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Abstract

Background: Person-centred care (PCC) is promoted as an innovation that will improve patients’ rights and
increase their participation in healthcare. Experience shows that the implementation of PCC is challenging and
often results in varying levels of adoption. How health care professionals (HCPs) perceive an innovation such as PCC
is an important factor to consider in implementation. Yet, such studies are scarce. Thus, in a sample of healthcare
units in a region in Sweden, involved in a transition to PCC, we aimed to investigate HCPs’ perceptions of PCC.

Methods: An interview study was conducted in 2018 during the implementation of PCC with HCPs (n = 97)
representing diverse vocational roles in six healthcare contexts. Data were collected via focus groups (n = 15),
dyadic interviews (n = 5), and individual interviews (n = 22) and analysed using a deductive–inductive content
analysis. The deductive approach was guided by the Consolidated Framework for Implementation Research (CFIR),
followed by an inductive analysis to describe HCPs’ in-depth perceptions of PCC in relation to each of the CFIR
constructs.

Results: Eight constructs from two of the CFIR domains, Intervention characteristics and Inner setting, were used to
code HCPs’ perceptions of PCC. One construct, Observability, was added to the coding sheet to fully describe all
the data. The constructs Relative advantage, Complexity, Compatibility, Observability, and Available resources were
discussed in depth by HCPs and resulted in rich and detailed data in the inductive data analysis. This analysis
showed large variations in perceptions of PCC among HCPs, based on factors such as the PCCs ethical
underpinnings, its operationalisation into concrete working routines, and each HCPs’ unique recognition of PCC and
the value they placed on it.
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Conclusions: We identified nine CFIR constructs that seem pertinent to HCPs’ perceptions of PCC. HCPs report an
array of mixed perceptions of PCC, underlining its complex nature. The perceptions are shaped by a range of
factors, such as their individual understandings of the concept and the operationalisation of PCC in their local
context. Stakeholders in charge of implementing PCC might use the results as a guide, delineating factors that may
be important to consider in a wide range of healthcare contexts.

Keywords: Consolidated framework for implementation research, Deductive, Implementation science, Inductive,
Innovation, Person-centred care, Qualitative content analysis

Background
New evidence-based innovations are challenging to im-
plement and embed in clinical practice and there is an
urgent need for more studies examining the factors that
impact upon these processes in order to ensure their
success [1]. How adopters perceive an innovation is a
factor that is known to strongly affect implementation
outcomes [1, 2].
A paradigm shift is apparent in healthcare settings

across the globe, with patients being given more power
and trusted as active agents participating in, and making
decisions about, their healthcare together with HCPs [3,
4]. PCC is a key concept in this paradigm shift and is
promoted by policymakers and stakeholders in both
healthcare and the wider society as a means of delivering
high quality care that is ethical, equitable and promotes
healthcare on patients’ own terms, with the ultimate goal
of striving for a meaningful life [3, 5, 6]. PCC as a con-
cept is underpinned by ethical and philosophical values
whereby each patient should be regarded as a person
with individual needs, wishes, and resources based on
their lived experiences [7, 8]. There is no agreed-upon
definition of PCC, which complicates the concept’s oper-
ationalisation into practice and makes it difficult to ag-
gregate findings from different studies [9, 10]. Thus,
PCC suffers from a plethora of definitions as well as a
multitude of operationalisations, resulting in an array of
activities at the individual level, between HCPs and pa-
tients, within any given organisation, and across organi-
sations [5, 10]. Researchers at The Gothenburg
University Centre for Person-centred Care (GPCC) have
developed an ethical approach aiming to help HCPs to
work more in line with PCC via three routines that are
thought to strengthen the partnership between HCPs
and patients [8]:

� Initiating the partnership through listening to
patients’ narratives in order to understand their
wishes, capabilities, and resources for illness
management and what really matters in their
everyday lives.

� Working the partnership through the co-creation of
care between the HCP and the patient. Medical
diagnoses and treatments are discussed in

conjunction with the patient’s wishes and priorities
in order to gain a clear understanding of the pa-
tient’s situation, leading to a health plan with goals
based on the patient’s priorities and collaboration
with HCPs.

� Safeguarding the partnership entails documentation
of the health plan in order to support continuity of
care. The health plan is revised when changes are
being made and is accessible to patients and all
HCPs who are part of their healthcare [8, 11].

The key characteristics of the implementation object,
the innovation (sometimes denoted intervention), is part
of most implementation frameworks, models, and theor-
ies that aim to guide, facilitate, and explain implementa-
tion efforts [12]. An innovation is characterised (for the
purpose of this study) as the new practice being imple-
mented. How HCPs perceive an innovation in relation
to their working context has been shown to be a crucial
determinant of the outcome of the implementation [13].
An innovation should not be regarded as inheriting fixed
attributes that are perceived similarly by all the intended
adopters [13]. It is imperative to understand that HCPs
use their unique lived experience, knowledge, values,
and so on when they approach and work with or around
an innovation [13, 14]. Moreover, and complicating
things further, this individual process is also affected by
others, such as managers’ and HCPs’ peers take-up of
the innovation in the workplace [5, 13, 15].

