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Abstract
Background  Meeting patients’ fundamental care needs is a core aspect of nursing. However, there is compelling 
evidence of missed nursing care within surgical care. Person-centred care is known to increase patient involvement 
and prevent missed nursing care. The Fundamentals of Care framework aligns with person-centred care principles. 
It has the essential relationship-based care process at its core and serves as a guide for delivering person-centred 
fundamental care. This study aims to describe what enables and hinders the delivery of person-centred fundamental 
care as identified by registered nurses and nursing assistants in a surgical department.

Methods  A qualitative descriptive study was performed. Registered nurses and nurse assistants (nursing staff ) from 
three surgical wards at a university hospital participated in a workshop package about person-centred fundamental 
care. Data were collected from two workshops with 106 and 92 participants, respectively, individual written reflections 
on a situation in clinical practice related to person-centred fundamental care delivery (83 participants), and three 
focus group interviews with a total of 13 participants. The data were analysed using content analysis.

Results  The results present the nursing staffs’ descriptions of what enables and hinders the delivery of person-
centred fundamental care in three categories: [1] a culture of daily mentorship to ensure adherence to person-centred 
routines; [2] a distinct nursing leadership—supportive in both routines of daily practice and high-pressure situations; 
and [3] enhancing comprehension of person-centred care routines to embed the approach in everyday thinking and 
actions.

Conclusions  To provide person-centred fundamental care, nursing staff need organizational support in both culture 
and routines. Nurse managers need to be clear on how care is to be delivered, challenge prevailing old habits, and 
act as role models in changing practices. Nursing staff need to take their responsibility by adhering to routines and 
contributing to driving changes. The results can be used to navigate the complex implementation of person-centred 
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Background
Fundamental care needs are the universal needs shared 
by all individuals, regardless of their health status or ill-
ness [1–3]. Meeting a patient’s fundamental care needs—
such as nutrition, mobilization, and dignity—is critical 
not only for respecting the patient but also for ensur-
ing safety and preventing adverse outcomes, including 
infections and delayed wound healing. Unmet needs can 
lead to increased suffering, prolonged hospital stay, and 
increased healthcare costs [4–7]. Surgical care is evolving 
rapidly thanks to advanced surgical techniques, enabling 
care and curing of patients with advanced surgical ill-
nesses. Furthermore, advanced surgeries are being per-
formed in more fragile and older patients, and hospital 
stays are becoming shorter, increasing the demands 
on nursing care [8, 9]. Nursing care that meets each 
patient’s fundamental care needs is essential to enable 
the patient to be safe, involved, and informed [10–14]. 
However, there is compelling evidence of missed nursing 
care within surgical care, including that patients do not 
have their fundamental care needs met and are not being 
involved in their care to ensure that it meets their needs 
and preferences [15–17]. Failure to approach nursing as 
a holistic care process and instead reducing it to a series 
of separate tasks can be part of the reason that tasks are 
overlooked [18]. Focusing on each task separately leaves 
little space for the performance of person-centred care 
using the essential relationship-based care process.

Person-centred care is known to be crucial for patient 
care needs to be met. The body of knowledge on person-
centred care is extensive, and researchers have strived to 
define person-centred care. A recent report [19] provides 
an overview of current knowledge in the field, includ-
ing several theoretical frameworks. Although person-
centred care has evolved over the past two decades, 
the terms person-centred care and patient-centred care 
are still often used interchangeably [20]. The review by 
Håkansson et al. (2019) distinguishes between the two, 
noting that patient-centred care emphasizes supporting 
patients living a functional life, whereas person-centred 
care focuses on patients living a meaningful life. Central 
to person-centred care is the principle of mutual respect 
and collaboration between healthcare professionals and 
patients, where individual care needs are acknowledged, 
and the patients are actively involved as partners in their 
care [19].

Despite the benefits of a person-centred approach 
to care, healthcare organizations struggle in their quest 
to implement person-centred care [21, 22], and stud-
ies across multiple countries report missed nursing care 
[10, 23, 24]. The Fundamentals of Care framework aligns 
with person-centred care principles. It has the essential 
relationship-based care process at its core and serves 
as a guide for delivering person-centred fundamental 
care. The conceptual framework is intended to guide the 
holistic care process with practical recommendations 
for delivering person-centred fundamental care [1–3]. 
Literature on application of the framework in different 
settings and countries is growing [25]. The framework 
was developed in response to global concerns regarding 
unmet fundamental care needs of patients, to guide cli-
nicians, managers, and policy stakeholders to meet those 
needs [26]. The international development is grounded in 
seminal work, including a narrative review of nursing lit-
erature, patient interviews, and a Delphi study [3, 26, 27]. 
Feo et al. (2018) define fundamental care as: ‘Actions on 
the part of the nurse that respect and focus on a person’s 
essential needs to ensure their physical and psychosocial 
wellbeing. These needs are met by developing a positive 
and trusting relationship with the person being cared for 
as well as their family/carers’ (citation Feo et al. 2018, 
Table 3, page 2295). The framework comprises three 
interconnected dimensions: [1] a trusting relationship 
between care recipient and care provider [2], integrating 
and meeting the care recipient’s physical and psychoso-
cial care needs, and the care provider’s relational actions 
in recognizing and managing those needs, and [3] a con-
text of care that is supportive of relationship develop-
ment and care integration [1, 3]. An illustration of the 
framework is available in a number of languages on the 
International Learning Collaborative’s website [28]. The 
Swedish version of the framework was used in the pres-
ent study [29] and has also been published in a textbook 
on how to apply the framework in clinical practice [30].

