality of
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care. Improving nurses’ preparedness for healthcare crises on an ethical level
should be prioritised so that in future crises the transition from patient-centred
care to public health-centred care is smooth. There is also continuing need to
pay attention to the workload of nurses and various factors influencing it,
including during crises. Gender discrepancy and its influences in nursing is
increasing concern in the context of workload, during the crises particularly.
Nursing associations contribution is important to achieve better clarity in
professional role of nurses and the boundaries of their autonomy to improve
patient-centred care and make the contribution of nurses more expedient and
purposeful. Nursing associations have also a sound position to open discussion
about the importance and opportunities of interprofessional ethics in im-
proving ethical care and decision-making in complex care context.
Policymakers should develop ethical standards for care during crises and
involve nurses in this. It is also important to involve members of society in the
discussion about crisis standards of care so that the ethical principles of pro-
viding care during crises are understood and accepted on a wider societal
level.

Educational institutions should improve nurses’ preparedness for ethical care,
support internalisation of professional values and enhance interprofessional
learning in ethics.
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7. CONCLUSIONS

Estonian nurses face ethical conflicts due to the violation of patients’ rights, un-
clear professional roles and autonomy, and unsupportive work environments.
Despite national and global priorities for holistic and dignified care, these rights
are often not fully respected, especially for vulnerable groups and in end-of-life
care. Ethical conflicts arise from unregulated workloads and Estonia’s historical
and sociocultural context. Paternalistic attitudes from the Soviet era might still
influence patient care and professional roles. As an autonomous profession,
nursing should have a clearer role in patient care. The combination of insufficient
protection of patients’ rights, excessive workloads, and historical context creates
ethical conflicts in nursing. Addressing these issues in research and practice is
crucial for improving care quality, safety, and nurses’ well-being.

The COVID-19 pandemic affected various aspects of nurses’ work, workload,
organisation of work and professional relations particularly. The impact of the
pandemic on nurses’ work depended on the progress and intensity of the pan-
demic, the preparedness of nurses and working with patients with or without
COVID-19. The pandemic caused the largest-scale health crisis in Estonia in the
past century, for which neither the healthcare system nor nurses, who played a
central role, were adequately prepared, especially from an ethical perspective.
Taking care of patients with COVID-19 required more nursing procedures and
basic care from nurses compared to other patients, increasing nurses’ workload.
The increase in non-nursing tasks and crisis management added to this. Balancing
these responsibilities can lead to exhaustion, risking patient safety and care
quality. Addressing nurses’ roles and workload factors during crises is essential
for future crisis preparedness.

The COVID-19 pandemic caused various ethical issues in nursing. Ethical
issues correlated with the progress and intensity of the pandemic and nurses
working with infected patients. The autonomy of patients was the main source of
ethical issues in nursing before and during the COVID-19 pandemic. During the
pandemic, switching priorities from regular patient-centred care to a public-
health-centred approach influenced it among other aspects. Impaired commu-
nication with patients and families as well with colleagues contributed to this.
Balancing between their duty to care and personal safety became increasingly
important during pandemic when nurses risked their health and the health of their
loved ones to help others. Nurses’ preparedness for CSC requires further im-
provement and more active involvement of nurses in preparing for crises is
needed.
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SUMMARY IN ESTONIAN

Eetilised probleemid 6enduses enne COVID-19 pandeemiat ja
pandeemia ajal: mitmemeetodiline uuring

Sissejuhatus

Patsientidel on digus turvalisele, kvaliteetsele ja eetilisele dendusabile. Oendus
kui autonoomne vaértuspdhine praktika ldhtub eelkdige patsientide individuaal-
setest vajadustest ja eelistustest (Fowler, 2024; Thompson et al., 2006). Samal
ajal on ka eetilised probleemid denduse lahutamatu osa (Jameton, 1984; Thomp-
son et al., 2006). Tervishoid areneb kiiresti ning patsiendi- ja pereckeskses tervis-
hoius on iiha suurem roll kaasamisel ja patsientide digustel (Thompson et al.,
2006). Teisalt on tervishoid iiha enam orienteeritud efektiivsusele ja kulutdhusu-
sele (Kieft et al., 2014). Teenuseid osutatakse multidistsiplinaarse meeskonna
koost66s, kuhu kuuluvad lisaks tervishoiuspetsialistidele ka patsient ja tema l4he-
dased. Kuigi kdigi osapoolte eesméirk on patsienti aidata, voib neil olla erinev
arusaam sellest, milline on parim tulemus (Redman & Fry, 2000). SeetSttu ei ole
ddedel, kes on patsientidega kodige vahetumas ja pikaajalisemas kontaktis, alati
voimalik pakkuda patsientidele just sellist abi, mida nad kooskolas denduse pohi-
vadrtustega 0igeks peavad (Rassin, 2008; Shahriari et al., 2013). Need olukorrad
pohjustavad 6dedele eetilisi probleeme, sh eetilisi konflikte (Gaudine & Thorne,
2012; Redman & Fry, 2000).

Oenduse eetiline alus koosneb globaalselt aktsepteeritud véirtustest, millest
0ed on aastasadade jooksul juhindunud (Thompson et al., 2006). Siiski mdjutab
nende véirtuste praktikasse rakendamist, patsientide digusi, ddede positsiooni
ithiskonnas, aga ka eetilisi probleeme ja nende lahendamist nii kliiniline kui ka
sotsiaalkultuuriline, sh ajalooline, poliitiline ja majanduslik kontekst, milles 6ed
tootavad (Kangasniemi et al., 2015; Ludwick & Silva, 2000). Selles osas erineb
Eesti oma demograafilise positsiooni ja ndukogude pérandi tottu (Ernits et al.,
2019; Pop-Eleches & Tucker, 2011) mitmeski aspektis arenenud riikidest, kelle
hulka kuulume tdnapdeval. Lisaks muutub maailm meie timber pidevalt ja
kiiresti, suurendades survet tervishoiusiisteemile, muutes arusaamu tervisest ja
haigustest ning mojutades nii patsientide kui ka tervishoiutdotajate ootusi.
Tervishoiusiisteem peab moodapddsmatult silmitsi seisma ka kriisidega, nagu
niditeks COVID-19 pandeemia, mis oluliselt hdirivad tervishoiusiisteemi ja kogu
ithiskonna toimimist ning esitavad tdiendavaid véljakutseid. Need muutused
tekitavad ddedes kiisimusi, kuidas erinevates olukordades pakkuda patsientidele
turvalist, kvaliteetset ja eetilist abi (Jameton, 1984; Thompson et al., 2006).

Eetilised probleemid pdhjustavad ddedele moraalset stressi (Thorne, 2010;
Ulrich et al., 2010), drevust, kaastundevasimust ja depressiooni ning vihendavad
toomotivatsiooni, tahelepanelikkust ja pithendumist patsientidele (Thorne, 2010).
Kurnatud ja lébipdlenud Sed ei ole suutelised pakkuma patsientidele piisavalt
tdhelepanelikku, empaatilist ja patsiendikeskset abi (Gustafsson & Hemberg,
2022; McAndrew et al., 2018) ning vodivad to6lt lahkuda (Gaudine & Thorne,
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2012; Gustafsson & Hemberg, 2022). See omakorda siivendab ddede puudust,
sealhulgas ka Eestis, kus see on niigi tdsine probleem (Kiivet et al., 2013). See-
tottu vajavad eetilised probleemid piisavalt tihelepanu ohutu, inimkeskse ja
korgekvaliteedilise dendusabi tagamiseks. Rahvusvaheliste uuringute maht sel
teemal, sealhulgas COVID-19 pandeemia perioodist, on kiill arvestatav (Falco-
Pegueroles et al., 2023; Gebreheat & Teame, 2021; Oh & Gastmans, 2023; Silver-
man et al., 2021; Villa et al., 2021; Yasin et al., 2023), ent teadmised vajavad
siiski tdiendamist, eriti Eestis, kus selleteemalised uuringud seni puuduvad.
Seoses eetiliste probleemidega, mida COVID-19 pandeemia laialdaselt kaasa to1,
napib siiani vordlusi probleemidest erinevates kontekstidess, milles ded pan-
deemia ajal erinevates riikides ja pandeemia erinevate lainete ajal toGtasid.
Sellised vordlused on olulised, et slivendada teadmisi eetilistest probleemidest
kui keerukast ja diinaamilisest ndhtusest ning rakendada neid teadmisi 6enduse
kvaliteedi ja ohutuse tagamisel ning tulevasteks tervisekriisideks valmistumisel.

Eesmargid

Doktoritdd eesmérk oli kirjeldada ja selgitada eetilisi probleeme denduses enne
COVID-19 pandeemiat ja selle ajal, et siivendada teadmisi eetilistest prob-
leemidest ja neid mdjutavatest aspektidest muutuvas tervishoiukeskkonnas ja
tervisekriisides. Eesmérgi tditmiseks piistitati jairgmised uurimiskiisimused:

— Miilliseid olid eetilised konfliktid denduses enne COVID-19 pandeemiat?

— Kuidas muutis COVID-19 pandeemia ddede t66d erinevate lainete ajal?

— Milliste olid eetilised probleemid denduses COVID-19 pandeemia ajal erine-

vas kontekstis to6tavate 0dede jaoks?

Meetodika

Doktorit6os kasutati mitmemeetodilist uuringudisaini. Uuritavast ndhtusest mitme-
kiilgse iilevaate saamiseks kasutati kahes etapis erinevatel ajahetkedel kogutud
kvalitatiiveid ja kvantitatiivseid andmeid. Uuritavaid vérvati mdlemas etapis
koigi Eestis tegutsevate ddede kutse- ja erialaorganisatsioonide kaudu iile kogu
Eesti. Doktorito0 esimeses etapis viidi 1dbi poolstruktureeritud individuaal-
intervjuud kahekiimne iithe Eesti dega, kes jagasid oma kogemusi eetiliste konf-
liktidega, mida nad olid kogenud. Intervjuukava koostati varasemate uuringute
ja Jametoni (1984) eetilise konflikti kontseptsiooni pdhjal. Intervjuude kestus
varieerus 28 kuni 120 minutini, keskmise pikkusega 77 minutit. Intervjuud sal-
vestati, salvestised transkribeeriti sdna-sonalt tekstifailideks ning analiiiisiti
induktiivse sisuanaliiiisi meetodil. Transkribeeritud ja analiiiisi kaasatud teksti
maht oli 268 A4 lehekiilge.

Teises etapis kasutati andmete kogumiseks elektroonset kiisimustikku The
impact of COVID-19 emergency on nursing care (Clari et al., 2021), et hinnata,
kuidas mojutas COVID-19 pandeemia ddede t66d Eestis ning milliseid eetilisi
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probleeme see kaasa toi. Selleks, et modista pandeemia mdju ning kaasuvaid
eetilisi probleeme erinevates tingimustes, vorreldi a) Eestis andmeid pandeemia
esimese ja teise laine ajal, mis kulgesid iisna erinevalt, b) Eesti andmeid Itaalia
0dede hulgas pandeemia esimese laine ajal sama meetodiga kogutud andmetega,
¢) ddesid, kes pandeemia sama laine ajal td6tasid erinevate (COVID-19 patsien-
tide ja mitte COVID-19 patsientidega).

Doktoritd6 eetilised aspektid

Doktorit6d mdlemas etapis jargiti teaduseetika ildpdhimotteid (All European
Academies (ALLEA), 2017) ja inimuuringute eetilisi pohimotteid (World Medi-
cal Association, 2013). Uuringuetapid on kooskélastatud Tartu Ulikooli Inim-
uuringute eetika komitee (protokollid nr 281/T-3 alates 16.04.2018, 322/T-7
alates 17.08.2020 ja 341/M-3 alates 15.05.2021) ja Torino Ulikooliga (kinnitus
nr 279061-01.07.2020). Uuritavad osalesid informeeritud néusoleku alusel, neid
teavitati enne osalemist osalemise vabatahtlikkusest ja katkestamise vdimalus-
test, uuringu eesmaérgist ja protsessist ning konfidentsiaalsuse tagamises tiksik-
asjadest.

Tulemused

Eetilised konfliktid oenduses enne COVID-19 pandeemiat

Pandeemiaeelsel perioodil kogesid uuringus osalenud ded igapédevases kutsetoos
erinevat tiilipi eetilisi konflikte nii sisemise vadrtuskonfliktina kui ka konfliktina
inimeste vahel, kellega nad oma t66s kokku puutusid. Konfliktid jagunesid
temaatiliselt kuude alakategooriasse ja kolme iilakategooriasse. Nendeks olid
eetilised konfliktid seoses patsientide Giguste ja patsiendikesksuse pdhimotete
rikkumise ning ddede positsiooni ja rollidega tervishoiumeeskonnas ning tervis-
hoiuasutustes.