Theoretical framework
The Consolidated Framework for Implementation Re-
search (CFIR) is a determinant framework based on a
synthesis of previous frameworks and research that has
been refined to deliver operationally defined constructs
[16]. It is organised into five domains with a total of 39
constructs aiming to describe factors that will influence
implementation efforts. These domains are: Intervention
characteristics, Outer setting, Inner setting, Characteris-
tics of the individuals, and Process. The founders of the
CFIR did not specify a hierarchy or interactions between
the constructs and they recommend that researchers
choose constructs deliberately, based on their relevance,
and adapt them to fit each specific innovation and its
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context [16, 17]. We chose to use the term innovation to
denote the practice to be implemented (in this case
PCC), as intervention could too easily be mistaken for
the implementation activity itself. Consequently, the do-
main intervention characteristics is denoted innovation
characteristics in this study.
There is a lack of knowledge concerning efforts to im-

plement innovations in everyday care without support
from researchers. By gaining a deeper insight into the
factors that are important for broad implementation
across healthcare contexts, successful and promising
strategies can be identified and shared within and across
regions in order to improve the implementation of PCC.
How target groups perceive the innovation should be of
interest to all stakeholders wishing to increase the im-
pact of implementation strategies. Thus, the aim of this
cross-sectional study is to describe how HCPs perceive
PCC in relation to their own context through the lens of
the CFIR.

Methods
This observational study is conducted within the frame
of a larger project seeking to increase knowledge about
the implementation of PCC carried out as part of every-
day care without any input from researchers, i.e., a nat-
ural experiment.

Setting
Contextual background
The study took place in a healthcare region in central
Sweden. The region has six hospitals and approximately
30 primary healthcare units providing healthcare to
around 280,000 inhabitants across an area of 28,000
km2. In 2015, policymakers in the region made a polit-
ical decision to elicit more PCC. Staff at the Department
for Development developed a strategy at the regional
level to support the transition to more PCC. They chose
to promote PCC in line with GPCC’s approach. The im-
plementation processes in care settings, supported by
the regional support strategy, are examples of implemen-
tation as usual, here defined as current implementation
efforts in care settings with no involvement of
researchers.

Support strategy and presentation of the innovation at the
regional level
The support strategy included an offer to all healthcare
units in the region to participate in a series of three, full-
day learning seminars. The initial top-down approach
aimed to disseminate knowledge and provide initial sup-
port to healthcare units in their implementation work.
The learning seminars were free of charge and included
lunch for all participants. The senior and frontline man-
agers at each healthcare unit decided which and how

many HCPs should take part in the seminars. They were
strongly encouraged to enrol a wide selection of HCPs
to enhance team discussions. The learning seminars in-
cluded lectures, workshops, and discussions. Lectures
covered a broad spectrum of topics ranging from the
ethical underpinnings of PCC, results from trials on
PCC as well as the three core routines brought forward
by GPCC; initiating, working and safeguarding the part-
nership. In workshops with parallel sessions participants
had the opportunity to choose among topics, for ex-
ample PCC communication, and leadership and PCC.
There was also designated time for HCPs from the same
health care unit to discuss issues related to the operatio-
nalisation of PCC in their specific context. The learning
seminars were run by staff at the Department for Devel-
opment, invited researchers and clinicians with in-depth
knowledge of PCC across Sweden, patient representa-
tives, and HCPs from units in the region. The statement
support implementation of “more” PCC was deliberately
chosen and used by the staff at the Department for De-
velopment to increase HCPs buy-in to the innovation
thereby acknowledging that PCC was to a certain extent
adopted by some HCPs.

Support strategy and operationalisation of PCC at the unit
level
After the learning seminars, each healthcare unit de-
veloped and executed its own strategy, designed to fit
the particular context and working routines, in order
to support implementation of more PCC. How PCC
was operationalised at the units varied and included
for example changes to the daily round in the ward
to enable HCPs to talk with the patient rather than
about the patient, changes to team compositions to
improve care experiences for patients, and changes in
the physical environment to enable undisturbed dis-
cussions with patients.

Health care units
To gain a wide understanding of our research topic, we
recruited participants from six separate healthcare units
in the region [18, 19]. These units were a convenience
sample based on participation in the learning seminars,
a variety of healthcare settings, and the senior and front-
line managers’ willingness to be part of the study and
allow the research group access to collect data. The
units represented: primary care, including rehabilitation
and midwifery; psychiatric inpatient care for people with
primarily depression and psychosis, where patients were
admitted for both voluntary and compulsory care; geriat-
ric in- and outpatient care at two hospitals; and nephrol-
ogy outpatient care.
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Participants
Participants with various vocational roles were recruited
from the six health care units. The inclusion criterion
was HCPs working with patients at the units, moreover
we purposely strived to include participants with differ-
ent gender, ages, time at workplace and representing a
variation of vocational roles found at each unit. Partici-
pants were recruited regardless of their participation in
learning seminars or activities to support more PCC at
the unit level. This choice was made to gain a broader
perspective of views from HCPs representing implemen-
tation of PCC in a real-world setting, for example staff
turnover, and ability/opportunity to attend learning sem-
inars. Out of a total of 231 employees working with pa-
tients at these units, 97 participated in the study (see
Table 1 for participant characteristics). Assistant nurses,
registered nurses, and medical doctors were all repre-
sented in the interviews at all units. Allied HCPs were
recruited in geriatric- and primary care units.