The dimension of contextual factors in the Fundamen-
tals of Care framework includes factors at the system 
and policy level that are needed to deliver holistic and 
safe care [1, 3, 14]. The dimension encompasses multiple 
care delivery elements, such as resources (e.g., routines, 
staff, competence utilization), leadership (informal and 
formal), culture (e.g., values and norms within an orga-
nization), and regulations [3]. The contextual factors act 
at three levels: (micro (individual factors), meso (ward/
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department factors), and macro (broad policy-level fac-
tors) [31]. Thus, the factors interact with stakeholders at 
both the individual level, such as nursing staff, and the 
organizational level, such as nurse managers. Contextual 
factors can be used to understand and uncover the rea-
sons behind the outcome of fundamental care delivery 
within an organization [3].

Healthcare should deliver person-centred fundamental 
care to patients. Extensive work needs to be performed 
within organizations to transform care. Meeting patients’ 
fundamental care needs is the professional responsibil-
ity of registered nurses and is a core aspect of nursing, 
requiring nurses to understand and utilize the person-
centred fundamental care process [3].There is a need 
for a change toward person-centred fundamental care 
within surgical care; however, this transformation has 
been found to be challenging, in part due to high patient 
turnover and registered nurses’ heavy workload [32]. To 
achieve a change, we need to understand what enables 
and hinders nursing staff from delivering person-centred 
fundamental care. In this study, we sought the perspec-
tives of nursing staff, including registered nurses (RNs) 
and nurse assistants (NAs), on the enablers and obstacles 
to providing person-centred fundamental care to patients 
cared for in surgical wards.

Methods
Aim
This study aimed to describe what enables and hinders 
the delivery of person-centred fundamental care as iden-
tified by RNs and NAs in a surgical department.

Design
A qualitative descriptive study using a four-step proce-
dure to collect data, see Fig. 1. The descriptive design 
was preferred because it stays close to and captures 

participants’ experiences and yields findings reflecting 
those experiences [33]. The study is part of the action 
research programme InCHARGE (Innovations to utilize 
nurses’ competence and achieve person-centred care—
Fundamentals of Care goes into practice), theoretically 
grounded in the Fundamentals of Care framework [3, 
34]. The Consolidated Criteria for Reporting Qualitative 
Research (COREQ) [35] were used to ensure sufficient 
reporting.

Study setting
The participants were employed at three wards in a sur-
gical department at a Swedish university hospital, where 
adult patients from the region, nation, or other countries 
were cared for following acute or planned admission 
for abdominal, vascular, or endocrine surgical illness. 
Lectures on the Fundamentals of Care Framework had 
been delivered over the course of several years; however, 
no strategic education initiative had been undertaken 
involving all three wards. Over the past decade, routines 
based on the Fundamentals of Care framework had been 
implemented on the wards. All wards had implemented 
nursing rounds performed by the clinical nurse special-
ist, and one ward also had a person-centred team round 
and a bedside shift handover, aligned with the frame-
work. However, compliance with these routines was 
inconsistent.

Advanced surgery was performed at the department, 
which included two centres of excellence. Each patient 
was cared for by an RN (with a three-year bachelor’s 
degree) and an NA (with a three-year education in upper 
secondary school). At the time of the data collection, each 
RN and NA pair was jointly responsible for 5–7 patients 
during day and evening shifts and 12 patients during 
night shifts. The surgeon conducted daily rounds, visited 
patients postoperatively and at discharge meetings, and 

Fig. 1  The four steps of data collection and the participants included. RN = registered nurse, NA = nurse assistant, NP = nurse practitioner
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was available for on-call duties. Specialist nurses (with a 
one-year master’s degree) worked on all three wards and 
across all shifts, although there was not always a special-
ist nurse on duty during every single shift. Nurse practi-
tioners (with a two-year master’s degree) were available 
on two wards, Monday through Friday, from 8 am to 4 
pm. At the time of the study, agency RNs were hired to 
work on two wards. On each ward, a nurse manager (RN, 
specialist nurse) and two or three assistant nurse manag-
ers (RNs, specialist nurses) were responsible for nursing 
care and staffing. Academic nursing leadership, includ-
ing a Head of Nursing (RN, specialist nurse, PhD) and a 
Head of Nursing Research (RN, specialist nurse, associate 
professor), was established in the department when the 
study was initiated. Each ward had beds for 24 patients; 
however, owing to the nursing shortage, up to 12 beds 
were closed, with the number varying daily.

An evidence-based workshop package on person-cen-
tred fundamental care, guided by the Fundamentals of 
Care framework, was performed in the department dur-
ing the fall of 2022. The workshop package was part of 
an action research cycle [35]. The workshops aimed to 
educate and engage the nursing staff and initiate thought 
processes among them regarding person-centred funda-
mental care and person-centredness in connection with 
their professional practices. The workshops mentioned 
contextual factors such as roles, responsibilities, and 
collaboration in the care team and values underpinning 
nursing care. The workshop package included two inter-
active workshops, where short lectures were interspersed 
with interactive group discussions, based on the assump-
tion that active work increases learning [36]. The lectures 
and interactive group discussions focused on the Funda-
mentals of Care framework, person-centred care, and the 
person-centred care approach [1–3, 16, 30, 37, 38]. The 
presentation also included previous results from the sur-
gical department regarding missed nursing care and oral 
care [10, 39], and the patient perspective. Additionally, 
individual reflections on a situation in clinical practice 
regarding person-centred fundamental care delivery were 
included. The workshops were co-created by the research 
team and clinical specialist nurses representing the surgi-
cal department, some of whom had knowledge about the 
framework. Three researchers (AKG, TA, and EJ) from 
the research team, all with extended knowledge about the 
framework, served as moderators during the interactive 
workshops at the hospital.