Olulise eetilise konflikti allikana kogesid 0ed patsientide iguste ja patsiendi-
kesksuse pohimdétete rikkumist kuni patsientide dehumaniseerimiseni. Patsientide
isikuautonoomiat ja privaatsust rikuti, muuhulgas ka personali mugavuse nimel,
soodustades liigset abitust v3i vastupidi, rakendades kergekéeliselt fiilisilist
ohjeldamist. Puudu jdi empaatiast, sotsiaalsest diglusest ja isegi védrikusest ning
inimlikkusest. Oed kogesid patsientide objektistamist, nende taandamist haigu-
seks voi haigeks kehaosaks ning nende vajaduste ja eelistuste alla surumist ning
isegi eiramist. Tervishoiutdotajad viljendasid monikord ka eelarvamusi monede
patsientide voi patsientide gruppide suhtes ning see mdjutas nende suhtumist
patsientidesse abi andmisel. Patsiente ja nende ldhedasi ei kaasatud ddede hinnan-
gul piisavalt nende tervist, ravi ja hooldust puudutavate otsuste tegemisse. See-
tottu ei olnud Oed alati raviotsustega ndus ja tundsid, et need ei arvestanud
piisavalt patsiendi digusi, vajadusi ja eelistusi. Odede jaoks oli keeruline viia ellu
otsuseid, milles nad ei olnud osalised vdi mida nad ei pidanud 6igeks, eriti pat-
sientide elu 15pus. Patsiendid said ddede hinnangul nii liigset ja agressiivset ravi,
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mis pigem kahjustas neid kui jiid vajalikust ravist ka ilma, kogedes asjatuid ja
vilditavaid kannatusi.

Seoses oma rolli ja positsiooniga tervishoiumeeskonnas tajusid oed, et oe
kutse ei ole ithiskonnas piisavalt vdértustud, mida nende jaoks néitas nii madal
tootasu, patsientide lugupidamatu kéitumine kui ka professionaalne alavéirista-
mine ja raviotsuste tegemisest kdrvale jitmine meeskonnakaaslaste poolt. Tuge-
valt tajutav hierarhia koos ebaselge positsiooni ja ebaselgete Oigustega, eriti
patsientide ja nende ldhedaste informeerimisel, piiras ddede professionaalset
autonoomiat ning takistas neil patsiente aitamast nii nagu nad vajanuks. Seejuures
olid ka andmekaitse ja informeerimisega seotud reeglid ddede jaoks monikord
segased voi vastuolulised ega lahtunud nende hinnangul alati patsientide ja nende
lihedaste vajadustest. Oed hindasid mdnikord oma pidevust ebapiisavaks ning
kahtlesid oma otsustes ja tegudes ning nende mdjus patsientidele. Nende jaoks
oli keeruline mdista, milline on patsiendi tegelik tahe, sealhulgas eriarvamuste
korral patsiendi ja tema ldhedaste vahel, eriti eluldpu olukordades. Nad kogesid
raskusi patsientide kannatuste leevendamisel ja védrika eluldpu hoolduse pakku-
misel. Odede jaoks oli oluline toetada kriitilises seisundis patsientide lihedasi,
kuid neil nappis selleks nii aega kui oskusi. Oe kutse oli nende jaoks kohati pidev
koorem, mida nad professionaalse maine kaitsmiseks pidid kandma ka viljaspool
todaega.

Tervishoiuasutuses tootades kogesid ded ebaprofessionaalseid suhteid nii
meeskonnaliikmete kui juhtidega — solvangutest, alandusest, lugupidamatusest ja
vulgaarsusest kuni kiusamiseni. Véimuvoditlus, mis mdnikord toimus ka patsien-
tide juuresolekul, seadis nende hinnangul ohtu ka patsiendi turvalisuse. Odede
jaoks oli patsiendikesksus abi andmise aluspdhim&te, kuid nad tajusid ka institut-
sionaalsete viairtuste vastuolu sellega, mis seadsid olulisemaks kulude kokku-
hoidu ja tdhusust. Oed hindasid téokeskkonda mittetoetavaks ebamdistliku t56-
korralduse ja liigse to0koormuse tottu, mis ei vdimaldanud ddedel jérgida kutse-
eetika védrtusi ja ohustasid dendusabi kvaliteeti. Personalipuudus sundis neid
tditma iilesandeid, mis iiletasid nende padevust voi vastupidi, ndudis nende kvali-
fikatsioonist madalama kvalifikatsioonile vastavate egevuste sooritamist.

Muutused édede toos COVID-19 pandeemia ajal

Tulemused niitavad, et 6dede t66s mojutasid COVID-19 pandeemia esimene ja
teine laine koige enam ddede tookoormust, tookorraldust ja isikukaitsevahendite
kasutamist. To6kontekst muutus ulatuslikumalt ja olulisemal mééral teise laine
ajal, eeskétt nende 6dede hinnnagul, kes todtasid COVID-19-sse nakatunud pat-
sientidega. Koige sagedasemateks dendustegevusteks nii enne COVID-19 pan-
deemiat kui ka selle ajal olid tegevused, mis pohinesid de ja patsiendi vahelisel
suhtlemisel, samuti patsiendidpetus ja siimptomite leevendamine. Kui esimese
laine ajal jii erinevate dendustegevuste sagedus pandeemia ajal pandeemiaeelse
ajaga vorreldes muutumatuks, siis teise laine ajal tegid ded, eeskitt need, kes
tootasid COVID-19 patsientidega oluliselt rohkem baashooldustoiminguid, eri-
nevaid dendusprotseduure ning tegevusi stimptomite leevendamiseks. Ka nende
tegevuste sagedus, mis ei ndudnud otsest kontakti patsiendiga nagu administ-
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ratiivsed tegevused, suurenesid teise laine ajal vorreldes pandeemiaeelse ajaga
oluliselt.

Eetilised probleemid 6enduses COVID-19 pandeemia ajal

Koige sagedasemad eetilised probleemid Eesti ddede jaoks olid mdlema laine ajal
sarnased ning olid seotud abi kittesaadavuse tagamisega patsientidele, kellele ei
olnud COVID-19 nakkust ja piisava asjakohase info andmisega nii kolleegidele
kui ka patsientidele ja nende ldhedastele. Teise laine ajal oli 6dede jaoks patsien-
tidele piisava eluldpuhoolduse tagamise ning surnukeha véérika kohtlemisega
seotud eetiliste probleemide sagedus oluliselt korgem vorreldes esimese lainega.
COVID-19 patsientidega tootavad ded seisid mdlema laine ajal kdige sagedamini
silmitsi eetiliste probleemidega, mis puudutasid kolleegide ja patsientide ning
nende peredega suhtlemist ning ravi kittesaadavust patsientidele, kes vajasid abi
muul pdhjusel kui COVID-19 nakkus. Lisaks puutusid nad sageli kokku ka
riskiga nakatuda teiste eest hoolitsemisel viirusega ise ja levitada seda ka edasi
oma lihedastele. Oed, kes todtasid patsientidega, kelle abivajadus ei olnud tingi-
tud COVID-19 nakkusest, kogesid molema laine ajal kdige sagedamini prob-
leeme seoses abi kittesaadavuse tagamisega neile patsientidele ning patsiendi,
tema ldhedaste ja kolleegide informeerimisega seonduvalt. COVID-19 patsien-
tidega todtavad 6ed puutusid oluliselt sagedamini kokku eetiliste probleemidega
kolleegide informeerimisel ja surnukeha véarikal kohtlemisel.

Vorreldes Eesti 6dedega puutusid Itaalia 0ed esimese laine ajal oluliselt
rohkem kokku eetiliste probleemidega, mis puudutasid riski ise nakatuda ja levi-
tada nakkust oma ldhedastele ja jargides todandja juhiseid, mis erinesid nende
enda tdekspidamistest. Samuti puutusid nad oluliselt sagedamini kokku patsien-
tide prioriseerimise ja koigi eluldpuga seotud eetiliste probleemidega. COVID-
19 patsientidega todtavad Oed seisid ouliselt sagedamini silmitsi patsientide
prioriseerimise ning kdigi eluldpu olukordadega seotud eetiliste probleemidega
vorreldes nende ddedega, kes hoolitsedis patsientide eest, kels vajasid abi muduel
pohjustel. Seevastu ded, kes tdotasid patsientidega, kellel COVID-19 nakkust ei
olnud, seisid oluliselt sagedamini silmitsi abi kittesaadavuse tagamisega nendele
patsientidele, kellel ei olnud COVID-19.

Jareldused

Doktoritdd késitleb eetilisi probleeme denduses erinevas kontekstis, nii tava-
parastes tingimustes ddede igapédevases kutsetoos kui COVID-19 pandeemiast
pohjustatud tervishoiukriisi tingimustes.

Odedele tekivad eetilisi konflikte patsiendi diguste rikkumine, ddede ebaselge
professionaalne roll, piiratud autonoomia ja mittetoetav tookeskkond. Vaatamata
sellele, et patsiendi digused ja patsiendikeskne ning véarikas abi on Oenduse
tuumpohimote, on need védrtused sageli praktikas ohustatud, eriti haavatavate
rithmade ja eluldopuhoolduse puhul. Eetilisi konflikte voivad mojutada ddede
reguleerimata tookoormus, Eesti demograafiline ja sotsiaalkultuuriline kontekst.
Noukogudeaegsed paternalistlikud hoiakud vdivad mojutada patsientide diguste
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jirgimist ja professionaalseid rolle. Oenduse kui autonoomse professiooni roll ja
positsioon tervishoius peaks olema selgepiirilisem. Eetiliste probleemidega tege-
lemine on dendusabi kvaliteedi ja ohutuse ning ddede heaolu parandamiseks
iilioluline.

COVID-19 pandeemia mojutas ddede t66d mitmeti, eelkdige tookoormust, -
korraldust ja -suhteid. Pandeemia pohjustas Eestis viimase sajandi mastaapseima
tervisekriisi, milleks ei olnud piisavalt ette valmistatud ei tervishoiusiisteem ega
selles keskset rolli kandnud ded. COVID-19 viiruse tottu hospitaliseeritud pat-
siendid vajasid vorreldes teiste patsientidega tunduvalt rohkem dendusabi erine-
vate dendusprotseduuride ja baashooldustoimingute ndol, mis suurendasid 6dede
tookoormust. Lisaks mdjutas 0dede todkoormust erinevate organisatoorsete ja
administratiivsete tilesannete suurenenud maht, mida viiruse leviku tokestami-
seks ja pandeemia mojudega toime tulekuks teostati. Kriisi ajal ddede rolli ja t66-
koormust mojutavate teguritega tegelemine on kriisivalmiduse parandamiseks
tulevikus hédavajalik.

Protsessid, mis muudavad ddede tookonteksti nii ulatuslikult nagu COVID-19
pandeemia, toovad paratamatult kaasa eetilisi probleeme. Abi andmine kriisi
tingimustes nduab tavapirasest erinevaid standardeid, kuid odedel oli raske
lillituda tavaparaselt patsiendikeskselt Idhenemiselt rahva tervist prioriseeriva abi
andmisele. Oiglase, viirika ja individuaalseid vajadusi arvestava abi andmise
hiirumine on ddede peamine eetiliste probleemide allikas kriisi ajal. Sellele aitab
kaasa héiritud suhtlemine patsientide ja peredega ning kolleegidega. Eetiliste
probleemide allikaks kriisi ajal on tasakaalu otsimine todkohustuste ja isikliku
turvalisuse vahel — kui ded riskivad iseenda ja oma ldhedaste tervisega, et teisi
aidata. Oed vajavad tulevasteks kriisideks paremat valmisolekut, sealhulgas
valmisolekut lilituda paindlikult ja kiiresti iimber kriisieetika standarditele ning
aktiivsemat kaasamist kriisijuhiste koostamisse.

Praktiline vaartus

Doktorit6d tulemused on vadrtuslikud koigile tervishoiu osapooltele: eelkdige
kliinilises praktikas tootavatele ddedele ja tervishoiuorganisatsioonidele, aga ka
0dede kutseorganisatsioonidele, poliitikakujundajatele ning haridusasutustele.

Kliinilises praktikas to6tavad ddede 6lul lasub oluline osa patsientide Giguste
ja patsiendikesksuse pohimotete kaitsmisel. Selleks peavad ded arendama oma
eetilist paddevust ning olema kursis kontekstuaalsete aspektidega, mis patsientide
Oigusi voivad ohustada. Koostoo digusspetsialistidega aitaks paremini m’ista,
kuidas tolgendada formaalseid reegleid erinevates praktilistes olukordades.

Tervishoiuasutused peaksid védrtustama ddede ldhedast suhet patsientidega,
edendama patsiendi digusi ja patsiendikeskset dendust. Ka tookoormuse regulee-
rimine ning ohutu ja toetava tookeskkonna loomine, kus véirtustatakse avatud
suhtlust, jagatud otsuse langetamist, lugupidavaid professionaalseid suhteid ja
koostodd, on oluline eetilise dendusabi edendamisel. Valmisoleku tagamiseks
tulevasteks kriisideks vajavad oed ettevalmistust ka eetilises plaanis.
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Odede erialaliitude panus on oluline, et méiratleda selgemini ddede professio-
naalne roll ja autonoomia piirid. Uha olulisem on téhelepanu poorata ddede t&6-
koormusele ja seda mdjutavatele teguritele, sealhulgas kriisiaegadel. Oluline on
kisitleda soolist ebavordsust kiisimusi ja selle mdjusid denduses, eriti kriiside
ajal, poorates tihelepanu paindlike to6tingimuste vajadusele. Odede erialaliitudel
oleks oluline algatada arutelu interdistsiplinaarse eetika voimaluste iile.