Procedure
Interview data were collected in May and October 2018,
during the implementation efforts at the different
healthcare units (18 months after the third learning sem-
inar at four healthcare units and 24 months later at two
healthcare units). The manager of each unit approached
HCPs and asked them to participate in the study. HCPs
were given information about the purpose of the study,
what participation entailed and its voluntary nature. Par-
ticipation took place during HCPs’ workday, within their
working hours. We combined focus groups [18], dyadic
interviews [20], and individual interviews [21] in order
to gain rich and varied data as well as for pragmatic rea-
sons such as HCPs ability/opportunity to partake in

focus groups at designated times. Focus groups (n = 15),
dyadic interviews (n = 5), and individual interviews (n =
22) were conducted in secluded rooms designated by the
manager of each unit, usually separate from the work-
place. Focus groups [18] and dyadic interviews [20] were
held with “pre-existing groups” at each unit, based on
teams or vocational roles. Pre-existing groups were
thought to ensure that participants could share, discuss,
and compare their thoughts and experiences from one
and the same context [18]. The first author, who acted
as moderator/interviewer, had previous experience of
interviewing and had undergone interview training dur-
ing a doctoral course. She had formerly worked as a
physiotherapist in the region and was well acquainted
with the healthcare context but had not previously met
any of the participants or visited the specific units in-
cluded in the study. Either the second or third author
was present during larger focus groups to act as note-
takers and manage the audio recorder. The moderator
asked participants to show respect for one another by
not sharing anything that was said outside the group set-
ting. Individual interviews were conducted to ensure that
experiences and thoughts of a sensitive nature were
expressed and included in the data [21]. Semi-structured
interview guides were used with open-ended questions
operating in the same fashion across all types of inter-
views. These targeted two major topics: participants’ per-
ceptions of PCC in relation to their context and their
perceptions of the strategies used to implement PCC.
The findings for the first topic are reported in this art-
icle. The open-ended questions were not formulated to
target predefined domains or constructs in the CFIR.
The moderator/interviewer prompted participants to re-
flect on PCC in an introductory question asking about
their first impressions, thoughts, and understanding of
the concept, as well as if and how those impressions had
changed across time. Key questions were then posed to
explore how participants perceived PCC in relation to
their practice, workplace, and routines, their perceptions
of key factors that distinguish PCC from previous work,
and if and how they perceived any changes in regard to
patients, themselves, and/or the team if they worked
more in line with PCC (Additional File 1 contains the
interview guide for focus groups). The moderator/inter-
viewer used member summaries throughout the focus
groups and interviews to make sure she had correctly
interpreted what participants said [21].

Data collection
The number of focus groups, how many participants to
include in each focus group, and the number of dyadic
and individual interviews were guided by a pragmatic
approach, i.e., participants’ working hours and number
of employed healthcare professionals at each unit, as

Table 1 HCPs characteristics (n = 97)

n

Participants/total at units 97/231

Gender

Female 80

Male 17

Employment at unit

Years, mean (SD) 7.7 (10.9)

Range, min/max 3 months – 42 years

Profession

Assistant nurse 30

Registered nurse 40

Medical doctor 10

Physiotherapist 9

Occupational therapist 7

Other 1
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well as “no shows” due to high workload or illness.
Focus groups consisted of three to eight participants
[22]. Background variables on HCPs’ gender, vocational
role, and duration of employment at each healthcare
unit were collected before each interview. Interviews
ranged from 20 to 77min (focus groups mean 50min,
dyadic interviews mean 39min, and individual interviews
mean 40min). All interviews were audio-recorded and
transcribed verbatim. The moderator used field notes
after each interview to reflect on the context, group dy-
namics, issues, and remarks made by participants in
order to keep track of her own reflexivity [21]. Field
notes were also used to make sure recruitment contin-
ued until no new information emerged. Quotes from the
HCPs in the results section were translated from Swed-
ish to English by the authors in collaboration with a na-
tive English speaker.

Development of a coding sheet and data analysis
Qualitative content analysis was conducted using a de-
ductive approach to apply the CFIR codes to the data,
followed by an inductive analysis to describe partici-
pants’ perceptions of PCC in relation to their context
[23]. The analysis was undertaken in NVivo using a step-
wise approach by which the researchers moved forward
and backward through the steps to validate, revise, and
refine the findings [19]. In the first step, interview tran-
scripts were read in full several times by the first author,
who identified meaning units corresponding to HCPs’
perceptions of PCC. In step two, a few transcripts were
initially reviewed by the research team to create a coding
sheet with adapted definitions belonging to the CFIR do-
mains and constructs designed to fit the study context
and the complexity of the innovation (Additional File 2)
[17]. The research group reviewed all the domains and
constructs within the CFIR during this phase, as recom-
mended by the founders of the CFIR [16]. Eight con-
structs were selected from the CFIR, six from the
domain Innovation characteristics (innovation source,
evidence strength and quality, relative advantage, adapt-
ability, trialability, complexity). Cost was not discussed
or described by HCPs in either the focus groups or the
interviews, and design quality and packing are not in-
cluded in this analysis because we interpreted that this
construct would be strongly tied to strategies to support
the implementation, which will be explored in a separate
study. Two constructs were identified and selected from
the domain Inner setting (compatibility, available re-
sources). Moreover, the mixed deductive–inductive ap-
proach revealed that one construct, observability,
emerged from the interview data, and this was added to
the coding sheet. In several previous frameworks defin-
ing innovation attributes, Observability has been
regarded as a construct of its own [13]. However, when

the CFIR was first developed, Observability was inte-
grated within the construct Relative advantage [16]. In
our data, Observability emerged as a construct that had
different and separate connotations from Relative ad-
vantage in relation to HCPs’ perceptions of PCC. The
final coding sheet consisted of nine constructs with
adapted definitions and coding criteria to facilitate the
coding of the interview transcripts (Additional File 2). In
step three, all the meaning units were analysed and
coded deductively using the coding sheet. In step four,
data belonging to each construct was analysed induct-
ively and grouped into subcategories and generic cat-
egories. Throughout the inductive process, generic
categories and subcategories were revised and refined.
The deductive and inductive analysis was conducted by
the first author in constant dialogue with the last author
and in regular meetings with all members of the re-
search group [24].