Participants
All RNs (including specialist nurses and nurse practitio-
ners) and NAs permanently employed at the wards and 
attending the workshops were, at the start of the work-
shops, invited to participate in the study through verbal 
and written information, provided face-to-face by the 

moderators. A total of 112 out of 134 workers (employed 
in spring 2022) participated. The intention was for all 
participants to attend both workshops; however, due 
to illness, vacation, and unplanned clinical work, this 
did not happen. It is unknown how many participants 
attended both workshops.

For the focus group interviews, convenience samples 
were used, which included 13 participants. One inter-
view included 3 participants (RN n = 3) and two inter-
views included 5 participants each (RN n = 2, NA n = 3; 
RN n = 3, NA n = 2). The exclusion criterion was not 
attending any workshop. The demographic data for the 
participants were as follows: RNs (n = 8), number of years 
in their profession: mean 8.5 years, range 0.5–21 years; 
and years on the ward: mean 7.4 years; range 0.5–21 
years. NAs (n = 5), number of years in their profession: 
mean 16, range 1.5–20; and years on the ward: mean 8.7, 
range 0.5–20. To preserve participant anonymity, special-
ist nurses and nurse practitioners have not been identi-
fied in the demographic data, as such specification could 
potentially allow individuals familiar with the wards to 
infer their identities.

Data collection
Data were collected through flip charts during interac-
tive workshops, through individual written reflections 
on a situation in the participants’ clinical practice, and 
through recordings of focus group interviews (Fig.  1). 
The workshops were conducted in an auditorium located 
within the hospital, whereas the focus group interviews 
took place in conference rooms located within each 
respective ward. The questions and interview guide were 
developed within this study (Supplementary file). The 
questions discussed in Step I were developed based on 
the aim of the study and in collaboration with the clinical 
specialist nurses representing the surgical department. 
In Step II, the questions were designed to allow partici-
pants to apply the knowledge gained in Step I. The ques-
tions in Step III were inspired by the discussions shared 
by the participants during Step I. The questions for the 
focus group interviews were formulated after Step III 
and were grounded in the findings from Steps I and III. 
On the flip charts, the participants summarized their 
interactive group discussions during the workshops with 
single words or short sentences. Each group consisted 
of participants from the same ward. During Step I (Sep-
tember to October 2022), 23 flip charts were collected 
(words n = 3,053). During Step III (November to Decem-
ber 2022), another 23 flip charts were collected, encom-
passing 845 words. A structured interview guide with 
open-ended questions was used during the workshops 
(Supplementary file). During Step I, the questions dealt 
with what person-centred routines existed on the ward, 
the enablers of and hindrances for the routines, and the 
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nursing staff’s own roles in these routines. The questions 
also focused on what routines they wanted to continue 
working with and their own roles in achieving that goal. 
In the second workshop, Step III, the questions dealt with 
what the nursing staff wanted their ward to develop fur-
ther and what was required to succeed.

In the individuals’ written reflections on a situation in 
their clinical practice, Step II (November to December 
2022), the participants were given 15  min to describe 
a situation they had personally chosen to observe and 
their reflections related thereto. A structured guide with 
open-ended questions was used (Supplementary file). 
The questions to reflect on were what in the situation was 
or was not person-centred, what enabled and hindered 
person-centredness in the situation, and what their role 
was in making the situation person-centred. A total of 83 
written reflections were collected, each ½–1 page long. 
These reflections provided participants with an oppor-
tunity to apply the knowledge they had gained during 
Workshop I in the context of their clinical practice.

Three focus group interviews (Step IV) were recorded 
(February 2023), one for each ward. The interview 
guide for the focus groups was adapted to each respec-
tive ward, with the content being based on the results 
from Steps I and III for that ward (Supplementary file). 
The guide focused on what enabled and hindered nurs-
ing staff’s delivery of person-centred fundamental care 
in five areas, as emerged in Steps I and III: the person-
centred approach; person-centred routines, prerequisites 
to using a person-centred approach at work, roles in the 
ward to strengthen fundamental care, and relevance and 
feasibility. During the interviews, the participants had 
all the questions in front of them, and they chose what 
parts to discuss within each question area. Two repre-
sentatives from the research team conducted each focus 
group interview (AKG, TA, and EJ); one moderated the 
discussion, and one took field notes and asked addi-
tional questions. The focus group interviews lasted for 
72–88  min. The interviews were audio-recorded, and 
demographic data were collected in writing (age, years in 
occupation, years at the surgical clinic, and highest level 
of education).

Data analysis
All data were analysed using manifest content analysis to 
stay close to the text and maintain a low degree of inter-
pretation [40]. After completion of the workshops in 
Steps I and III, the collected data (single words or short 
sentences) were transcribed verbatim by AKG and TA, 
and analysed by AKG, TA, and EJ. Five question areas 
were identified and subsequently used in the focus group 
interviews conducted in Step IV (see Interview guide in 
Supplementary file).