Poliitikakujundajad peaksid vilja to6tama eetilised standardid abi andmiseks
kriisiaegadel ja kaasama Gdesid sellesse protsessi. Samuti on oluline kaasata
ithiskonnaliikmeid, et kriisiaja denduse eetilised pohimodtted oleksid laiemalt
moistetud ja aktsepteeritud.

On oluline, et haridusasutused edendaks ddede eetilist kompetentsust.
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APPENDICES

Appendix 1 Strategy of literature search for ethical issues
in nursing during the COVID-19 pandemic

A systematic search of the scientific literature on nurses’ ethical issues during the
COVID-19 pandemic was collected from the electronic databases of EBSCO
CINAHL, PubMed, Web of Science, and Scopus (Table 1). The search limita-
tions were that the paper had to be published in a peer-reviewed academic journal,
in the English and between 2020 and 2024. The criteria for inclusion were that
the focus was on i) nurses (not nursing students, educators or managers), ii)
ethical issues, and iii) nurses working during the COVID-19 pandemic. From the
274 items found, 105 items were selected based on the title, 62 based on the
abstract and 33 full texts after removing duplicates. Based on the full text, nine
items were selected for the review. Five were reviews and four were empirical
studies, including three qualitative studies and one cross-sectional survey study
(Appendix 2).

Table 1. Literature searches concerning nurses’ ethical issues during the COVID-19
pandemic.

Database Items Items selected
found Based on |Based on |After Based on
title abstract (removing [review
duplicates
n

EBSCO CINAHL 18 11 6
PubMed 111 22 17 13 9
Web of Science 90 45 26
Scopus 55 27 13

77



"SSAISIP [eIOW IOJ dSNed
0s[e 9IoM SoFe1I0yS Jje)s pue
quowdmbe aa1309301d RUOSIOd
JO Jjoe[ ‘aoseasIp oy Surprwsue
pue Sunoenuod Jo IdJ S Yons
s1030e] ‘orwapued 61-ATAOD
o Jo Suruurdaq oYy 3y "sasned
Krewnid Suroq sansst 9J1[-Jo-puo
pue o1ed o[NNJ [PIM ‘ordpued
Jy SuLmp pue 210J9q Je[IWIs
2I9M SI0)0BJ SSAISIP [BIOIN

"3[qe[TeAR 1X9) [[N] UM pue
(nDD) nun are) A1eU0I0)
10 (ND]) Nu() A1) JAISUNU]
ul SUI}IOM SosINU dIed
[eonir) Suowe no paLLIed
a3en3ue| uersiod pue ysisug
ur sayoeoxdde spoyjowr
-paxIw pue aAnjeIenb

yIm sarpnys pue (sugisop
[eonATeue pue oAndLIosop)
SaIpmys aAnemuenb 76

a4

19qUIdd9(J 03 Z1()Z WOIJ IO PILLIED
Sem 1[2189S Y], "IB[oydS 2[300L0) pue
‘AseqUIY ‘ATXYOIq ‘ATXYPIAW ‘DOUAOS
JO qap 9senQ)old ‘sndoog ‘pajnqng se
yons saseqejep passedwooud arnjera)n|
JUBAQ[OI O} JO MIIADI OIJRWIAISAS

-orwepued 61-ATAOD

o) SuLnp pue 210Joq
SosINU 2180 [BONILIO Suowe
SsamsIp [erow Sunodyye
s1039€) A3 aredwod 0],

*€T0T ‘MITAI OIRTUSAS

v :orwopued 61-AIAOD

oy} Sunmnp pue 210Joq SISINU dIBI
801110 Suowe ssansIp [BIOIN <
TegysazZIA ‘N HOUSIOYsqe ‘S Djeysy]
‘D yapeziqelo], ‘J uadeiysayag

'SONSSI
oo ym Surdoos pue ared

Jo oonsn(ur ‘Awouone  syuoned
‘90UdIIJS[BUIUOU—RIUIII

ysiSug

UI JOUI9IU] J} UO d[qe[IeAR
SIX} I M 6 1-ATAOD
Y sjuaned 10J Surred sesinu
JJ©1S 9pISPaq JO SBWW[IP
Teoryyo Sunodar sjeunol

"10T urmno parieds

sem sndoog pue gNITATIA “Te[oYoS
918000 ‘PIAqN SIOM PAYIILIS
SOSeqEIEp O1U0)09[0 oy, orwepued 6]
-AIAOD Y3 Surmp syuoned 10j Sunied
A[IyM sasINu £q PooudLIadXd SeWWA[IP
[EOIY}0 UO SI[OILIE YOIBasal dAne)I[enb

orapued

61-AIAOD oY) Sutmp
syuanjed 10j SuLred o[Iym
sosInu Aq paoe} SEWW[IP

"TTOT ‘sa1pms

aAneyienb Jo Mo1A1 dATjRISUI
uy :orwoepued 61-AIA0D

o Surmp syuoned 10y Sureds
o[Iym sasinu Aq paoudradxd

-0Udq UM SUIdOUO0O pey sasinN| (] woly s1oded yoressar 1|  Arewnid [BuISLIO JO MO1AQI OATIRIZIU] [es1y3o Ajuopt 01| Sewwd[Ip (B ‘I TV NP3opAY
SOISLId)IEIRYD (sarpmys [edridwa 10y Ajuo)
SINSI UIRIA] pue az1s djdweg S[00) pue u3IsdQ asodiung| Anunod ‘aedask ‘opn ‘(s)ioyny

S9|2134e PaMBIINIY Z XIpuaddy




‘saniioey pue juowdinbe
juouEas) pue ‘Ajruuey

pue juened ‘Jursinu Surpnjout
‘SeaIR 921} JO PAISISUOD
61-AIAQD yna sjuaned 1oy
Surred ur sosinu Jo sa3ud[[eyd
[BO1YI0 POMOYS SINSAY

‘K3ojopoyow JUSIPIP YIIMm
Pa3oNpUOd YIIM SAIPNIS 7|

‘suonyesrjqnd o1y1uaIods

PAXApUl [RUOIIBUIUI PUE [RUOIIBU

ur paysiqnd sxoded saanoadsiod

pue ‘IOJIP Y} 0} I “SMITAJI ‘SI[I1IE
JAneyenb pue aaneuenb ysiSug
"90Ud19G JO g\ ‘sndoog “Ie[oyog
913000 ‘PINqN{ JO saseqere ‘(00T O}
L00Z WO} paonpuod MIIAJI dANBIZIU]

-drwapued 61-AIAOD
ul sosInu Jo sa3ua[[eyo

[eanype ayy d10jdxs o,

‘10T
MOTAQI 0ATJRISAUI UY Splem

yuenedur ur orwapued 61-AIA0D
palefal sasInu Jo saZudfreyo
[eO1YIF “IN QIBINON ‘D LoYSeq v
PRWWEYOWIYE[[OPQY ‘Al OYE ‘N
IPEWWEYOWI]Y ‘I [YNONZNOIL]

"01eD OSIUBWINY
0} Pl AU} PUB SUOISIOAP
Sumye) 03 JoLIIEq B SB UOITRIU0D
Jo 1e3] ‘[re 03 saptuniioddo
owes dy Suredjuerens

Jo Aqiqissod oy :sawayiqns
9211} YIIM SIIINOSAT 918D

pue UOI)BSIUBUNY JO YOB] U}

(z pue ‘uowean; Surureysns-oJ1
JO [emeIP-)IM pue Surployym
PUE 218D JJI[-JO-PUR :SAWYIqNS
0M] [}IM SOIUBISWNIIID
reuondadxa ur 9J1[-JO-pu 0}
yoeoxdde oy (] :301)JU09 [€O1Y3I0
JO S90INOS SB SOWIAY) UIR OM ],

*Aey] pue uredg ur
srendsoy oA1y wody suerdisAyd
PUE SISINU JIBD [BINLIO 8¢

"SMOIAISIUL A} JO SISA[eur

JUSIUOD ONBWAY) V *[Z0T ABIN PUE 0Z0T
10qUII9( UdIMIDq smatAIul Jydop-ug
‘Aprys [esr3ojouswouayd aAndLIOSIp v

-onwepued 61-AIAOD oy
Jo soAem juonbasqns pue

jsa1y oYy Sunnp suerorsAyd
puE sasInu (D] JO $ISSIO

-01d Sunyew-uoIsIoap

) puE JOI[JUOI [BOIYID

JO s201n0s ot a10[dx2 0],

“Areyy pue uredg ‘¢z0g ‘Apms
aAnyeyIEND TRUOEUIONUT UV (T
1red yoreasar 6[-AIAQD-SOIH
-11enQ)) sreuorssajoId ored [eonLId
ur $$9001d SureW-UOISIOAP

pue 101[JUOD [BIIYIO ‘SooudLIadxo
orwapued 61-AIA0D

“Te 19 ‘S IUOZIS [, ‘Y ZeIed[y
-osog y s9[01on3od-091eq

S)MSAI UTRIA]

SONSLIdYIBIRYD
pue az1s djdweg

S[00) pue usIdQ

asodang

(sarpms [edraiduid a0y L[uo)
Anunod ‘1eds ‘opn ‘(s)ioyiny




"9Ied PAJIUSIP

I10j s3ureq uewINY 9[qeIoU[NA
Jo sysanbai 03 Surpuodsar

wolj way) Surpadul ‘sowiowos
SI9LLIEBq SB PJok SISINU SONSSI
[eoryd () pue ssureq uewny
Jo Kyiqerdupna ayj 0 puodsax
03 sSQUSUI[[IM B SB SIsINU JO
19308IRYO [RIOW Y} (]) :soway)
Koy om) £q pasLIvloeIRyD

9I9M sanssT [ed1YIg

‘s3umos

[eardsoy JuaIoyJIp woy

pue (uredg ‘009310 ‘ueplof
‘B2IOY] INOS A[BI] ‘BIsauopu]
‘eury) ‘epeue) ‘ysn ‘Aospmy,
‘UIPIMS ‘UBI]) SOLIIUNOD
JUDIJJTP WIOJ SAIPNIS PoyoUW
-paxIwi pue aAnejenb 9z

"61-AIAOD Y sjuoned

10J Surred sasinu Aq paouariodxo sonsst
[eo112 (Z) pue SAIpnIs POYIawW PIXIW
pue aaneyenb paysiqng (1) LD
uoIsSn[ou] 'zz0T ‘1€ 10quieos( 01 ‘00T
‘1 yore woyy Surreadde sndoog pue
xapuj s 1oydosoqiyd ‘9oudrog Jo I
‘Iqeur) ‘esequig ‘PIJNqnd saseqeiep
JTUOIOI[d O} WOIJ PAYIIBIS IUIPIAD
JA1IR)I[END JO MOIAQI OTJRUIRISAS

*SOATOSWIAN}
PUE SISO SPIBMO} SINSSI

[eo1y39 2ouaLIadxd g
-AIA0D Wiam syuoned 1oy
9IBD OUM SOSINU SUIT)UOLJ
O] PUBISIOPUN 1919 O,

"€T0T ‘ma1a1

onewalsAS omuspued 61-AIAOD
Suwmp sosinu Aq paousLadxd
SonssI [eI1Yy D SUBWISED ‘A YO

"SIONIOM IBIU}[BY
Suowe uoneUAPUO [euosiad
se Juawysiund-J[as pue puewop
-J19S () ‘oourwioprod ur 9ousp
-1Ju09 Jo yoe (¢) ‘Suruesw

Jo sso Surkuedwoooe amnyrey
JO 9Suds [eIoW pue RO

() ‘Sunayyns Jo 90In0S A9y

B SB SoN[BA [BOIY}0 PUB [BIOW JO
[eAenagd (1) :SOWAY) UIBW INO

-a1e0 Arewid pue [eydsoy
Surssedwooud

‘ureds ur spoLnsIp
QIBJUI[BAY] JISBQ OM] WOIJ
sreuoissajoid a1eds yyeay ¢

‘Surduwes [Jeqmous pue 9oUSIUIAUO))
"120T YOIBIA pue AI1Bniqo, Ul MOIAIoUL
PaINONIS-TWIdS YIM Apnis sAneend)

orwapued g

-AIAOD 2y SuLnp sjenp
-1AIpUl 10J SuLIed SIsINU
pue sueroisAyd Suowre
SurSiowo saFua[reyo
[eIOW MAU JO SAoUALIAAXD
210[dx2 pue puejsiopun o],

ureds ‘7707

‘Aprys aaneyenb v :omuopued
61-AIAOD 2y} SuLmnp sasinu
pue suerorsAyd Suowe s31o1[Ju0d

[edry O USIN N[ ZOUNN

“diysuoryefal

9SINU—JURIO PUB ‘UONBIO[[B
90INOSAI ‘SSASIP [BIOW PUE O[O
‘A)aJeS SOSINU :SBAIR 1)WY}
9011} 0Jul PIZ1I0FJBD 1M
sasInu Jo sagudyreyd [eorpyg