Results
Five out of nine constructs on the coding sheet, Relative
advantage, Complexity, Compatibility, Observability, and
Available resources were discussed in depth by partici-
pants and resulted in a wide range of generic categories
and subcategories. The other four constructs, Innovation
source, Evidence strength and quality, Adaptability, and
Trialability were represented in some of the interviews
and discussed mostly at a surface level by participants.
The CFIR constructs and key generic categories are
summarised in Table 2 and reported below in the same
order as they are described in the CFIR.
The extended coding tree with main categories (the

CFIR constructs), generic categories, and subcategories
is found in Additional File 3.

Innovation source
The analysis demonstrates that HCPs voiced uncertainty
and held mixed perceptions about the origins of PCC.
These perceptions included beliefs that PCC, or its oper-
ationalisation, originated within their own unit, at an or-
ganisational level, or both. For example, one participant
in a focus group noted that she was unsure if PCC, oper-
ationalised through changes to a team round, had been
founded by two experienced colleagues:

I don’t know if they [experienced colleagues] were the
ones who came up with it? (Focus group 7, inpatient
care)

Some HCPs said they were unaware of the origins of
PCC, and some said they were unaware that their
healthcare unit had made the decision to work more in
line with PCC.
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Evidence strength and quality
Among those participants who mentioned evidence of
PCC, one comment that reappeared several times in the
interviews was that working according to PCC would
shorten patients’ hospital stay. One HCP gave a detailed
description of improved lab results for patients who had
participated in intervention studies in PCC. However,
most comments from HCPs in this category were from
participants who said they were unsure as to whether
there was any strong evidence on PCC. This was exem-
plified by one HCP saying:

I don’t think that, maybe that it gives any better re-
sults. Yeah, maybe in some places. With blood pres-
sure and so on. Maybe it does. (Interview 14,
outpatient care)

Relative advantage
The relative advantage of working in line with PCC,
compared to how HCPs had worked before, was de-
scribed from a range of different and sometimes con-
flicting perspectives. The results of the inductive analysis
demonstrate that HCPs’ perspectives on PCC span a
wide range of perceptions, from PCC as a self-evident
and advantageous practice to a lack of awareness of
PCC’s connotations or no perceived differences between
PCC and previous work.

HCPs who were in favour of PCC discussed the
perceived advantages from two main perspectives.
First, PCC was perceived as being in line with their
ethical beliefs and, second, the operationalisation of
PCC into new routines was perceived to improve
healthcare and their own working context. HCPs’ eth-
ical beliefs were described as a striving for greater
equity in care, and creating an environment that is
inclusive for all patients in healthcare. Ethical per-
spectives were also expressed from HCPs’ own point
of view, where they related PCC to their own experi-
ences of being a patient, or as an imaginary patient
describing how PCC resonates with how they them-
selves would like to be approached when they are or
become patients.
Moreover, some HCPs who had recently graduated de-

scribed being content that PCC was highlighted at their
workplace, because it is in line with values that were
propounded in their education.

I thought, good God it’s like…weren’t we sup-
posed to work like this? And why don’t we? In
other words, it became a question for me... and
that was scary. I’m trained to be a care expert
and, in participation with the patient, be able
to create care together. (Interview 10, inpatient
care)

Table 2 Content analysis of focus groups, dyadic interviews, and individual interviews. Generic and subcategories generated using
an unconstrained matrix with nine pre-defined main categories

Main categories Generic categories

Innovation Source Mixed perceptions about the origin of PCC

Evidence strength and quality Improved health and systems outcomes in patients
Lack of awareness of evidence underlining PCC

Relative advantage In line with ethical values
Improved work routines
Sounds intuitively positive and stirs curiosity
Identical to previous work
Increased workload and deterioration of well-functioning routines

Adaptability Adaptable to specific contexts

Trialability Initial piloting to test applicability

Complexity Abstract phenomenon that gives rise to conflicting views
Leaves HCPs with ethical dilemmas and conflicting views
Viewing and treating patients as persons is complex
Requires a variation in skills and personal qualities in HCPs
Requires integration within the team and between HCPs

Compatibility Conflicting mixture of norms and values
Contrasting perceptions of PCC routines and their fit with existing workflow
Perceived similarities between PCC and other concepts increase compatibility

Observability More satisfied and involved patients
More meaningful, and improved work environment but also demanding
Improved relationships and workflow within the team
Mixed perceptions of work in team

Available resources Requires overcapacity of resources to maintain PCC
Physical environment can hamper or facilitate PCC
Required resources dependent upon context and operationalisation of the concept
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The other perspective on relative advantage described
by HCPs is the notion of how PCC had been operationa-
lised into various clinical routines at the different units.
Two units had operationalised PCC, amongst other rou-
tines, by shortening the time spent on their daily round
to enable HCPs to have more time to spend together
with patients. HCPs from these units perceived a major
improvement in their workflow and said that it enabled
closer contact between HCPs and patients.
A contrasting description in this category was that

some HCPs were unable to see how PCC was any differ-
ent from how they had worked before. Instead, PCC was
just a new “fancy” word for something according to
which they had always worked.
There were also reflections that PCC would lead to

disadvantages in the workplace in relation to workload
and routines. Some HCPs believed that changes to rou-
tines were made for the sake of changing something that
already functioned well. An increased workload caused
by the introduction of more routines was perceived as a
waste of time for both the workplace and the HCPs.