Once all three focus group interviews had been con-
ducted, the data from Steps II and IV were analysed. Data 
from Step II were transcribed verbatim by AKG and TA, 
and data from Step IV by a professional transcription 
service. To initiate the analysis, the text was read several 
times to gain a sense of the whole. Field notes were also 
read. Step II was analysed by TA and Step IV by AKG and 
EJ separately. Both steps were then analysed jointly by 
AKG, EJ and TA (Fig. 2). The results were discussed sev-
eral times within the research group (AKG, EJ, TA, AH, 
LN, KE, CF) so a consensus could be reached. Microsoft 
Excel was used for data organization and analysis. An 
example of the data analysis is presented in Fig.  3. The 
results from the focus group interviews and participants’ 
individual written reflections were not reported back to 
the participants for validation. Information regarding the 
expertise of the researchers responsible for the data anal-
ysis is presented in the supplementary file.

Ethical considerations
The Swedish Ethical Review Authority requires no ethi-
cal approval for studies involving care providers when 
no physical procedures are involved, if there is no risk of 
physical or psychological harm, or if no sensitive personal 
data (e.g., political opinions or religious beliefs) are col-
lected [41]. In this study, no sensitive data were collected. 
The study was conducted in accordance with the ethical 
principles outlined in the Declaration of Helsinki [42]. 
All participants signed a consent form. The participants 
were informed verbally and in writing that their partici-
pation in the study was voluntary and that they could 
withdraw from the study at any time by contacting one 
of the researchers without explanation or consequences 
(no participant chose to withdraw). The head of the sur-
gical department approved the study. The workshop 
package was part of the wards’ in-job training; therefore, 
great care was taken to ensure that the nursing staff were 
informed about voluntary participation. Also, participa-
tion in the workshop was possible without participating 
in the study; a number of workshop participants declined 
to participate in the study. For example, it was possible 
to participate less actively in discussions and to omit per-
forming the individual written reflection.

Results
The results present the nursing staffs’ descriptions of 
what enabled and hindered the delivery of person-cen-
tred fundamental care in three categories: [1] a culture of 
daily mentorship to ensure adherence to person-centred 
routines; [2] a distinct nursing leadership—support-
ive in both routines of daily practice and high-pressure 
situations; and [3] enhancing comprehension of person-
centred care routines to embed the approach in everyday 
thinking and actions. A summary of what enabled and 
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Fig. 3  Example of the data analysis of a participant’s individual written reflection (Step II)

 

Fig. 2  Process of the data analysis of data from participants’ individual written reflections, Step II, and the focus group interviews, Step IV
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hindered the delivery of person-centred fundamental 
care, as identified by nursing staff, is presented in Table 1. 
The result is illustrated with quotes from the nursing 
staff’s individual written reflections following their clini-
cal observations and from the focus group interviews.

A culture of daily mentorship to ensure adherence to 
person-centred routines
The participants acknowledged person-centred funda-
mental care as relevant and essential to their daily prac-
tice, and they presented both enablers and hindrances to 
such care. The participants shared their current or previ-
ous person-centred routines on the wards, and routines 
enabling person-centred fundamental care across the 
wards were identified. These routines, such as the per-
son-centred team round at the bedside, were described 
as beneficial for both patients and staff, as all care team 
members, including the patient, got access to the same 
information simultaneously, and the patient was involved 
in care delivery. Lack of time and/or resources, vague 
routines, and colleagues who did not follow the rou-
tines—or were not inclined to change their routines or 
approaches—were identified as hindering the successful 
implementation of person-centred care. One participant 
said that:

It is a challenge we face: the patient needs to undergo 
monitoring and receive breakfast, and in the midst 
of all this, the ward rounds take place. (NA, focus 
group interview)

Rounds took place in the middle of the NAs’ bedside 
care, and some participants shared that they sometimes 
did not prioritize attending them for this reason. Partici-
pants said that the surgeon and the RN might have found 

it easier to conduct the rounds in the nurses’ station and 
inform the patients of their decisions afterward.

The participants expressed a need for an improved, 
more open culture in the ward, where everyone felt com-
fortable asking questions, supporting each other, and 
readily giving and receiving constructive feedback and 
guidance. One example was when the team report (bed-
side shift handover) took too long because a colleague 
did not follow the routine. However, instead of provid-
ing constructive feedback to that colleague and allow-
ing them to try again, nothing was said. The participants 
shared that this incident served as a convenient excuse 
for others to discontinue adherence to the routine, and 
the routine was allowed to lapse altogether.