‘Apmys aane)fenb ouo

puE [BUONIR]21100 dANdLIOSIP
Juo ‘sroded uorurdo

9 yorym woyg sxoded g

-aInye1dyn| Aa13 pue

THVNID ‘919[dwo)) yoIess druapeoy
“ANITAAIN ‘spewmnor-g Arerqry
QUEBIYO0D) ‘N[ “Te[oyos 9[3000)
‘PANQNJ SIseqe)ep JIUOL)OJ[S J) WOLJ
punoj 00T ‘6 1qUAAON 01 610T ‘6
IqUIDAON woiy srwadpued-61-AIAQD
oy SuLmp  SosInu Jo sOFUL[[BYD [BOIY)O
payrodar jeyy ysiduyg ur paysiqnd
SAIPMIS [[& JO MIIAJI dATIRISAIU]

orwapued g

-dIAOD Suump sasinu £q
Po9oeJ soFud[[eyd [BIIYIQ
urew oy} AJI3uapI o,

‘120t
‘MaIAQ] dATIRISOI] oTwopued
61-PIAOD UI SSINU JO SOTUI[TeYD

[eorpy “H dwed ], ‘D) JBaYdIqan)

S)MSAI UTRIA]

SONSLIdYIBIRYD
pue az1s djdweg

S[00) pue usIdQ

asodang

(sarpms [edraiduid a0y L[uo)
Anunod ‘1eds ‘opn ‘(s)ioyiny




“S1ONIISU0d
oY) USOM)Oq UedW ISAYIIY oY)
im 810398 a1am 6[-AIAOD

jsurede sainseow [eyidsoy jo
uondoorad pue sainsesw [0nU0d
UONOJUI YIIM JUOWAITY
‘sonseaw [eydsoy Jo uondadrad
pue uoneznewdns [e100s

Jo uondoorad £q paouonyjur
Suroq ‘syuoned pajodyur

J10J SuLIeD UT SS21S PUB UIIUO0D
0] PaJB[al 9I9M SANSSI [BOIIH

‘sjendsoy Ajis1oAmun
0M) WO SISINU [()]

‘UOISSISAI JRdUI] PUE )59}

UOIJB[O1I00 S, UOSIEd] ‘SISA[eue [eo1)s1e)s

oAndLIos9( suer|izeld 10} pPojepIjeA

pue paydepe ‘a.1vuuoysangy Aouag.Lousg
u1 Sa5.ANpN Aq padualiadxy sanssi [po1yIg
M 7707 AN pue A1eniqo,| usomiaq

‘Apmys oaneuenb JEUOII0IS-SSOI)

"90USLINOJ0 IO} QOUIN[JUT
1eY) SI0J08] Y} pue
61-AIA0D Yim sjuaned
I0J 918D JY} UI SAsINU

£q poouorradxa sansst
[E21Y12 A1) AJUSPI O,

“Bl[IZelg ‘€70

‘spendsoy AyisioAtun ut 61-QIAQD
Suwmp sosinu Aq paouaLadxd
SoNSSI [eoTy ‘DT Jowyarg

‘VV AeIeSuo ‘D oAy

‘ep S

RIRA[LS ‘QTd WoLRg ‘IND[ UIseA

“K101898

90IN0S21 [BOIPAW Yum Jurfeap
(3) pue ‘a1ed JO spiepuels

SISLIO urym Suronoeld (3) (ofo1
SuLIed I9Y) SWINSSE 0) SOsINU
pauasaid jey (Aorjod gdd pue
Ao110d UOIIR)ISIA) UOISSILISUE)
[ed1A 2onpai 03 sard1jod (9) <suorn
-BOIUNWIIOISIW PUB SUOISUD)
[euolssajoId-eiyur pasned

Tey) 2180 JUISINU JO [OPOL e}
& Sundope (p) ‘ored rewndoqns
0} 3urpes] snaiA 9y} 03 dInsodxd
Jo 1ea) (0) 'ssauU[]r 61-PIA0)
oy Jo ypeaiq pue yrdop oy Aq
pawjoymIaa0 Suraq (q) ‘ssauj(l
MU € Jean) 0} moy SuIpie3al
Kjureyraoun pue 93pajmouy

JO oe[ (B) papnjoul ssansIp
[eI0UL JO SISNED JO SQWIAY ],

KD 310X
MON PUE pue[AIBJA UI SWISAS
[eSIPaW OIWOPeoE d5Ie] UIIMm
sjun a1ed Anoe oy} ur syuoned
61-P1A0D) IO} SuLIes sesInu [ ¢

‘poppowr Surjdwes
aarsoding *(0zoz aung 03 idry woy
SMITAIIUT [3dop-ul pue SuoISSNISIp

dnoi3 snooj ym Aprys aaneeng)

*AJUDI[ISaI [BIOUL

I19Y) 90UBYUD 0} SAIFoIens
Ajryuapt pue sjuaryed
61-p1Aa0D 10j SuLred
SOSINU UI SSANSIP [BIOW
Jo sasned a10[dxd 0],

VSN

‘120 ‘61-p1a0) yim sjudned

I0J SurIed SIsInu ul SSANSIp
[BIOIN [ Ae( ‘D) UOSIIB[-NOISOIN
A A2y ‘[H UBUWLIDAJIS

S)MSAI UTRIA]

SONSLIdYIBIRYD
pue az1s djdweg

S[00) pue usIdQ

asodang

(sarpms [edraiduid a0y L[uo)
Anunod ‘1eds ‘opn ‘(s)ioyiny







PUBLICATIONS



CURRICULUM VITAE

Name: Gerli Mdts (neé Usberg)

Date of birth:  June 8, 1977, Otepaa

Citizenship: Estonian

Marital status: Married

Address: Institute of Family Medicine and Public Health, Ravila 15,

Tartu, 50411

Telephone: +372 56 872 023

E-mail: gerli.mots@ut.ee, gerlimots@nooruse.ee

Education

2021-2025  University of Tartu, Faculty of Medicine, Institute of Family
Medicine and Public Health, doctoral study in Medicine (PhD)

2014-2019  University of Tartu, Faculty of Medicine, Institute of Family
Medicine and Public Health, Department of Nursing Science,
Master of Science in Health Sciences (nursing science) (MSc),
cum laude

2004-2006  Tartu Health Care College, applied higher education in nursing,
diploma cum laude

1995-1999  Tartu Medical School, secondary special education in nursing

1992-1995  Torva Gymnasium

1984-1992  Patkiila Primary School

Professional employment

2021-... Tartu Applied health Sciences University teaching staff: senior-
lecturer

2023-2025  University of Tartu, Faculty of Medicine, Institute of Family Medi-
cine and Public Health, Junior Research Fellow in Nursing Science

2019-2021  University of Tartu, Faculty of Medicine, Institute of Family
Medicine and Public Health, Assistant of Nursing Science

2019-2021 Tartu Health Care College, Visiting Lecturer

2020-2021  University of Tartu, Faculty of Medicine, Institute of Family
Medicine and Public Health, Methodologist

2010-2016  Estonian Nurses Union, board member

20062016  Estonian Nurses Union, trustee in Tartu University Hospital

2007-2012  Tartu Health Care College, teacher

20062010  Estonian Nurses Union, Coordinator of South Estonian region

20002006  Tartu University Hospital, Department of neurosurgery, intensive
care nurse

19992002  Tartu University Hospital, Department of neurosurgery, nurse

1998-1999  Tartu University Hospital, department of neurosurgery, nurse

assistant

Main research interests: nursing research, nursing ethics, ethical issues in nursing

129



Nimi:
Siinniaeg:

Kodakondsus:
Perekonnaseis:

Aadress:

Telefon:
E-mail:

Haridustee
2021-2025

2014-2019

2004-2006

1995-1999
1992-1995
1984-1992

Tookogemus

2021-
2023-2024

2019-2021

2019-2021
2020-2021

2010-2016
20062016
2007-2012
2006-2010
2000-2006

1999-2002

1998-1999

ELULOOKIRJELDUS

Gerli Mdts (neé Usberg)

8. juuni 1977

Eesti

Abielus

Peremeditsiini ja rahvatervishoiu instituut, Ravila 15,
Tartu, 50411

+372 56 872 023

gerli.mots@ut.ee, gerlimots@nooruse.ee

Tartu Ulikool, Meditsiiniteaduste valdkond, Peremeditsiini ja
rahvatervishoiu instituut, arstiteaduse doktoridpe (PhD)
Tartu Ulikool, Peremeditsiini ja rahvatervishoiu instituut,
Oendusteaduse dppetool, terviseteaduse magister
(6endusteadus) (MSc) cum laude

Tartu Tervishoiu Korgkool, rakenduskdrgharidus 6e erialal,
cum laude

Tartu Meditsiinikool, kesk-eriharidus e erialal

Torva Glimnaasium

Patkiila Pohikool

Tartu Tervishoiu Korgkool, vanemlektor

Tartu Ulikool, Meditsiiniteaduste valdkond, peremeditsiini ja
rahvatervishoiu instituut, endusteaduse nooremteadur

Tartu Ulikool, Meditsiiniteaduste valdkond, peremeditsiini ja
rahvatervishoiu instituut, dendusteaduse assistent

Tartu Tervishoiu Kdrgkool, kiilalislektor

Tartu Ulikool, Meditsiiniteaduste valdkond, peremeditsiini ja
rahvatervishoiu instituut, metoodik

Eesti Odede Liit, juhatuse liige

Eesti Odede Liit, usaldusisik Tartu Ulikooli Kliinikumis
Tartu Tervishoiu Korgkool, dendusainete dppejoud

Eesti Odede Liit, Lduna-Eesti regiooni koordinaator

Tartu Ulikooli Kliinikum, Nérvikliinik, neurokirurgia
osakond, intensiivravidde

Tartu Ulikooli Kliinikum, Nérvikliinik, neurokirurgia
osakond, 0de

Tartu Ulikooli Kliinikum, Nirvikliinik, neurokirurgia
osakond, abidde

Peamised uurimisvaldkonnad: Terviseuuringud (6endusteadus), denduse eetika,
eetilised probleemid denduses

130



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

DISSERTATIONES MEDICINAE
UNIVERSITATIS TARTUENSIS

. Heidi-Ingrid Maaroos. The natural course of gastric ulcer in connection

with chronic gastritis and Helicobacter pylori. Tartu, 1991.

Mihkel Zilmer. Na-pump in normal and tumorous brain tissues: Structural,
functional and tumorigenesis aspects. Tartu, 1991.

Eero Vasar. Role of cholecystokinin receptors in the regulation of beha-
viour and in the action of haloperidol and diazepam. Tartu, 1992.

Tiina Talvik. Hypoxic-ischaemic brain damage in neonates (clinical, bio-
chemical and brain computed tomographical investigation). Tartu, 1992.

. Ants Peetsalu. Vagotomy in duodenal ulcer disease: A study of gastric aci-

dity, serum pepsinogen I, gastric mucosal histology and Helicobacter
pylori. Tartu, 1992.

Marika Mikelsaar. Evaluation of the gastrointestinal microbial ecosystem
in health and disease. Tartu, 1992.

. Hele Everaus. Immuno-hormonal interactions in chronic lymphocytic leu-

kaemia and multiple myeloma. Tartu, 1993.

. Ruth Mikelsaar. Etiological factors of diseases in genetically consulted

children and newborn screening: dissertation for the commencement of the
degree of doctor of medical sciences. Tartu, 1993.

Agu Tamm. On metabolic action of intestinal microflora: clinical aspects.
Tartu, 1993.

Katrin Gross. Multiple sclerosis in South-Estonia (epidemiological and
computed tomographical investigations). Tartu, 1993.

Oivi Uibo. Childhood coeliac disease in Estonia: occurrence, screening,
diagnosis and clinical characterization. Tartu, 1994.

Viiu Tuulik. The functional disorders of central nervous system of che-
mistry workers. Tartu, 1994.

Margus Viigimaa. Primary haemostasis, antiaggregative and anticoagulant
treatment of acute myocardial infarction. Tartu, 1994.

Rein Kolk. Atrial versus ventricular pacing in patients with sick sinus
syndrome. Tartu, 1994.

Toomas Podar. Incidence of childhood onset type 1 diabetes mellitus in
Estonia. Tartu, 1994.

Kiira Subi. The laboratory surveillance of the acute respiratory viral
infections in Estonia. Tartu, 1995.

Irja Lutsar. Infections of the central nervous system in children (epidemi-
ologic, diagnostic and therapeutic aspects, long term outcome). Tartu, 1995.
Aavo Lang. The role of dopamine, 5-hydroxytryptamine, sigma and
NMDA receptors in the action of antipsychotic drugs. Tartu, 1995.

Andrus Arak. Factors influencing the survival of patients after radical
surgery for gastric cancer. Tartu, 1996.

131



20.

21.

22.

23.

24.

25.

26.

27.
28.
29.
30.
31.
32.

33.
34.

35.

36.

37.

38.

39.

40.

41.

Tonis Karki. Quantitative composition of the human lactoflora and
method for its examination. Tartu, 1996.

Reet Mindar. Vaginal microflora during pregnancy and its transmission
to newborn. Tartu, 1996.

Triin Remmel. Primary biliary cirrhosis in Estonia: epidemiology, clinical
characterization and prognostication of the course of the disease. Tartu,
1996.

Toomas Kivastik. Mechanisms of drug addiction: focus on positive rein-
forcing properties of morphine. Tartu, 1996.

Paavo Pokk. Stress due to sleep deprivation: focus on GABA4 receptor-
chloride ionophore complex. Tartu, 1996.