Adaptability
PCC in relation to the degree to which it can be adapted
to fit local needs was narrated by HCPs from both the
perspective of PCC as an innovation and when question-
ing whether their own contexts were thought to be com-
patible with the innovation. HCPs expressed the view
that PCC could be seen as an innately flexible innovation
because it should be based on individuals working and
creating care together on a daily basis. Thus, some HCPs
explained that they trusted in what patients perceived to
be important for their care and tried to be flexible to-
wards their needs, while others discussed how routines
at their workplace could be changed to fit with their
work context, exemplified by one HCP as:

Well, for example, when we go to a multi-bed room
with four patients, and you go and see someone and
then they say: “No, I’d like to sleep a little longer.”
Well then you can go to the next person. So, there’s a
flexibility. (Focus group 2, inpatient care)

Trialability
New routines thought to be in line with PCC had been
tried out on a smaller scale within different work teams
or in a specific part of a ward. Decisions to test PCC on
a smaller scale at a particular unit were made for several
different reasons and from different perspectives. Some
HCPs thought it was done to avoid scaring people off by
introducing it first to those who seemed positive towards
it, while others said it was to test it out to see how it
worked before it was rolled out to all HCPs and patients.
One participant recounted an experience of being in a

team that was introduced to a routine at a later stage of
the implementation:

No, but it was care team one that started and, and
we’re care team two. It flowed well for care team one
with the [new round], and we still did our rounds,
boring rounds, in the morning. So we thought, we
also want to do that. So, we tried, and it went really
well. (Focus group 7, inpatient care)

Experiences of reversing course were also put forward
by HCPs at three units that were trying to implement a
bedside round as a means of including patients in all dis-
cussions about their health status. However, the bedside
round was hindered by factors such as privacy issues,
which arose because several patients shared the same
room, and was therefore discontinued.

Complexity
This category entails a range of conflicting descriptions
from participants who depicted PCC as a highly complex
innovation. The results of the analysis present PCC as
an often vague and abstract phenomenon that carries
different meanings for different individuals, exemplified
by one HCP as:

It’s hard because everyone creates an understanding
of what person-centred care is. And then we’re sup-
posed to go towards some sort of common idea, with
like 40 different opinions on what it actually is. So
there you have to start somewhere. We need to have
some sort of common…we need to know how we’re
going to work together first. (Focus group 11, out-
patient care)

Other HCPs talked about PCC in terms of how it had
been operationalised, and their recollections were there-
fore based primarily on task issues. Some described find-
ing it difficult to explain PCC in their own words and
what the concept is about and entails in practice.

Yes, it was hard to arrive at what we should do con-
cretely. Like, it sounds like most [people] are inter-
ested in this way of thinking and think like this a lot,
but what do you actually do to make it work? (Focus
group 4, inpatient care)

In contrast, other HCPs described feeling familiar with
the connotations and meanings of PCC and its operatio-
nalisation to concrete routines, but concluded that they
were aware that some HCPs in their own unit and
others were not, thereby leading to a mismatch between
different HCPs in terms of their understanding of PCC.
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Complexity could not only be seen from the individual
HCPs’ understanding of PCC but also in relation to each
unique patient. The intricacies of working in partnership
increased when HCPs met patients with communication
difficulties, such as aphasia or speaking another lan-
guage, when patients had different expectations of the
care offered, and/or when patients did not want to work
in partnership with HCPs. HCPs described feeling frus-
trated when some patients, described as being passive
recipients of care, were uninterested in taking any active
part in their care, planning, or decision-making. The
analysis shows that working in partnership with patients
was sometimes further complicated when relatives be-
came involved. Relatives were primarily described from a
dualistic perspective, whereby they could be seen as an
important asset or as obstructing the partnership by de-
manding care or treatment that was not in line with the
patient’s wishes. Another issue that emerged in the ana-
lysis was discussed in relation to HCPs working as a
group or team. Descriptions were given of how PCC is
all about changing HCPs’ mindset, such that everybody
needs to learn how to think differently and in accord
with one another. Sharing the same values was import-
ant but difficult for HCPs because contrasting norms
and values existed in one and the same workplace. Some
participants underscored that HCPs need to understand
each other in the same way as they strive to understand
each patient to enable more PCC. Thus, complexity was
discussed in relation to each individual HCP, to each pa-
tient and sometimes their relatives, and finally to HCPs
regarded as a group.
Another aspect of complexity was the ethical di-

lemmas to which PCC gave rise. Such dilemmas arise
when there is a clash between a patient’s wishes and the
evidence, or between a patient’s wishes and HCPs’ urge
to do what they believe is best for patients. Some HCPs
were confident in listening to the patient and making
their wishes central, while others felt unable to let the
patient make the decision. One ethical dilemma, dis-
cussed by participants from all units except the primary
care unit, was related to patients not wanting to con-
tinue living. Among patients with conditions such as se-
vere disabilities, depression, and old age, HCPs needed
to navigate between the patient’s self-determination and
the HCP’s own wish to do good, as well as workplace
norms, rules, and regulations. An elaborate balancing act
was described by HCPs when two conflicting wills had
to be negotiated and resolved without creating too much
conflict or making the patient feel steamrolled. Another
ethical dilemma arose from experiences where decisions
taken in partnership between an HCP and a patient do
not always concur with the evidence base, which should
be the basis for today’s healthcare. A clash between
those loyalties was exemplified by one HCP as:

It’s one of those quality indicators that gets pub-
lished for everyone then, how things are in Sweden.
And if you’re below average, then you’re ashamed,
even though you really think you have individua-
lised. The best way is to get good numbers, that is, to
override the patients. There’s a conflict here. There’s
a conflict between person-centred care and the na-
tional care values and guidelines. (Interview 14, out-
patient care)

Moreover, the analysis shows that PCC is also a de-
manding and complex innovation in relation to its oper-
ationalisation into skills and tasks. HCPs recognised that
patients are individuals with different needs, wishes, and
resources, and that HCPs need to have the skills to be
sensitive to this. Participants reported and outlined a
range of skills that HCPs need to embrace and learn,
such as being a skilful listener, having a flexible attitude,
being attuned to patients’ needs and wishes, and being
able to consolidate difficult recollections from patients.

Compatibility
Individual and group norms, values, and working rou-
tines from the workplace, in relation to PCC, emerged in
this category. HCPs at several units stated that different
teams at the same healthcare unit carried different
norms amongst themselves. Thus, descriptions were
made of groups of individuals being true and positive to-
wards working in line with the values purported by PCC,
while other groups of HCPs were described as being in-
flexible and trapped in a way of thinking that was not
seen to be aligned with the underpinnings of PCC. This
was exemplified by one participant in a focus group de-
scribing colleagues who were perceived as inflexible in
relation to changing their work routines:

Some patients want to sleep in the morning. No,
everyone has to get up like at a certain time and
like, no, you know, like, we wake XX and if there’s
somebody who wants to have a little sleep in, then
it’s really difficult, because it like upsets their entire
rhythm for that day. (Focus group 1, inpatient care)

Some HCPs said that PCC is natural and obvious in
their context because they have always worked in line
with these values, whilst others saw a genuine potential
for improvement at their workplace regarding the deliv-
ering of more PCC. HCPs at all units associated PCC
with other concepts and methods that they thought
shared similar underpinnings, such as Motivational
Interviewing and Comprehensive Geriatric Assessment,
which were already part of their everyday practice. HCPs
said that they were unsure of the differences between
these various concepts and PCC. Moreover, HCPs’
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perceptions that they were already working in a manner
similar to PCC was regarded by some HCPs as a positive
aspect that strengthened their perceptions of the com-
patibility of PCC with their existing workplace routines.

Observability
Recollections were offered of changes in patients, within
HCPs themselves, and within the team when work was
or was not in line with PCC. Positive changes were ob-
served in patients as they became more independent,
were calmer, trusted HCPs with more and more sensi-
tive information, and told HCPs that they felt listened to
when PCC was in place. When PCC was not in place,
HCPs described how patients lost their self-esteem and
became passive. This was recounted by one participant:

They become a shadow. Somebody goes in and takes
over and decides everything for the patient. And then
you lose your own self, I think. Then you don’t have
the patient along with you, they give up. And if they
don’t have any self-confidence and so on, then it be-
comes, then they become only a shadow, you could
say. (Interview 2, inpatient care)

Moreover, working in line with PCC was observed as
being more fun and creating better flow in the work-
place. The analysis reveals feelings of satisfaction, mean-
ingfulness, and personal connectedness with patients,
along with decreased feelings of insufficiency when
HCPs described their experiences of listening to patients’
narratives and talking about their lives and wishes.
In contrast, some HCPs described how working in line

with PCC is more exhausting and can create feelings of
inadequacy when stress at the workplace or stringent
routines hinder PCC practices. Teamwork in conjunc-
tion with PCC was distinguished as something that glued
teams together, leading to improved relationships be-
tween team members. However, this was contradicted
by some HCPs, who recounted that they had not ob-
served any changes within the team.

Available resources
A common discussion amongst HCPs in the interviews
were statements regarding resources in relation to PCC.
HCPs were adamant that a prerequisite for working in line
with PCC is to have appropriate resources available. Such
resources were discussed in terms of personnel, physical
space, and time. This was exemplified by one HCP saying:

If you work with people, not machines, it can…it
takes time with people. That’s how it is. And when
you sit down and interview and find out what it’s
about, then you need to have more time, and not
have this stress. (Focus group 13, outpatient care)