The nursing staff stated that to enable person-centred 
fundamental care, it is essential that the patient is active 
in the care team when identifying care needs and how 
to meet those needs. It was emphasized that patients 
should be informed about their treatment and care, know 
what is happening to them, feel safe and respected, and 
feel trust for nursing staff. Several routines that already 
supported person-centred care were described, e.g., the 
team round at the bedside. However, the participants 
also described a lack of adherence to these routines, 
resulting in person-centred care not being available to all 
patients. A hindrance was identified in a written reflec-
tion where the patient’s fundamental care needs were 
described as being considered secondary to medical 
care needs. This prioritization of medical needs nega-
tively affected care quality in several cases; for example, 
fundamental care needs were overlooked during rounds, 
leading to more extended hospital stays or patients being 
discharged before their fundamental care needs, such 
as toileting, were met. In a written reflection following 
a clinical observation, it was described that the decision 

Table 1  Overview of categories and a summary of what enables and hinders the delivery of person-centred fundamental care. 
Examples are presented in the main text
A culture of daily mentorship to ensure adherence to person-
centred routines

A distinct nursing leadership—
supportive in both routines of 
daily practice and high-pressure 
situations

Enhancing comprehension of person-
centred care routines to embed the 
approach in everyday thinking and 
actions

What enables is…
…an open culture in the ward, with an inclusive, collaborative 
learning environment and teamwork
…a person-centred approach embedded in the culture of the 
ward
…a continuous need for reminders to adhere to the routines

What enables is…
…visible nursing leadership from the 
nurse managers
…a strengthened leadership role for 
the RNs in the care team
…clear definitions of responsibilities 
in different roles

What enables is…
…increased knowledge and understand-
ing of the difference between person-
centred care and ‘traditional’ care
…the nursing staff’s own leadership 
and motivation to acquire sufficient 
knowledge

What hinders is… What hinders is… What hinders is…
…lack of time and/or resources, vague routines, and colleagues 
who do not follow the routines
…a task-oriented culture
…when fundamental care needs are considered secondary to 
medical care needs

… when nurse managers themselves 
fill staffing gaps due to sick leave

…nursing staff who find it difficult when 
patients are expected to be involved in 
person-centred routines
…when there is an attitude of futility and 
not all team members have the same 
understanding of person-centred care
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to discharge a patient was made on medical grounds, 
without talking to the patient, who had loose stools dur-
ing their morning bowel movement. Repeatedly, reflec-
tions stressed the importance of visibly integrating the 
fundamental care needs into the patient’s care plan and 
prioritizing those needs, from patient admission until 
discharge. The participants mentioned that the person-
centred approach was essential for enabling person-
centred routines but that they only ‘had that approach 
partly’ in the wards. One NA stated that:

One must adopt the approach in order to fully grasp 
the importance of doing things in alternative ways. 
(NA, focus group interview)

For example, during ward rounds, the importance of 
drinking nutritional supplements might be mentioned 
briefly, but the patient should receive further informa-
tion in a follow-up discussion. However, such follow-up 
discussions were often skipped. In all focus group inter-
views, a task-oriented culture was described as hindering 
a person-centred approach and routines. The partici-
pants stated that they wanted to apply a person-centred 
approach in their work by involving the patient in the 
dialogue or setting shared goals for the day. However, the 
participants described a lack of support from routines 
and culture as hindering that ambition. The task focus, 
lack of understanding of the person-centred approach 
and routines, lack of time, stress of the job, and lack of 
cooperation from colleagues were identified as hinder-
ing aspects. One participant described the task-focused 
approach, attributing it to stress:

I think it’s difficult to consider the patient as part of 
the team, as a human being. You only really see the 
patients, or some of them at least, as a task and that 
this task has to be completed and then you leave. 
It’s like, I think you forget about it, especially when 
there’s a high stress factor. At least, that’s what I 
think. (RN, focus group interview)

Team communication was shown to enable the deliv-
ery of person-centred fundamental care on busy wards. 
Routines such as the team report and the team rounds 
were described as helping to ensure that all team mem-
bers, including the patient, shared the same information 
at the same time without anything being lost or delayed. 
The teamwork was presented as enabling person-centred 
care. However, it was noted that sticking to routines was 
not easy, and there was a continuous need for reminders 
to adhere to the routines chosen. An RN expressed this 
as follows:

I think having the patient as part of the team is 
great. Because that’s what it’s really all about. When 
the other teamwork [nurse/assistant nurse] isn’t 
working properly, it’s kind of hard to include the 
patient in an already disorganized team. (RN, focus 
group interview)

A distinct nursing leadership—supportive in both routines 
of daily practice and high-pressure situations
The participants asked for distinct and adaptable opera-
tive leadership in daily practice from the nurse managers, 
as a prerequisite to enabling, implementing, and sustain-
ing person-centred routines. The participants described 
a need to strengthen the professional role of the RNs so 
the nurses could use their competence to enable person-
centred fundamental care. The RNs discussed their own 
responsibilities and leadership, particularly as regards 
who is responsible for what tasks on the ward.

The participants described that RNs must lead the 
delivery of nursing care. They noted that leadership 
was enabled when the responsibilities of the care team 
members, including the patients, were made clear. The 
RNs described themselves as having the roles of inviting 
patients to participate in meeting their own care needs, 
supporting the entire team in understanding and sharing 
patients’ care needs and plans, and leading them in fol-
lowing routines. ‘My role is to help the patient understand 
the risks regarding pressure damage (…) My role is also 
to construct a plan that is feasible for both parties.’ (RN, 
individual written reflection).