Kristina Allikmets. Renin system activity in essential hypertension. As-
sociations with atherothrombogenic cardiovascular risk factors and with
the efficacy of calcium antagonist treatment. Tartu, 1996.

Triin Parik. Oxidative stress in essential hypertension: Associations with
metabolic disturbances and the effects of calcium antagonist treatment.
Tartu, 1996.

Svetlana Pii. Factors promoting heterogeneity of the course of rheumatoid
arthritis. Tartu, 1997.

Maarike Sallo. Studies on habitual physical activity and aerobic fitness in
4 to 10 years old children. Tartu, 1997.

Paul Naaber. Clostridium difficile infection and intestinal microbial eco-
logy. Tartu, 1997.

Rein Pihkla. Studies in pinoline pharmacology. Tartu, 1997.

Andrus Juhan Voitk. Outpatient laparoscopic cholecystectomy. Tartu, 1997.
Joel Starkopf. Oxidative stress and ischaemia-reperfusion of the heart.
Tartu, 1997.

Janika Korv. Incidence, case-fatality and outcome of stroke. Tartu, 1998.
Ulla Linnamigi. Changes in local cerebral blood flow and lipid peroxida-
tion following lead exposure in experiment. Tartu, 1998.

Ave Minajeva. Sarcoplasmic reticulum function: comparison of atrial and
ventricular myocardium. Tartu, 1998.

Oleg Milenin. Reconstruction of cervical part of esophagus by revascular-
ised ileal autografts in dogs. A new complex multistage method. Tartu,
1998.

Sergei Pakriev. Prevalence of depression, harmful use of alcohol and
alcohol dependence among rural population in Udmurtia. Tartu, 1998.
Allen Kaasik. Thyroid hormone control over B-adrenergic signalling
system in rat atria. Tartu, 1998.

Vallo Matto. Pharmacological studies on anxiogenic and antiaggressive
properties of antidepressants. Tartu, 1998.

Maire Vasar. Allergic diseases and bronchial hyperreactivity in Estonian
children in relation to environmental influences. Tartu, 1998.

Kaja Julge. Humoral immune responses to allergens in early childhood.
Tartu, 1998.

132



42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

Heli Griinberg. The cardiovascular risk of Estonian schoolchildren.
A cross-sectional study of 9-, 12- and 15-year-old children. Tartu, 1998.
Epp Sepp. Formation of intestinal microbial ecosystem in children. Tartu,
1998.

Mai Ots. Characteristics of the progression of human and experimental
glomerulopathies. Tartu, 1998.

Tiina Ristimide. Heart rate variability in patients with coronary artery
disease. Tartu, 1998.

Leho Kodiv. Reaction of the sympatho-adrenal and hypothalamo-pituitary-
adrenocortical system in the acute stage of head injury. Tartu, 1998.

Bela Adojaan. Immune and genetic factors of childhood onset IDDM in
Estonia. An epidemiological study. Tartu, 1999.

Jakov Shlik. Psychophysiological effects of cholecystokinin in humans.
Tartu, 1999.

Kai Kisand. Autoantibodies against dehydrogenases of a-ketoacids. Tartu,
1999.

Toomas Marandi. Drug treatment of depression in Estonia. Tartu, 1999.
Ants Kask. Behavioural studies on neuropeptide Y. Tartu, 1999.
Ello-Rahel Karelson. Modulation of adenylate cyclase activity in the rat
hippocampus by neuropeptide galanin and its chimeric analogs. Tartu, 1999.
Tanel Laisaar. Treatment of pleural empyema — special reference to
intrapleural therapy with streptokinase and surgical treatment modalities.
Tartu, 1999.

Eve Pihl. Cardiovascular risk factors in middle-aged former athletes.
Tartu, 1999.

Katrin Ounap. Phenylketonuria in Estonia: incidence, newborn screening,
diagnosis, clinical characterization and genotype/phenotype correlation.
Tartu, 1999.

Siiri Koljalg. Acinetobacter — an important nosocomial pathogen. Tartu,
1999.

Helle Karro. Reproductive health and pregnancy outcome in Estonia:
association with different factors. Tartu, 1999.

Heili Varendi. Behavioral effects observed in human newborns during
exposure to naturally occurring odors. Tartu, 1999.

Anneli Beilmann. Epidemiology of epilepsy in children and adolescents in
Estonia. Prevalence, incidence, and clinical characteristics. Tartu, 1999.
Vallo Volke. Pharmacological and biochemical studies on nitric oxide in
the regulation of behaviour. Tartu, 1999.

Pilvi Ilves. Hypoxic-ischaemic encephalopathy in asphyxiated term infants.
A prospective clinical, biochemical, ultrasonographical study. Tartu, 1999.
Anti Kalda. Oxygen-glucose deprivation-induced neuronal death and its
pharmacological prevention in cerebellar granule cells. Tartu, 1999.
Eve-Irene Lepist. Oral peptide prodrugs — studies on stability and
absorption. Tartu, 2000.

133



64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

Jana Kivastik. Lung function in Estonian schoolchildren: relationship
with anthropometric indices and respiratory symptomas, reference values
for dynamic spirometry. Tartu, 2000.

Karin Kull. Inflammatory bowel disease: an immunogenetic study. Tartu,
2000.

Kaire Innos. Epidemiological resources in Estonia: data sources, their
quality and feasibility of cohort studies. Tartu, 2000.

Tamara Vorobjova. Immune response to Helicobacter pylori and its
association with dynamics of chronic gastritis and epithelial cell turnover
in antrum and corpus. Tartu, 2001.

Ruth Kalda. Structure and outcome of family practice quality in the
changing health care system of Estonia. Tartu, 2001.

Annika Kriiiiner. Mycobacterium tuberculosis — spread and drug resis-
tance in Estonia. Tartu, 2001.

Marlit Veldi. Obstructive Sleep Apnoea: Computerized Endopharyngeal
Myotonometry of the Soft Palate and Lingual Musculature. Tartu, 2001.
Anneli Uuskiila. Epidemiology of sexually transmitted diseases in Estonia
in 1990-2000. Tartu, 2001.

Ade Kallas. Characterization of antibodies to coagulation factor VIII.
Tartu, 2002.

Heidi Annuk. Selection of medicinal plants and intestinal lactobacilli as
antimicrobil components for functional foods. Tartu, 2002.

Aet Lukmann. Early rehabilitation of patients with ischaemic heart
disease after surgical revascularization of the myocardium: assessment of
health-related quality of life, cardiopulmonary reserve and oxidative stress.
A clinical study. Tartu, 2002.

Maigi Eisen. Pathogenesis of Contact Dermatitis: participation of Oxida-
tive Stress. A clinical — biochemical study. Tartu, 2002.

Piret Hussar. Histology of the post-traumatic bone repair in rats. Elabora-
tion and use of a new standardized experimental model — bicortical per-
foration of tibia compared to internal fracture and resection osteotomy.
Tartu, 2002.

Tonu Rétsep. Aneurysmal subarachnoid haemorrhage: Noninvasive moni-
toring of cerebral haemodynamics. Tartu, 2002.

Marju Herodes. Quality of life of people with epilepsy in Estonia. Tartu,
2003.

Katre Maasalu. Changes in bone quality due to age and genetic disorders
and their clinical expressions in Estonia. Tartu, 2003.

Toomas Sillakivi. Perforated peptic ulcer in Estonia: epidemiology, risk
factors and relations with Helicobacter pylori. Tartu, 2003.

Leena Puksa. Late responses in motor nerve conduction studies. F and A
waves in normal subjects and patients with neuropathies. Tartu, 2003.
Krista Loivukene. Helicobacter pylori in gastric microbial ecology and
its antimicrobial susceptibility pattern. Tartu, 2003.

134



83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

Helgi Kolk. Dyspepsia and Helicobacter pylori infection: the diagnostic
value of symptoms, treatment and follow-up of patients referred for upper
gastrointestinal endoscopy by family physicians. Tartu, 2003.

Helena Soomer. Validation of identification and age estimation methods
in forensic odontology. Tartu, 2003.

Kersti Oselin. Studies on the human MDR1, MRP1, and MRP2 ABC
transporters: functional relevance of the genetic polymorphisms in the
MDRI1 and MRPI gene. Tartu, 2003.

Jaan Soplepmann. Peptic ulcer haemorrhage in Estonia: epidemiology,
prognostic factors, treatment and outcome. Tartu, 2003.

Margot Peetsalu. Long-term follow-up after vagotomy in duodenal ulcer
disease: recurrent ulcer, changes in the function, morphology and Helico-
bacter pylori colonisation of the gastric mucosa. Tartu, 2003.

Kersti Klaamas. Humoral immune response to Helicobacter pylori a study
of host-dependent and microbial factors. Tartu, 2003.

Pille Taba. Epidemiology of Parkinson’s disease in Tartu, Estonia. Pre-
valence, incidence, clinical characteristics, and pharmacoepidemiology.
Tartu, 2003.

Alar VeraksitS. Characterization of behavioural and biochemical pheno-
type of cholecystokinin-2 receptor deficient mice: changes in the function
of the dopamine and endopioidergic system. Tartu, 2003.

Ingrid Kalev. CC-chemokine receptor 5 (CCRS5) gene polymorphism in
Estonians and in patients with Type I and Type Il diabetes mellitus. Tartu,
2003.

Lumme Kadaja. Molecular approach to the regulation of mitochondrial
function in oxidative muscle cells. Tartu, 2003.

Aive Liigant. Epidemiology of primary central nervous system tumours in
Estonia from 1986 to 1996. Clinical characteristics, incidence, survival and
prognostic factors. Tartu, 2004.

Andres, Kulla. Molecular characteristics of mesenchymal stroma in human
astrocytic gliomas. Tartu, 2004.

Mari Jirvelaid. Health damaging risk behaviours in adolescence. Tartu,
2004.

Ulle Pechter. Progression prevention strategies in chronic renal failure and
hypertension. An experimental and clinical study. Tartu, 2004.

Gunnar Tasa. Polymorphic glutathione S-transferases — biology and role
in modifying genetic susceptibility to senile cataract and primary open
angle glaucoma. Tartu, 2004.

Tuuli Kidambre. Intracellular energetic unit: structural and functional
aspects. Tartu, 2004.

Vitali Vassiljev. Influence of nitric oxide syntase inhibitors on the effects
of ethanol after acute and chronic ethanol administration and withdrawal.
Tartu, 2004.

135



100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

Aune Rehema. Assessment of nonhaem ferrous iron and glutathione
redox ratio as markers of pathogeneticity of oxidative stress in different
clinical groups. Tartu, 2004.

Evelin Seppet. Interaction of mitochondria and ATPases in oxidative
muscle cells in normal and pathological conditions. Tartu, 2004.

Eduard Maron. Serotonin function in panic disorder: from clinical expe-
riments to brain imaging and genetics. Tartu, 2004.

Marje Oona. Helicobacter pylori infection in children: epidemiological
and therapeutic aspects. Tartu, 2004.

Kersti Kokk. Regulation of active and passive molecular transport in the
testis. Tartu, 2005.

Vladimir Jéirv. Cross-sectional imaging for pretreatment evaluation and
follow-up of pelvic malignant tumours. Tartu, 2005.

Andre Oun. Epidemiology of adult epilepsy in Tartu, Estonia. Incidence,
prevalence and medical treatment. Tartu, 2005.

Piibe Muda. Homocysteine and hypertension: associations between
homocysteine and essential hypertension in treated and untreated hyper-
tensive patients with and without coronary artery disease. Tartu, 2005.
Kiilli Kingo. The interleukin-10 family cytokines gene polymorphisms in
plaque psoriasis. Tartu, 2005.

Mati Merila. Anatomy and clinical relevance of the glenohumeral joint
capsule and ligaments. Tartu, 2005.

Epp Songisepp. Evaluation of technological and functional properties of
the new probiotic Lactobacillus fermentum ME-3. Tartu, 2005.

Tiia Ainla. Acute myocardial infarction in Estonia: clinical characte-
ristics, management and outcome. Tartu, 2005.

Andres Sell. Determining the minimum local anaesthetic requirements for
hip replacement surgery under spinal anaesthesia — a study employing a
spinal catheter. Tartu, 2005.

Tiia Tamme. Epidemiology of odontogenic tumours in Estonia. Patho-
genesis and clinical behaviour of ameloblastoma. Tartu, 2005.

Triine Annus. Allergy in Estonian schoolchildren: time trends and
characteristics. Tartu, 2005.

Tiia Voor. Microorganisms in infancy and development of allergy: com-
parison of Estonian and Swedish children. Tartu, 2005.

Priit Kasendmm. Indicators for tonsillectomy in adults with recurrent
tonsillitis — clinical, microbiological and pathomorphological investiga-
tions. Tartu, 2005.

Eva Zusinaite. Hepatitis C virus: genotype identification and interactions
between viral proteases. Tartu, 2005.

Piret Koll. Oral lactoflora in chronic periodontitis and periodontal health.
Tartu, 2006.

Tiina Stelmach. Epidemiology of cerebral palsy and unfavourable neuro-
developmental outcome in child population of Tartu city and county,
Estonia Prevalence, clinical features and risk factors. Tartu, 2006.

136



120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.
131.

132.

133.

134.

135.

136.
137.

138.

139.
140.