PCC was described as having different connotations in
relation to time. Some HCPs were adamant that it takes
more time to work in line with PCC, while others
recounted that it takes less time. Some stated that their
workplace was well suited for working in line with PCC
and that no extra resources were needed to change to
more PCC. HCPs who worked in a context where they
had fixed and sufficient time to meet with patients con-
curred that they did not perceive a lack of time to work
in line with PCC. However, PCC in relation to available
resources, especially in an inpatient context, was
expressed as difficult to maintain on a constant basis
due to a slimmed-down organisation that falters when
there is a high workload or a lack of personnel. Partici-
pants who worked at two healthcare units where PCC
had been operationalised into a different round, target-
ing especially the time component, described a complete
change in their work context and stated that they per-
ceived having more time to spend listening and talking
to patients. HCPs working in an inpatient context de-
scribed how some chores, like washing a patient, are
more time efficient in the short run, in comparison to
assisting the patient to do it on their own, thereby
highlighting a conflict between perceived time consump-
tion and PCC. However, HCPs also noted that patients
who were supported to become more independent in
their everyday activities would need less assistance and
this would save time for HCPs in the long run. Some
HCPs also felt that their work to support patients to be-
come more independent would not lead to any evident
time savings at their unit, but instead these would mani-
fest when patients finally moved back to their homes or
into other caring facilities.

Discussion
We have explored 97 HCPs’ perceptions of PCC in rela-
tion to their own context through the lens of the CFIR.
These HCPs worked in a wide range of vocations and in
a variety of contexts, which may increase the transfer-
ability of the results to other settings. At the extremes,
we encountered some HCPs who were well acquainted
with the concept, had participated in learning seminars,
and had taken extra-curricular courses in PCC. At the
other extreme, some HCPs stated that they had not re-
ceived any information about PCC and did not even
know that they were supposed to work in line with this
concept.
The results of the analysis show that PCC was per-

ceived as a highly complex innovation with different
connotations, specifically in relation to two perspectives
that were sometimes distinct and separate and some-
times interrelated. First, PCC seen through the lens of
its ethical underpinnings where HCPs discussed PCC as
a way of being with patients regardless of different work
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tasks. In this case, the ethics of seeing the person and
getting to know more about their thoughts and values
was underscored. Second, PCC regarded from the per-
spective of its operationalisation into concrete working
routines where HCPs talked exclusively about PCC in
relation to concrete work tasks that they perceived to be
in line with PCC. Activities such as discussing goals
from the patient’s perspective, letting patients shower
more often, and writing a health plan are examples of
these concrete work tasks. HCPs at different units some-
times gave similar descriptions of tasks, whilst other
tasks pertained solely to a single unit. Viewing PCC from
these perspectives is in line with earlier research on
PCC, where the founders of different schools of PCC
underscore the importance of integrating its ethical un-
derpinnings and its operationalisation into working rou-
tines [7, 15, 25, 26]. Our findings also reveal that HCPs’
perceptions of PCC as an innovation need to be consid-
ered from this dualistic perspective in order to gain a
broad understanding of the determinants of practising
PCC. It is noteworthy that these two perspectives on
PCC are represented both separately and in conjunction
with one another throughout the deductive constructs in
the CFIR and in the categories that emerged from the
inductive analysis.
Another prominent finding that emerged from the

analysis in relation to the complexity of PCC is the no-
tion voiced by HCPs representing all units that they do
not know what PCC is or entails, or what they are sup-
posed to do to work in line with PCC. Descriptions were
given of PCC being perceived as an abstract concept that
was difficult for many HCPs to grasp. An innovation is
defined by Rogers as “an idea, practice, or object that is
perceived as new by an individual or other unit of adop-
tion” p.12 [27], and similar definitions are found in other
implementation frameworks that include constructs re-
lated to innovation [1]. Thus, a prerequisite for HCPs
who are supposed to adopt PCC would naturally be the
understanding of what PCC is, what it entails in practice,
and the extent to which they perceive the concept as a
new approach at their workplace. The results of the ana-
lysis, depicting PCC as an abstract concept without clear
operationalisations, becomes quite problematic when
considered in conjunction with implementation research
pointing to the importance of specifying and describing
innovations in order to make them usable for the
adopters [28, 29]. It seems an impossible challenge for
HCPs to adopt something that some say they are un-
aware of or do not understand.
The analysis shows that the CFIR construct Compati-

bility is related to a range of factors, such as work tasks,
vocational roles, and HCPs’ previous experience related
to concepts they perceive as similar. In this category, it
becomes clear that PCC is indeed a profoundly complex

innovation, with some HCPs working in the same work-
place and sharing the same vocational roles describing
how they have different perspectives on PCC and its
compatibility with the workplace. Thus, HCPs working
within the same unit described quite different percep-
tions of PCC. This is partially in line with other studies
of HCPs’ perspectives on PCC describing diverse and
sometimes conflicting perceptions [15]. In one of these
studies, three factors were highlighted that specifically
influenced variations in perceptions towards a PCC
intervention. Unclear objectives within the intervention
and unclear roles of mandate between HCPs constituted
two of the factors. The third factor was tied to voca-
tional roles and work tasks and showed a lack of inter-
vocational understanding of PCC [15]. The findings of
our study do not support the notion that perceptions of
PCC are tied to vocational roles but suggest rather that
they are based on individual HCPs being unique in their
attitude towards PCC. This is in line with results from a
recent study focusing on patients’ perceptions of PCC
carried out at the same units as those described in this
study [30]. Patients’ perceptions of PCC in relation to
different HCPs were dependent on the individual char-
acteristics ascribed to each unique HCP, and not based
on vocational roles [30].
The results of this analysis identify a range of re-