The RNs requested leadership that took responsibility 
for and supported the implementation of person-cen-
tred routines in the wards. RNs highlighted the need to 
discuss nursing leadership on the ward. The discussion 
focused particularly on the responsibility for nursing care 
concerning the high-pressure situation that had existed 
on the wards for a long time as a result of a shortage of 
RNs and closed beds. The participants noted that this 
situation had led to the loss of some routines, such as the 
team report, and hindered the delivery of person-cen-
tred fundamental care. RNs stated that nurse managers 
needed to act as leaders of nursing care in daily practice 
in order to enable the delivery of fundamental care, for 
instance by not filling staffing gaps resulting from sick 
leave by working on the wards themselves. As one RN 
said:

It makes no sense that nurse managers are supposed 
to put out fires—that they, on any given day, have to 
both coordinate and run things at the same time. It’s 
not sustainable in the long run. Because this is how 
I often think things are like, that fires are put out by 
some boss who steps in to do something else. (RN, 
focus group interview)
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RNs stated that one part of a supportive culture, and the 
leaders’ responsibility, is to plan for the different nurs-
ing roles and use nursing competence on the wards to 
enable the delivery of person-centred fundamental care. 
The participants highlighted the need to improve the use 
of specialist nurses’ competence to support newly gradu-
ated RNs who had started their careers in this highly 
specialized surgical setting, caring for patients with com-
plex care needs. This can be exemplified by the following 
quote:

It should be a given that if one of the goals [on the 
ward] is that if I have the competence needed to 
coach and can be a source of security for the new 
RNs, then (I) should be allowed to shoulder that 
responsibility … As a specialist nurse, I could help 
and coach, but if I arrive [for my shift on the ward] 
and have [responsibility for] six patients on my own 
(it’s impossible). (RN, focus group interview)

The participants described the need for clear, consistent, 
and visible nursing leadership in daily work at both the 
organizational level and the individual level, to enable the 
delivery of person-centred fundamental care. The partici-
pants indicated that the (core of ) nursing needed to be 
embedded in nurse managers and all RNs. The following 
was stated by an RN:

[What’s needed is] …a clear sense of leadership, 
really. A supportive leadership. From the nurse 
manager all the way down to the assistant nurse 
manager and the RN, who is the care team manager. 
You know, maybe make it very clear what kind of 
workplace this is expected to be and what our stan-
dards are [for treatment] from the top, then. (RN, 
focus group interview)

Enhancing comprehension of person-centred care routines 
to embed the approach in everyday thinking and actions
The participants highlighted the importance of a person-
centred approach to care. However, some participants 
also expressed a need to increase their knowledge and 
ability to understand the difference between person-cen-
tred and ‘traditional’ care. Some participants perceived 
difficulties with person-centred routines where the 
patients are expected to be involved in the procedures; 
examples included the team report or the team rounds at 
the bedside. These participants stated that they believed 
it would take more time to perform a handover between 
shifts at the patient’s bedside—with the same information 
being repeated to some patients over the course of sev-
eral days—than to perform a handover at the nurses’ sta-
tion. The same participants indicated that they would be 
unlikely to adopt a different routine, thus hindering the 

delivery of person-centred fundamental care to patients 
in the wards. As one RN put it:

No, but I feel it wouldn’t quite work here at the ward. 
The pace is so fast. (RN, focus group interview)

Situations were also observed where RNs had a person-
centred approach and involved a patient in the care plan, 
reflecting the importance of an informative and adapt-
able approach from the RNs. One example was when a 
patient planned the rate and dosage for tube feeding 
together with the RN. ‘The patient seems satisfied with 
the situation.’ (NA, individual written reflection).

A lack of knowledge and motivation to deliver per-
son-centred care was noted as a hindrance. In a written 
reflection, an attitude of futility was described as hin-
dering care delivery. This attitude was associated with 
missed fundamental care and care needs exceeding the 
available knowledge and time resources. ‘Everything hap-
pens quickly, time is of the essence, and you have to adjust 
the interaction with the patient accordingly.’ (RN, indi-
vidual written reflection) The nursing staff also reflected 
upon their own leadership and how to lead themselves to 
acquire sufficient knowledge and motivation to provide 
patients with person-centred care.

The participants indicated that not all team members 
had the same perceptions of person-centred care. For 
example, one participant noted that conducting nursing 
rounds and setting goals with the patients was point-
less, as their colleagues frequently failed to adhere to the 
care plan on subsequent days. Some participants stated 
that the team rounds were a good routine, enabling the 
delivery of person-centred fundamental care. However, 
the participants noted that when staff lacked knowledge 
about person-centred care, the focus was often more on 
the computer than on the patients, thus hindering the 
delivery of such care. They concluded that it was impor-
tant to have the person-centred approach embedded in 
the thinking and not to see any routine as a series of tasks 
to be completed.

It wouldn’t matter very much if you’re standing in 
the room [with the patient] instead of in the office 
if all you’re going to do is look at computer screens. 
(RN, focus group interview)

Discussion
This study describes what enables and hinders the 
delivery of person-centred fundamental care in a surgi-
cal department. The findings highlight the importance 
of a culture of daily mentorship to ensure adherence 
to person-centred routines. Additionally, the findings 
emphasize the need for distinct nursing leadership that 
provides support for both daily practice routines and 
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high-pressure situations, while fostering bedside lead-
ership among RNs. The study also identifies the need to 
enhance comprehension of person-centred care routines, 
to embed the approach in everyday thinking and actions 
on the ward.