Katrin Pudersell. Tropane alkaloid production and riboflavine excretion
in the field and tissue cultures of henbane (Hyoscyamus niger L.). Tartu,
2006.

Kiilli Jaako. Studies on the role of neurogenesis in brain plasticity. Tartu,
2006.

Aare Mirtson. Lower limb lengthening: experimental studies of bone
regeneration and long-term clinical results. Tartu, 2006.

Heli Téhepold. Patient consultation in family medicine. Tartu, 2006.
Stanislav Liskmann. Peri-implant disease: pathogenesis, diagnosis and
treatment in view of both inflammation and oxidative stress profiling.
Tartu, 2006.

Ruth Rudissaar. Neuropharmacology of atypical antipsychotics and an
animal model of psychosis. Tartu, 2006.

Helena Andreson. Diversity of Helicobacter pylori genotypes in Esto-
nian patients with chronic inflammatory gastric diseases. Tartu, 2006.
Katrin Pruus. Mechanism of action of antidepressants: aspects of sero-
toninergic system and its interaction with glutamate. Tartu, 2006.

Priit Pdder. Clinical and experimental investigation: relationship of
ischaemia/reperfusion injury with oxidative stress in abdominal aortic
aneurysm repair and in extracranial brain artery endarterectomy and possi-
bilities of protection against ischaemia using a glutathione analogue in a
rat model of global brain ischaemia. Tartu, 2006.

Marika Tammaru. Patient-reported outcome measurement in rheumatoid
arthritis. Tartu, 2006.

Tiia Reimand. Down syndrome in Estonia. Tartu, 2006.

Diva Eensoo. Risk-taking in traffic and Markers of Risk-Taking Beha-
viour in Schoolchildren and Car Drivers. Tartu, 2007.

Riina Vibo. The third stroke registry in Tartu, Estonia from 2001 to 2003:
incidence, case-fatality, risk factors and long-term outcome. Tartu, 2007.
Chris Pruunsild. Juvenile idiopathic arthritis in children in Estonia.
Tartu, 2007.

Eve Oiglane-Slik. Angelman and Prader-Willi syndromes in Estonia.
Tartu, 2007.

Kadri Haller. Antibodies to follicle stimulating hormone. Significance in
female infertility. Tartu, 2007.

Pille O6pik. Management of depression in family medicine. Tartu, 2007.
Jaak Kals. Endothelial function and arterial stiffness in patients with
atherosclerosis and in healthy subjects. Tartu, 2007.

Priit Kampus. Impact of inflammation, oxidative stress and age on arte-
rial stiffness and carotid artery intima-media thickness. Tartu, 2007.
Margus Punab. Male fertility and its risk factors in Estonia. Tartu, 2007.
Alar Toom. Heterotopic ossification after total hip arthroplasty: clinical
and pathogenetic investigation. Tartu, 2007.

137



141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

158.

159.
160.

Lea Pehme. Epidemiology of tuberculosis in Estonia 1991-2003 with
special regard to extrapulmonary tuberculosis and delay in diagnosis of
pulmonary tuberculosis. Tartu, 2007.

Juri Karjagin. The pharmacokinetics of metronidazole and meropenem
in septic shock. Tartu, 2007.

Inga Talvik. Inflicted traumatic brain injury shaken baby syndrome in
Estonia — epidemiology and outcome. Tartu, 2007.

Tarvo Rajasalu. Autoimmune diabetes: an immunological study of type
1 diabetes in humans and in a model of experimental diabetes (in RIP-
B7.1 mice). Tartu, 2007.

Inga Karu. Ischaemia-reperfusion injury of the heart during coronary sur-
gery: a clinical study investigating the effect of hyperoxia. Tartu, 2007.
Peeter Padrik. Renal cell carcinoma: Changes in natural history and
treatment of metastatic disease. Tartu, 2007.

Neve Vendt. Iron deficiency and iron deficiency anaemia in infants aged
9 to 12 months in Estonia. Tartu, 2008.

Lenne-Triin Heidmets. The effects of neurotoxins on brain plasticity:
focus on neural Cell Adhesion Molecule. Tartu, 2008.

Paul Korrovits. Asymptomatic inflammatory prostatitis: prevalence, etio-
logical factors, diagnostic tools. Tartu, 2008.

Annika Reintam. Gastrointestinal failure in intensive care patients. Tartu,
2008.

Kristiina Roots. Cationic regulation of Na-pump in the normal, Alzhei-
mer’s and CCK; receptor-deficient brain. Tartu, 2008.

Helen Puusepp. The genetic causes of mental retardation in Estonia:
fragile X syndrome and creatine transporter defect. Tartu, 2009.

Kristiina Rull. Human chorionic gonadotropin beta genes and recurrent
miscarriage: expression and variation study. Tartu, 2009.

Margus Eimre. Organization of energy transfer and feedback regulation
in oxidative muscle cells. Tartu, 2009.

Maire Link. Transcription factors FoxP3 and AIRE: autoantibody as-
sociations. Tartu, 2009.

Kai Haldre. Sexual health and behaviour of young women in Estonia.
Tartu, 2009.

Kaur Liivak. Classical form of congenital adrenal hyperplasia due to
21-hydroxylase deficiency in Estonia: incidence, genotype and phenotype
with special attention to short-term growth and 24-hour blood pressure.
Tartu, 2009.

Kersti Ehrlich. Antioxidative glutathione analogues (UPF peptides) —
molecular design, structure-activity relationships and testing the protec-
tive properties. Tartu, 2009.

Anneli Rétsep. Type 2 diabetes care in family medicine. Tartu, 2009.
Silver Tiirk. Etiopathogenetic aspects of chronic prostatitis: role of
mycoplasmas, coryneform bacteria and oxidative stress. Tartu, 2009.

138



161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

180.
181.

182.

Kaire Heilman. Risk markers for cardiovascular disease and low bone
mineral density in children with type 1 diabetes. Tartu, 2009.

Kristi Riiiitel. HIV-epidemic in Estonia: injecting drug use and quality of
life of people living with HIV. Tartu, 2009.

Triin Eller. Immune markers in major depression and in antidepressive
treatment. Tartu, 2009.

Siim Suutre. The role of TGF-f isoforms and osteoprogenitor cells in the
pathogenesis of heterotopic ossification. An experimental and clinical
study of hip arthroplasty. Tartu, 2010.

Kai Kliiman. Highly drug-resistant tuberculosis in Estonia: Risk factors
and predictors of poor treatment outcome. Tartu, 2010.

Inga Villa. Cardiovascular health-related nutrition, physical activity and
fitness in Estonia. Tartu, 2010.

Tonis Org. Molecular function of the first PHD finger domain of Auto-
immune Regulator protein. Tartu, 2010.

Tuuli Metsvaht. Optimal antibacterial therapy of neonates at risk of early
onset sepsis. Tartu, 2010.

Jaanus Kahu. Kidney transplantation: Studies on donor risk factors and
mycophenolate mofetil. Tartu, 2010.

Koit Reimand. Autoimmunity in reproductive failure: A study on as-
sociated autoantibodies and autoantigens. Tartu, 2010.

Mart Kull. Impact of vitamin D and hypolactasia on bone mineral den-
sity: a population based study in Estonia. Tartu, 2010.

Rael Laugesaar. Stroke in children — epidemiology and risk factors.
Tartu, 2010.

Mark Braschinsky. Epidemiology and quality of life issues of hereditary
spastic paraplegia in Estonia and implemention of genetic analysis in
everyday neurologic practice. Tartu, 2010.

Kadri Suija. Major depression in family medicine: associated factors,
recurrence and possible intervention. Tartu, 2010.

Jarno Habicht. Health care utilisation in Estonia: socioeconomic determi-
nants and financial burden of out-of-pocket payments. Tartu, 2010.

Kristi Abram. The prevalence and risk factors of rosacea. Subjective
disease perception of rosacea patients. Tartu, 2010.

Malle Kuum. Mitochondrial and endoplasmic reticulum cation fluxes:
Novel roles in cellular physiology. Tartu, 2010.

Rita Teek. The genetic causes of early onset hearing loss in Estonian
children. Tartu, 2010.

Daisy Volmer. The development of community pharmacy services in
Estonia — public and professional perceptions 1993-2006. Tartu, 2010.
Jelena Lissitsina. Cytogenetic causes in male infertility. Tartu, 2011.
Delia Lepik. Comparison of gunshot injuries caused from Tokarev, Ma-
karov and Glock 19 pistols at different firing distances. Tartu, 2011.
Ene-Renate Piahkla. Factors related to the efficiency of treatment of
advanced periodontitis. Tartu, 2011.

139



183.

184.

185.

186.

187.

188.

189.

190.

191.

192.

193.

194.

195.

196.

197.

198.

199.

200.

201.

202.

Maarja Krass. L-Arginine pathways and antidepressant action. Tartu,
2011.

Taavi Lai. Population health measures to support evidence-based health
policy in Estonia. Tartu, 2011.

Tiit Salum. Similarity and difference of temperature-dependence of the
brain sodium pump in normal, different neuropathological, and aberrant
conditions and its possible reasons. Tartu, 2011.

Tonu Vooder. Molecular differences and similarities between histo-
logical subtypes of non-small cell lung cancer. Tartu, 2011.

Jelena Stiepetova. The characterisation of intestinal lactic acid bacteria
using bacteriological, biochemical and molecular approaches. Tartu, 2011.
Radko Avi. Natural polymorphisms and transmitted drug resistance in
Estonian HIV-1 CRF06 cpx and its recombinant viruses. Tartu, 2011, 116 p.
Edward Laane. Multiparameter flow cytometry in haematological malig-
nancies. Tartu, 2011, 152 p.

Triin Jagomigi. A study of the genetic etiology of nonsyndromic cleft lip
and palate. Tartu, 2011, 158 p.

Ivo Laidmie. Fibrin glue of fish (Sa/mo salar) origin: immunological
study and development of new pharmaceutical preparation. Tartu, 2012,
150 p.

Ulle Parm. Early mucosal colonisation and its role in prediction of inva-
sive infection in neonates at risk of early onset sepsis. Tartu, 2012, 168 p.
Kaupo Teesalu. Autoantibodies against desmin and transglutaminase 2 in
celiac disease: diagnostic and functional significance. Tartu, 2012, 142 p.
Maksim Zagura. Biochemical, functional and structural profiling of
arterial damage in atherosclerosis. Tartu, 2012, 162 p.

Vivian Kont. Autoimmune regulator: characterization of thymic gene
regulation and promoter methylation. Tartu, 2012, 134 p.

Pirje Hiitt. Functional properties, persistence, safety and efficacy of
potential probiotic lactobacilli. Tartu, 2012, 246 p.

Innar Toru. Serotonergic modulation of CCK-4- induced panic. Tartu,
2012, 132 p.

Sigrid Vorobjov. Drug use, related risk behaviour and harm reduction
interventions utilization among injecting drug users in Estonia: impli-
cations for drug policy. Tartu, 2012, 120 p.

Martin Serg. Therapeutic aspects of central haemodynamics, arterial
stiffness and oxidative stress in hypertension. Tartu, 2012, 156 p.

Jaanika Kumm. Molecular markers of articular tissues in early knee
osteoarthritis: a population-based longitudinal study in middle-aged sub-
jects. Tartu, 2012, 159 p.

Kertu Riinkorg. Functional changes of dopamine, endopioid and endo-
cannabinoid systems in CCK2 receptor deficient mice. Tartu, 2012, 125 p.
Mai Blondal. Changes in the baseline characteristics, management and
outcomes of acute myocardial infarction in Estonia. Tartu, 2012, 127 p.

140



203.

204.

205.

206.

207.

208.

209.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

220.

221.

Jana Lass. Epidemiological and clinical aspects of medicines use in
children in Estonia. Tartu, 2012, 170 p.

Kai Truusalu. Probiotic lactobacilli in experimental persistent Salmo-
nella infection. Tartu, 2013, 139 p.

Oksana Jagur. Temporomandibular joint diagnostic imaging in relation
to pain and bone characteristics. Long-term results of arthroscopic treat-
ment. Tartu, 2013, 126 p.

Katrin Sikk. Manganese-ephedrone intoxication — pathogenesis of neuro-
logical damage and clinical symptomatology. Tartu, 2013, 125 p.

Kai Blondal. Tuberculosis in Estonia with special emphasis on drug-
resistant tuberculosis: Notification rate, disease recurrence and mortality.
Tartu, 2013, 151 p.

Marju Puurand. Oxidative phosphorylation in different diseases of
gastric mucosa. Tartu, 2013, 123 p.

Aili Tagoma. Immune activation in female infertility: Significance of
autoantibodies and inflammatory mediators. Tartu, 2013, 135 p.

Liis Sabre. Epidemiology of traumatic spinal cord injury in Estonia.
Brain activation in the acute phase of traumatic spinal cord injury. Tartu,
2013, 135 p.

Merit Lamp. Genetic susceptibility factors in endometriosis. Tartu, 2013,
125 p.

Erik Salum. Beneficial effects of vitamin D and angiotensin II receptor
blocker on arterial damage. Tartu, 2013, 167 p.

Maire Karelson. Vitiligo: clinical aspects, quality of life and the role of
melanocortin system in pathogenesis. Tartu, 2013, 153 p.