Several person-centred routines, such as team rounds 
and bedside shift handovers, had been introduced on the 
wards over the years. However, their use been scarce or 
had gradually declined. This limited adoption may reflect 
the inherent challenges of achieving sustainable changes 
in clinical practice. The results indicate that several fac-
tors jeopardized the sustainability of person-centred 
routines on the wards, despite efforts in implement-
ing them. These factors included individual preferences 
and values, staffing difficulties, and a lack of support 
and available nursing leadership in daily bedside work. 
These are examples of the kinds of contextual factors, 
outlined in the Fundamentals of Care framework [3], 
that can influence the care provided in the complex care 
environment on surgical wards. Although the aim of this 
qualitative study was not to compare the wards, the find-
ings revealed that individual staff members could choose 
to perform a routine, such as involving the patient in the 
handover between shifts, or omit it from their daily work. 
Therefore, differences between the included wards may 
have existed due to contextual factors specific to each 
ward, such as the influence of individual staff members 
on the implementation of routines. Moore et al. [32] sim-
ilarly found that professionals’ attitudes presented a bar-
rier to implementing person-centred care, as they often 
reverted to ‘usual care’ routines or lacked the necessary 
interest, knowledge, and commitment to provide a per-
son-centred approach to care. Our findings highlight the 
need for a culture of daily mentorship, where healthcare 
professionals can remind each other to maintain the per-
son-centred routines that had been adopted. However, 
our study also indicates that developing a person-centred 
culture requires a deeper understanding of the underpin-
ning values and ethics of person-centred care. This can-
not be achieved through a few days of education—such 
as the workshop package on person-centred fundamental 
care in the current department—but requires continu-
ous facilitation to embed person-centred care into every-
day practice [43, 44]. The educational initiative aimed 
to influence the healthcare context, particularly the cul-
ture, by enhancing the nursing staff’s understanding of 
their roles and responsibilities in patient care, as well as 
deepening their comprehension of what person-centred 
care truly entails. It is essential that each ward engages in 
ongoing discussions about individual roles and responsi-
bilities (i.e., an aspect of the context of care dimension in 
the framework) [3] and recognizes that the responsibility 
for delivering care according to routines and job descrip-
tions needs to be shared by all nursing staff. Following 

the educational initiative, it can be assumed that a cul-
tural shift in the understanding of person-centred care 
may contribute to broader changes within the care envi-
ronment moving forward.

Participants in the focus groups expressed a need for 
distinct and responsive leadership from nurse managers 
in their daily work on the wards. The participants iden-
tified this as a prerequisite to enabling, implementing, 
and sustaining person-centred routines. Bedside leader-
ship is a professional expectation on all RNs in Sweden 
[45]. This form of leadership encompasses responsibility 
for the delivery and evaluation of nursing care, including 
supervision of NAs within the team. The findings of the 
present study highlight the critical role of nurse manag-
ers in supporting and influencing daily work and the cul-
ture changes required to implement new routines. Their 
influence is particularly important in fostering a culture 
that promotes and sustains bedside leadership among 
RNs. Leadership has been identified as a central con-
textual factor in the Fundamentals of Care framework 
for fostering teams toward integrated fundamental care 
[46]. The use of the framework has also been recognized 
as an opportunity, at the organizational level, to rein-
force nursing leadership and strengthen RNs’ leadership 
in their daily work [2]. However, the contextual factors 
influencing care delivery are complex and multifaceted 
[3, 46]. Research shows that it can be difficult for nurse 
managers to articulate the importance of fundamental 
care delivery in terms of clear intentions and actions [43]. 
Additionally, healthcare professionals report uncertainty 
regarding their roles and responsibilities in care deliv-
ery [47]. The role of nurse managers in our context (i.e., 
ward-based) is multifaceted, and their many duties and 
responsibilities, which involve not only oversight of nurs-
ing care but also staffing and budgeting, might hinder 
them from prioritizing bedside leadership. Nevertheless, 
our findings highlight the importance of nurse managers 
reflecting on how fundamental care is valued, organized, 
and delivered within a ward. Insights from other institu-
tions, as reported in the literature [44, 48], offer valuable 
knowledge that can inform such reflections, along with 
the findings from the present study.

However, research has reported how organizations 
struggle to implement person-centred care [21, 22]. Con-
tributing factors mentioned by the participants in this 
study include knowledge and distinguishing person-cen-
tred care from what they described as ‘traditional care’. 
Encouragingly, the interactive workshops and observa-
tions in their own clinical practice appeared to initiate 
meaningful reflections on this distinction. Participants 
also reported needing further support to consistently 
apply person-centred routines, as the existing organi-
zational culture often hindered their ambitions. This 
need for support highlights the importance of adopting 
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a whole-system approach to the implementation and 
sustainability of person-centredness in practice [49]. To 
achieve person-centred fundamental care on the surgi-
cal wards, person-centredness must be embedded across 
all levels of the organization and enacted through every-
day interactions within interprofessional teams. One 
limitation of the educational workshops was the lack of 
involvement from the interprofessional teams. This was 
a deliberate decision during the planning phase, based 
on the rationale that strengthening the delivery of fun-
damental care within the three wards was a necessary 
first step. The next step will be for the nurse managers 
to use the evidence on what enables and hinders per-
son-centred fundamental care delivery within their spe-
cific wards. This process should actively involve nursing 
staff, as the results showed strong engagement for driv-
ing change among them. Combined with managers who 
take responsibility for person-centred care, nursing staff 
could provide a good foundation for success. This step 
must also incorporate an interprofessional approach [50] 
and account for contextual factors at the ward level [31, 
51]. For example, individual RNs and NAs can influence 
factors at the ward level, such as the values underpinning 
nursing and following the person-centred routines within 
each care team. Factors with an influence at the hospital 
level tend to be more challenging for nursing staff [51].

As previously discussed, the results also show the need 
to strengthen the professional role of RNs. The RNs dis-
cussed their responsibility and leadership, particularly as 
regards who is responsible for which tasks on the ward. 
This could be discussed in relation to the devaluation of 
fundamental care and reports of missed nursing care [10, 
13, 24]. Embedding the Fundamentals of Care framework 
into the department as part of a practice model for nurs-
ing care, which has been successfully implemented in 
other hospital settings [44], can be one step toward reval-
uing nursing care. This step could lead toward the goal of 
achieving person-centred fundamental care in the stud-
ied department. In implementing the framework, it is 
paramount to consider, as also recommended by Kitson 
and colleagues [18], that it cannot only be embedded in 
practice routines but also needs to be integrated through-
out the thinking, reflection, and assessment processes 
of staff and leaders [33]. The participants reported that 
aspects of the culture of the surgical wards, such as lack 
of time, stress, and varied understanding, were factors 
hindering the achievement of person-centred care, lead-
ing to fragmented nursing care. The occurrence of missed 
nursing care (including surgical care) is well-documented 
and often affects patients’ fundamental care needs, such 
as pain management, comforting and educating patients, 
oral hygiene, and administering medication [10, 11, 52, 
53]. The present findings provide nurse managers and 
nursing staff with an understanding of the organizational 

culture within the studied department. Having such 
knowledge is essential before attempting to implement 
new routines or models of care [54].

Based on our results, there is an evident need to regu-
larly include the rationale for the implemented routines 
on nursing forum agendas at the ward level and to focus 
on a long-term approach to the change in and sustain-
ability of the routines chosen. To succeed with implemen-
tation, a strategic implementation process that addresses 
the identified areas essential for delivering person-cen-
tred fundamental care is crucial [50]. However, we know 
that implementing person-centred care requires cultural 
and organizational changes [22, 55], including consider-
ing factors linked to individuals and the workplace that 
should be changed. We also know that a shared culture 
and structural understanding, including a long-term 
approach, are important aspects of a change manage-
ment process [56]. The International Learning Collabora-
tive Organization statement [57] highlights the need for 
healthcare systems to evolve so that all healthcare pro-
viders and leaders understand and value person-centred 
fundamental care and implement it to a consistently high 
standard.

Strengths and limitations
One strength of the study is the data collection, which 
included many from the bedside nursing staff and used 
multiple methods to gain understanding of the com-
plex phenomenon being analysed. Sentences from flip 
charts, which emerged from small group discussions 
following short lectures, individual written reflections 
from observations during clinical practice, and recorded 
interviews with discussions in groups, captured many 
different experiences among the nursing staff. The focus 
group interviews included a well-balanced distribution 
of participants in terms of both years in the profession 
and years at their workplace, which suggests that we were 
likely to identify a wide range of enablers and hindrances 
to the delivery of person-centred fundamental care. The 
preunderstanding of the context among the authors per-
forming the data collection and analysis facilitated that 
work. In addition, some of the authors who participated 
in discussing the results did not have experience in sur-
gical care, which provided further perspectives on the 
data, thereby adding to the trustworthiness of the study. 
Discussing the results with all the authors (to reach con-
sensus) and using illustrative quotes ensured that the 
results were directly derived from the collected data. A 
limitation of the study is the setting: a single department 
in a university hospital. However, this was a large depart-
ment, and a thorough description of the context can 
allow the reader to assess the transferability of findings to 
similar settings.
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The numbers of flip charts and written reflections col-
lected and focus group interviews performed were not 
based on data saturation but rather on the number of 
nursing staff attending the workshops and interviews 
during performance of the study. In content analysis, 
saturation is not the goal. However, there must be suffi-
cient data to account for significant variations. The opti-
mal amount of data depends on the data quality and the 
aim of the study [2]. As our results highlight various 
challenges and possibilities of implementing person-cen-
tred care, as well as corresponding with some previous 
research. Therefore, we believe that the amount of data 
may be considered sufficient.

The Fundamentals of Care framework was used as the 
theoretical foundation in the study. The framework is 
feasible for use in clinical settings [2, 44, 48], and is rec-
ognized by RNs across various countries as both easy to 
understand and clinically relevant [2]. Consequently, it 
was considered to support the learning of person-centred 
fundamental care among the nursing staff participat-
ing in the workshop activities. No assessment of partici-
pants’ understanding of the framework was conducted. 
This was not part of the rationale for the present study, 
but limits the possibilities for interpretation of the work-
shops’ educational impact. However, the narratives writ-
ten by the participants in their individual reflections on 
person-centred fundamental care delivery in situations in 
clinical practice indicated that they had, to some extent, 
embedded the framework into their thinking. Addition-
ally, data from the group discussion summaries showed 
that participants utilized the framework when proposing 
developments of person-centred routines on the wards.

Conclusion
To provide person-centred fundamental care, nursing 
staff need organizational support in both culture and 
routines. Nurse managers need to be clear on how care 
is to be delivered, challenge prevailing old habits, and act 
as role models to change practice. Nursing staff need to 
take their responsibility by adhering to routines and con-
tributing to driving changes. The results can be used to 
navigate the complex implementation of person-centred 
fundamental care and also demonstrate the need for a 
change toward person-centred fundamental care being 
valued and prioritized in organizations.
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