Kuldar Kaljurand. Prevalence of exfoliation syndrome in Estonia and its
clinical significance. Tartu, 2013, 113 p.

Raido Paasma. Clinical study of methanol poisoning: handling large out-
breaks, treatment with antidotes, and long-term outcomes. Tartu, 2013,
96 p.

Anne Kleinberg. Major depression in Estonia: prevalence, associated
factors, and use of health services. Tartu, 2013, 129 p.

Triin Eglit. Obesity, impaired glucose regulation, metabolic syndrome
and their associations with high-molecular-weight adiponectin levels.
Tartu, 2014, 115 p.

Kristo Ausmees. Reproductive function in middle-aged males: Associa-
tions with prostate, lifestyle and couple infertility status. Tartu, 2014, 125 p.
Kristi Huik. The influence of host genetic factors on the susceptibility to
HIV and HCV infections among intravenous drug users. Tartu, 2014,
144 p.

Liina Tserel. Epigenetic profiles of monocytes, monocyte-derived macro-
phages and dendritic cells. Tartu, 2014, 143 p.

Irina Kerna. The contribution of ADAMI12 and CILP genes to the
development of knee osteoarthritis. Tartu, 2014, 152 p.

141



222.

223.

224.

225.

226.

227.

228.

229.

230.

231.

232.

233.

234.

235.

236.

237.

238.

239.

Ingrid Liiv. Autoimmune regulator protein interaction with DNA-depen-
dent protein kinase and its role in apoptosis. Tartu, 2014, 143 p.

Liivi Maddison. Tissue perfusion and metabolism during intra-abdominal
hypertension. Tartu, 2014, 103 p.

Krista Ress. Childhood coeliac disease in Estonia, prevalence in atopic
dermatitis and immunological characterisation of coexistence. Tartu,
2014, 124 p.

Kai Muru. Prenatal screening strategies, long-term outcome of children
with marked changes in maternal screening tests and the most common
syndromic heart anomalies in Estonia. Tartu, 2014, 189 p.

Kaja Rahu. Morbidity and mortality among Baltic Chernobyl cleanup
workers: a register-based cohort study. Tartu, 2014, 155 p.

Klari Noormets. The development of diabetes mellitus, fertility and
energy metabolism disturbances in a Wfsl-deficient mouse model of
Wolfram syndrome. Tartu, 2014, 132 p.

Liis Toome. Very low gestational age infants in Estonia. Tartu, 2014,
183 p.

Ceith Nikkolo. Impact of different mesh parameters on chronic pain and
foreign body feeling after open inguinal hernia repair. Tartu, 2014, 132 p.
Vadim Brjalin. Chronic hepatitis C: predictors of treatment response in
Estonian patients. Tartu, 2014, 122 p.

Vahur Metsna. Anterior knee pain in patients following total knee arthro-
plasty: the prevalence, correlation with patellar cartilage impairment and
aspects of patellofemoral congruence. Tartu, 2014, 130 p.

Marju Kase. Glioblastoma multiforme: possibilities to improve treatment
efficacy. Tartu, 2015, 137 p.

Riina Runnel. Oral health among elementary school children and the
effects of polyol candies on the prevention of dental caries. Tartu, 2015,
112 p.

Made Laanpere. Factors influencing women’s sexual health and repro-
ductive choices in Estonia. Tartu, 2015, 176 p.

Andres Lust. Water mediated solid state transformations of a polymorphic
drug — effect on pharmaceutical product performance. Tartu, 2015, 134 p.
Anna Klugman. Functionality related characterization of pretreated wood
lignin, cellulose and polyvinylpyrrolidone for pharmaceutical applications.
Tartu, 2015, 156 p.

Triin Laisk-Podar. Genetic variation as a modulator of susceptibility to
female infertility and a source for potential biomarkers. Tartu, 2015, 155 p.
Mailis Tonisson. Clinical picture and biochemical changes in blood in
children with acute alcohol intoxication. Tartu, 2015, 100 p.

Kadri Tamme. High volume haemodiafiltration in treatment of severe
sepsis — impact on pharmacokinetics of antibiotics and inflammatory
response. Tartu, 2015, 133 p.

142



240.

241.

242.

243.

244.

245.

246.

247.

248.

249.

250.

251.

252.

253.

254.

255.

256.
257.

258.

Kai Part. Sexual health of young people in Estonia in a social context: the
role of school-based sexuality education and youth-friendly counseling
services. Tartu, 2015, 203 p.

Urve Paaver. New perspectives for the amorphization and physical stabi-
lization of poorly water-soluble drugs and understanding their dissolution
behavior. Tartu, 2015, 139 p.

Aleksandr Peet. Intrauterine and postnatal growth in children with HLA-
conferred susceptibility to type 1 diabetes. Tartu. 2015, 146 p.

Piret Mitt. Healthcare-associated infections in Estonia — epidemiology
and surveillance of bloodstream and surgical site infections. Tartu, 2015,
145 p.

Merli Saare. Molecular Profiling of Endometriotic Lesions and Endo-
metria of Endometriosis Patients. Tartu, 2016, 129 p.

Kaja-Triin Laisaar. People living with HIV in Estonia: Engagement in
medical care and methods of increasing adherence to antiretroviral therapy
and safe sexual behavior. Tartu, 2016, 132 p.

Eero Merilind. Primary health care performance: impact of payment and
practice-based characteristics. Tartu, 2016, 120 p.

Jaanika Kéarner. Cytokine-specific autoantibodies in AIRE deficiency.
Tartu, 2016, 182 p.

Kaido Paapstel. Metabolomic profile of arterial stiffness and early bio-
markers of renal damage in atherosclerosis. Tartu, 2016, 173 p.

Liidia Kiisk. Long-term nutritional study: anthropometrical and clinico-
laboratory assessments in renal replacement therapy patients after inten-
sive nutritional counselling. Tartu, 2016, 207 p.

Georgi Nellis. The use of excipients in medicines administered to neo-
nates in Europe. Tartu, 2017, 159 p.

Aleksei Rakitin. Metabolic effects of acute and chronic treatment with
valproic acid in people with epilepsy. Tartu, 2017, 125 p.

Eveli Kallas. The influence of immunological markers to susceptibility to
HIV, HBV, and HCV infections among persons who inject drugs. Tartu,
2017, 138 p.

Tiina Freimann. Musculoskeletal pain among nurses: prevalence, risk
factors, and intervention. Tartu, 2017, 125 p.

Evelyn Aaviksoo. Sickness absence in Estonia: determinants and
influence of the sick-pay cut reform. Tartu, 2017, 121 p.

Kalev Noupuu. Autosomal-recessive Stargardt disease: phenotypic hetero-
geneity and genotype-phenotype associations. Tartu, 2017, 131 p.

Ho Duy Binh. Osteogenesis imperfecta in Vietnam. Tartu, 2017, 125 p.
Uku Haljasorg. Transcriptional mechanisms in thymic central tolerance.
Tartu, 2017, 147 p.

Zivile Riispere. IgA Nephropathy study according to the Oxford Classi-
fication: IgA Nephropathy clinical-morphological correlations, disease
progression and the effect of renoprotective therapy. Tartu, 2017, 129 p.

143



259.

260.

261.

262.

263.

264.

265.

266.

267.

268.

269.

270.

271.

272.

273.

274.

275.

276.

277.

Hiie Soeorg. Coagulase-negative staphylococci in gut of preterm neonates
and in breast milk of their mothers. Tartu, 2017, 216 p.

Anne-Mari Anton Willmore. Silver nanoparticles for cancer research.
Tartu, 2017, 132 p.

Ott Laius. Utilization of osteoporosis medicines, medication adherence
and the trend in osteoporosis related hip fractures in Estonia. Tartu, 2017,
134 p.

Alar Aab. Insights into molecular mechanisms of asthma and atopic
dermatitis. Tartu, 2017, 164 p.

Sander Pajusalu. Genome-wide diagnostics of Mendelian disorders:
from chromosomal microarrays to next-generation sequencing. Tartu,
2017, 146 p.

Mikk Jiirisson. Health and economic impact of hip fracture in Estonia.
Tartu, 2017, 164 p.

Kaspar Tootsi. Cardiovascular and metabolomic profiling of osteo-
arthritis. Tartu, 2017, 150 p.

Mario Saare. The influence of AIRE on gene expression — studies of
transcriptional regulatory mechanisms in cell culture systems. Tartu, 2017,
172 p.

Piia Jogi. Epidemiological and clinical characteristics of pertussis in
Estonia. Tartu, 2018, 168 p.

Elle Példoja. Structure and blood supply of the superior part of the
shoulder joint capsule. Tartu, 2018, 116 p.

Minh Son Nguyen. Oral health status and prevalence of temporo-
mandibular disorders in 65—74-year-olds in Vietnam. Tartu, 2018, 182 p.
Kristian Semjonov. Development of pharmaceutical quench-cooled
molten and melt-electrospun solid dispersions for poorly water-soluble
indomethacin. Tartu, 2018, 125 p.

Janne Tiigimie-Saar. Botulinum neurotoxin type A treatment for
sialorrhea in central nervous system diseases. Tartu, 2018, 109 p.

Veiko Vengerfeldt. Apical periodontitis: prevalence and etiopathogenetic
aspects. Tartu, 2018, 150 p.

Rudolf Bichele. TNF superfamily and AIRE at the crossroads of thymic
differentiation and host protection against Candida albicans infection.
Tartu, 2018, 153 p.

Olga Tsuiko. Unravelling Chromosomal Instability in Mammalian Pre-
implantation Embryos Using Single-Cell Genomics. Tartu, 2018, 169 p.
Kirt Kriisa. Profile of acylcarnitines, inflammation and oxidative stress
in first-episode psychosis before and after antipsychotic treatment. Tartu,
2018, 145 p.

Xuan Dung Ho. Characterization of the genomic profile of osteosarcoma.
Tartu, 2018, 144 p.

Karit Reinson. New Diagnostic Methods for Early Detection of Inborn
Errors of Metabolism in Estonia. Tartu, 2018, 201 p.

144



278.

279.

280.

281.

282.

283.

284.

285.

286.

287.
288.

289.

290.

291.

292.

293.

294.

295.

296.

297.

Mari-Anne Vals. Congenital N-glycosylation Disorders in Estonia. Tartu,
2019, 148 p.

Liis Kadastik-Eerme. Parkinson’s disease in Estonia: epidemiology,
quality of life, clinical characteristics and pharmacotherapy. Tartu, 2019,
202 p.

Hedi Hunt. Precision targeting of intraperitoneal tumors with peptide-
guided nanocarriers. Tartu, 2019, 179 p.

Rando Porosk. The role of oxidative stress in Wolfram syndrome 1 and
hypothermia. Tartu, 2019, 123 p.

Ene-Ly Jogeda. The influence of coinfections and host genetic factor on
the susceptibility to HIV infection among people who inject drugs. Tartu,
2019, 126 p.

Kristel Ehala-Aleksejev. The associations between body composition,
obesity and obesity-related health and lifestyle conditions with male re-
productive function. Tartu, 2019, 138 p.

Aigar Ottas. The metabolomic profiling of psoriasis, atopic dermatitis
and atherosclerosis. Tartu, 2019, 136 p.

Elmira Gurbanova. Specific characteristics of tuberculosis in low de-
fault, but high multidrug—resistance prison setting. Tartu, 2019, 129 p.
Van Thai Nguyeni. The first study of the treatment outcomes of patients
with cleft lip and palate in Central Vietnam. Tartu, 2019, 144 p.

Maria Yakoreva. Imprinting Disorders in Estonia. Tartu, 2019, 187 p.
Kadri Rekker. The putative role of microRNAs in endometriosis patho-
genesis and potential in diagnostics. Tartu, 2019, 140 p.

Ulle Vohma. Association between personality traits, clinical characteris-
tics and pharmacological treatment response in panic disorder. Tartu,
2019, 121 p.

Aet Saar. Acute myocardial infarction in Estonia 2001-2014: towards
risk-based prevention and management. Tartu, 2019, 124 p.

Toomas Toomsoo. Transcranial brain sonography in the Estonian cohort
of Parkinson’s disease. Tartu, 2019, 114 p.

Lidiia Zhytnik. Inter- and intrafamilial diversity based on genotype and
phenotype correlations of Osteogenesis Imperfecta. Tartu, 2019, 224 p.
Pilleriin Soodla. Newly HIV-infected people in Estonia: estimation of
incidence and transmitted drug resistance. Tartu, 2019, 194 p.

Kristiina OQjamaa. Epidemiology of gynecological cancer in Estonia.
Tartu, 2020, 133 p.

Marianne Saard. Modern Cognitive and Social Intervention Techniques
in Paediatric Neurorehabilitation for Children with Acquired Brain Injury.
Tartu, 2020, 168 p.

Julia Maslovskaja. The importance of DNA binding and DNA breaks for
AIRE-mediated transcriptional activation. Tartu, 2020, 162 p.

Natalia Lobanovskaya. The role of PSA-NCAM in the survival of retinal
ganglion cells. Tartu, 2020, 105 p.

145



298.

299.

300.

301.

302.

303.

304.

305.

306.

307.

308.

309.

310.

311.

312.

313.

314.

315.

Madis Rahu. Structure and blood supply of the postero-superior part of
the shoulder joint capsule with implementation of surgical treatment after
anterior traumatic dislocation. Tartu, 2020, 104 p.

Helen Zirnask. Luteinizing hormone (LH) receptor expression in the
penis and its possible role in pathogenesis of erectile disturbances. Tartu,
2020, 87 p.

Kadri Toome. Homing peptides for targeting of brain diseases. Tartu,
2020, 152 p.

Maarja Hallik. Pharmacokinetics and pharmacodynamics of inotropic
drugs in neonates. Tartu, 2020, 172 p.

Raili Miiller. Cardiometabolic risk profile and body composition in early
rheumatoid arthritis. Tartu, 2020, 133 p.

Sergo Kasvandik. The role of proteomic changes in endometrial cells —
from the perspective of fertility and endometriosis. Tartu, 2020, 191 p.
Epp Kaleviste. Genetic variants revealing the role of STAT1/STAT3
signaling cytokines in immune protection and pathology. Tartu, 2020,
189 p.

Sten Saar. Epidemiology of severe injuries in Estonia. Tartu, 2020, 104 p.
Kati Braschinsky. Epidemiology of primary headaches in Estonia and
applicability of web-based solutions in headache epidemiology research.
Tartu, 2020, 129 p.

Helen Vaher. MicroRNAs in the regulation of keratinocyte responses in
psoriasis vulgaris and atopic dermatitis. Tartu, 2020, 242 p.

Liisi Raam. Molecular Alterations in the Pathogenesis of Two Chronic
Dermatoses — Vitiligo and Psoriasis. Tartu, 2020, 164 p.

Artur Vetkas. Long-term quality of life, emotional health, and associated
factors in patients after aneurysmal subarachnoid haemorrhage. Tartu,
2020, 127 p.

Teele Kasepalu. Effects of remote ischaemic preconditioning on organ
damage and acylcarnitines’ metabolism in vascular surgery. Tartu, 2020,
130 p.

Prakash Lingasamy. Development of multitargeted tumor penetrating
peptides. Tartu, 2020, 246 p.

Lille Kurvits. Parkinson’s disease as a multisystem disorder: whole trans-
criptome study in Parkinson’s disease patients’ skin and blood. Tartu,
2021, 142 p.

Mariliis P6ld. Smoking, attitudes towards smoking behaviour, and nico-
tine dependence among physicians in Estonia: cross-sectional surveys
1982-2014. Tartu, 2021, 172 p.

Triin Kikas. Single nucleotide variants affecting placental gene expression
and pregnancy outcome. Tartu, 2021, 160 p.

Hedda Lippus-Metsaots. Interpersonal violence in Estonia: prevalence,
impact on health and health behaviour. Tartu, 2021, 172 p.

146



316.

317.

318.

319.

320.

321.

322.

323.

324.

325.

326.

327.

328.

329.

330.

331.

332.

333.

Georgi Dzaparidze. Quantification and evaluation of the diagnostic signi-
ficance of adenocarcinoma-associated microenvironmental changes in the
prostate using modern digital pathology solutions. Tartu, 2021, 132 p.

Tuuli Sedman. New avenues for GLP1 receptor agonists in the treatment
of diabetes. Tartu, 2021, 118 p.

Martin Padar. Enteral nutrition, gastrointestinal dysfunction and intes-
tinal biomarkers in critically ill patients. Tartu, 2021, 189 p.

Siim Schneider. Risk factors, etiology and long-term outcome in young
ischemic stroke patients in Estonia. Tartu, 2021, 131 p.

Konstantin Ridnéi. Implementation and effectiveness of new prenatal
diagnostic strategies in Estonia. Tartu, 2021, 191 p.

Risto Vaikjiarv. Etiopathogenetic and clinical aspects of peritonsillar
abscess. Tartu, 2021, 115 p.

Liis Preem. Design and characterization of antibacterial electrospun drug
delivery systems for wound infections. Tartu, 2022, 220 p.

Keerthie Dissanayake. Preimplantation embryo-derived extracellular
vesicles: potential as an embryo quality marker and their role during the
embryo-maternal communication. Tartu, 2022, 203 p.

Laura Viidik. 3D printing in pharmaceutics: a new avenue for fabricating
therapeutic drug delivery systems. Tartu, 2022, 139 p.

Kasun Godakumara. Extracellular vesicle mediated embryo-maternal
communication — A tool for evaluating functional competency of pre-
implantation embryos. Tartu, 2022, 176 p.

Hindrek Teder. Developing computational methods and workflows for
targeted and whole-genome sequencing based non-invasive prenatal
testing. Tartu, 2022, 138 p.

Jana Tuusov. Deaths caused by alcohol, psychotropic and other sub-
stances in Estonia: evidence based on forensic autopsies. Tartu, 2022, 157 p.
Heigo Reima. Colorectal cancer care and outcomes — evaluation and pos-
sibilities for improvement in Estonia. Tartu, 2022, 146 p.

Liisa Kuhi. A contribution of biomarker collagen type II neoepitope C2C
in urine to the diagnosis and prognosis of knee osteoarthritis. Tartu, 2022,
157 p.

Reeli Tamme. Associations between pubertal hormones and physical
activity levels, and subsequent bone mineral characteristics: a longitudinal
study of boys aged 12—18. Tartu, 2022, 118 p.

Deniss Soritsa. The impact of endometriosis and physical activity on
female reproduction. Tartu, 2022, 152 p.

Mohammad Mehedi Hasan. Characterization of follicular fluid-derived
extracellular vesicles and their contribution to periconception environ-
ment. Tartu, 2022, 194 p.

Priya Kulkarni. Osteoarthritis pathogenesis: an immunological passage
through synovium-synovial fluid axis. Tartu, 2022, 268 p.

147



334.

335.

336.

337.

338.

339.

340.

341.

342.

343.

344.

345.

346.

347.

348.

349.

350.

351.

Nigul Ilves. Brain plasticity and network reorganization in children with
perinatal stroke: a functional magnetic resonance imaging study. Tartu,
2022, 169 p.

Marko Murruste. Short- and long-term outcomes of surgical manage-
ment of chronic pancreatitis. Tartu, 2022, 180 p.

Marilin Ivask. Transcriptomic and metabolic changes in the WFS1-defi-
cient mouse model. Tartu, 2022, 158 p.

Jiiri Lieberg. Results of surgical treatment and role of biomarkers in
pathogenesis and risk prediction in patients with abdominal aortic aneu-
rysm and peripheral artery disease. Tartu, 2022, 160 p.

Sanna Puusepp. Comparison of molecular genetics and morphological
findings of childhood-onset neuromuscular disorders. Tartu, 2022, 216 p.
Khan Nguyen Viet. Chemical composition and bioactivity of extracts and
constituents isolated from the medicinal plants in Vietnam and their nano-
technology-based delivery systems. Tartu, 2023, 172 p.

Getnet Balcha Midekessa. Towards understanding the colloidal stability
and detection of Extracellular Vesicles. Tartu, 2023, 172 p.

Kristiina Sepp. Competency-based and person-centred community phar-
macy practice — development and implementation in Estonia. Tartu, 2023,
242 p.

Linda Sober. Impact of thyroid disease and surgery on patient’s quality
of voice and swallowing. Tartu, 2023, 114 p.

Anni Lepland. Precision targeting of tumour-associated macrophages in
triple negative breast cancer. Tartu, 2023, 160 p.

Sirje Sammul. Prevalence and risk factors of arterial hypertension and
cardiovascular mortality: 13-year longitudinal study among 35- and 55-
year-old adults in Estonia and Sweden. Tartu, 2023, 158 p.

Maarjaliis Paavo. Short-Wavelength and Near-Infrared Autofluorescence
Imaging in Recessive Stargardt Disease, Choroideremia, PROM[-Macular
Dystrophy and Ocular Albinism. Tartu, 2023, 202 p.

Kaspar Ratnik. development of predictive multimarker test for pre-
eclampsia in early and late pregnancy. Tartu, 2023, 134 p.

Kirt Simre. Development of coeliac disease in two populations with
different environmental backgrounds. Tartu, 2023, 161 p.

Qurat Ul Ain Reshi. Characterization of the maternal reproductive tract
and spermatozoa communication during periconception period via extra-
cellular vesicles. Tartu, 2023, 182 p.

Stanislav Tjagur. Mycoplasma genitalium and other sexually transmitted
infections causing urethritis — their prevalence, impact on male fertility
parameters and prostate health. Tartu, 2023, 225 p.

Lagle Lehes. The first study of voice and resonance related treatment out-
comes of Estonian cleft palate children. Tartu, 2023, 126 p.

Liis Ilves. Metabolomic profiling of chronic inflammatory skin diseases.
Tartu, 2023, 146 p.

148



352.

353.

354.

355.

356.

357.

358.

359.

360.

361.

362.

363.

364.

365.

366.

367.

368.

369.

Marina Sunina. Flow cytometric analysis of T and B cell properties in
healthy donors and subjects with vitiligo. Tartu, 2023, 164 p.

Jaanus Suumann. Gastric biomarkers and their dynamics as a less inva-
sive method to evaluate stomach health in bariatric surgery patients. Tartu,
2023, 122 p.

Ele Hanson. Clinical and biochemical markers for the prediction and
early diagnosis of pregnancy related complications. Tartu, 2023, 145 p.
Priit Pauklin. Hemodynamic and biochemical characteristics of patients
with atrial fibrillation and anticoagulation of >65-year-old patients with
atrial fibrillation in Estonia. Tartu, 2023, 144 p.

Triinu Keskpaik. Quality Indicators and Non-Ischemic Myocardial In-
jury in Emergency Medicine. Tartu, 2023, 121 p.

Laura Roht. Hereditary colorectal cancer syndromes in Estonia. Tartu,
2023, 178 p.

Norman Ilves. Risk factors and onset time of periventricular hemorrhagic
infarction in preterm born children and periventricular venous infarction
in term born children. Tartu, 2024, 177 p.

Edgar Lipping. Postoperative antibacterial therapy in complicated appen-
dicitis and appendectomy in pregnancy. Tartu, 2024, 121 p.

Celia Teresa Pozo Ramos. Preparation and assessment of antimicrobial
electrospun matrices for prospective applications in wound healing. Tartu,
2024, 203 p.

Karl Kuusik. Effects of remote ischaemic preconditioning on arterial
stiffness, organ damage and metabolomic profile in patients with lower
extremity artery disease. Tartu, 2024, 173 p.

Kelli Somelar-Duracz. The molecular and cellular mechanisms of brain
plasticity impairing factors. Tartu, 2024, 245 p.

Aleksei Baburin. Breast cancer incidence, mortality and survival in Esto-
nia in the context of health care system changes and screening. Tartu,
2024, 130 p.

Marina Loid. Molecular and cellular determinants of healthy receptive
and aged endometrium. Tartu, 2024, 159 p.

Ulvi Vaher. Epilepsy after ischemic perinatal stroke in term born children:
neuroimaging predictors, clinical course and cognitive outcome. Tartu,
2024, 160 p.

Allan Tobi. Development of Smart Nanoparticles for Experimental Treat-
ment of Cancer. Tartu, 2024, 160 p.

Leho Rips. The influence of vitamin D on the physical performance of
conscripts in the Estonian Defence Forces. Tartu, 2024, 147 p.

Kati Kirberg. Factors and markers predicting subclinical atherosclerosis
in type 2 diabetes. Tartu, 2024, 161 p.

Valeria Sidorenko. Novel anthracycline-loaded nanoparticles for preci-
sion cancer therapy. Tartu, 2024, 183 p.

149



370. Kadri Koivumiégi. Acute gastroenteritis hospitalizations in Estonia after

371.

implementation of universal mass vaccination against rotavirus. Tartu,
2024, 150 p.

Ingrid Oit-Wiscombe. Genetic markers of enzymatics in the patho-
genesis of chronic obstructive pulmonary disease as a systemic disease
and the effects of antioxidant peptides. Tartu, 2025, 170 p.



	Mots_Publication 2.pdf
	Changes in nurses' work: A comparative study during the waves of COVID-19 pandemic
	1  INTRODUCTION
	2  AIM
	3  METHODS
	3.1  Study design
	3.2  Research environment and target group
	3.2.1  Participants

	3.3  Instruments
	3.3.1  Study variables

	3.4  Data analysis
	3.5  Ethical considerations

	4  RESULTS
	4.1  Characteristics of the participants
	4.2  Changes in nurses' work context
	4.3  Frequency of nursing activities before and during the waves of the COVID-19 pandemic

	5  DISCUSSION
	5.1  Changes in nurses' work context
	5.2  Differences between nurses caring for COVID and non-COVID patients
	5.3  Changes in nursing activities
	5.4  Unchanged nursing activities
	5.5  Limitations

	6  CONCLUSIONS
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	REFERENCES


	Mots_Publication 3.pdf
	COVID
	Introduction
	Background
	Aim
	Methods
	Study design and research environment
	Procedures
	Instrument
	Study variables

	Statistical analysis
	Ethical considerations
	Results
	Sociodemographic and work-related background
	Main ethical issues for nurses in Estonia and Italy
	Main ethical issues and differences between nurses working with patients with and without COVID


	Discussion
	Implications for nursing
	Limitations
	Conclusions
	Acknowledgements
	Declaration of conflicting interests
	Funding
	ORCID iDs
	References