sources that are perceived as being important to enable
PCC. Having enough staff capacity to accommodate sit-
uations of increased stress, for example, was essential for
maintaining PCC at all times. Similar results have been
found in other research on PCC, where job strain and a
supportive psychosocial climate were the most import-
ant factors related to variations in PCC [31]. Resources
are highlighted as imperative in teachings about PCC
and in the newly launched European Standard, which
aims to support the implementation of a minimum level
of PCC across Europe [3, 7, 25]. Moreover, having the
correct resources in place before implementation efforts
commence is also seen as a prerequisite in a range of
implementation frameworks, models, and theories [1].
However, the results of the current study show that the
resources needed to work in line with PCC may differ
across contexts, vocational roles, and work tasks, and as
such need to be examined in conjunction with each of
these factors.
Providing care according to current evidence on

healthcare interventions and clinical expertise, while
simultaneously remaining in line with each patient’s
values and circumstances, is often advocated as best
practice and promoted as evidence-based practice [32].
Current research evidence, clinical expertise, and PCC
may be regarded as interrelated without any inherent
conflicts. In contrast, the results of this study, in the
CFIR construct Complexity, show that current research/
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clinical evidence and PCC are sometimes viewed as op-
posing concepts that lead to ethical dilemmas, as de-
scribed in detail by many HCPs in this study. They
concurred that they want to do what is “right” but were
hesitant as to what that may be in some situations and
with some patients. They were torn between adhering to
patients’ wishes and aspirations, and following guidelines
or other care documents based on research evidence.
PCC is based on the notion of integrating patients’ lived
experiences, expertise, and wishes for care with current
research evidence and clinical expertise [7, 8, 25]. Our
findings show that HCPs sometimes struggle to navigate
between these perhaps inherently conflicting demands.
Similar findings have been reported in previous studies
showing the challenges that arise for clinicians support-
ing patient self-care [33], HCPs trying to incorporate
biomedical perspectives into the lived experiences of pa-
tients [34], and HCPs feeling restricted by traditional
care pathways and standardised prescribing when they
are trying to work according to PCC [35]. We believe
that these ethical dilemmas warrant further research and
illustrate the importance of increased understanding and
reflection between HCPs when patient needs and wishes,
different circumstances, resources, care, evidence, rules,
and regulations represent conflicting values. The notion
of encouraging regular meetings among HCPs for reflec-
tion and evaluation of work carried out is often empha-
sised in studies discussing the teachings of PCC [7, 25].
Such evaluative reflection meetings could perhaps act to
bridge the gap between the conflicting values that HCPs
face when they are trying to work according to PCC in a
natural and everchanging context.

Methodological considerations
Content analysis employing a mixed deductive–inductive
approach using constructs from the CFIR to describe
HCPs’ perceptions of PCC in relation to their context
was chosen for three overarching and long-term reasons
[16, 19, 36, 37]: to facilitate the comparison of results
from multiple and repeated data collections across time;
to enable comparisons of results from other research
studies based on the CFIR domains and constructs; and
to increase in-depth knowledge about PCC from the
HCPs’ point of view in order to gain insights that can
serve to tailor the implementation of PCC in the future
[17].
We decided to consider all the constructs available in

the CFIR in order to address the study’s aim and to jus-
tify our selection of some of these constructs in our cod-
ing sheet [17]. The construct Knowledge and beliefs
about the innovation might at a first glance seem to fit
with our aim, which is to explore HCPs’ perceptions of
PCC in relation to their context. However, we argue
that, to gain a thorough understanding of a complex

innovation and guide future efforts to implement PCC,
there is a clear advantage to separating HCPs’ percep-
tions into more detailed constructs that can be acted
upon, with matching strategies, at a later stage. More-
over, we believe that Relative advantage may well be
regarded as an overarching construct that is the tipping
point when HCPs add up all the pros and cons depicted
in the other constructs in the CFIR, compare these with
current practice, and then decide whether or not to
adopt the innovation.
The founders of the CFIR acknowledge that the

boundaries between domains and constructs are dy-
namic and sometimes difficult to discern from one an-
other [16]. We discussed all of the CFIR constructs in
the research group and decided to use the code Com-
patibility for statements regarding PCC and its fit with
existing workflows, tasks, and values. Statements based
on HCPs’ perceptions of working with PCC were in turn
coded to the construct Complexity. We adapted the
CFIR by adding Observability to our deductive coding
sheet. Participants described clearly how the results of
working with PCC were visible to themselves and others
thereby distinguishing observability from relative advan-
tage. Future studies will need to be conducted to validate
this adaptation to the CFIR. Moreover, we did not use
the construct Patient needs and resources that is found
in the CFIR domain Outer setting. The reason for this
was that the innovation of PCC, per se, incorporates the
patient as a prerequisite, a central and crucial part of the
actual innovation. Our choice can be contrasted with
that of Safaeinili et al., who described an evaluation of a
patient-centred care transformation within a learning
health system [38]. They chose instead to adapt the
CFIR by creating a new, sixth domain entailing the con-
struct Patient needs and resources to incorporate a bet-
ter fit with their data and study aim [38].

Limitations and strengths
In this study we chose to mix focus groups, with dyadic
and individual interviews to gain rich and varied data
from the participants and to increase participants’ possi-
bility of partaking in the study at various times and dates
according to their work schedules. Mixing interview for-
mats is sometimes questioned as different formats target
different foci [39]. We used focus groups and dyadic in-
terviews to spur discussions and reflections between par-
ticipants and individual interviews to increase data
richness ensuring that experiences and thoughts that
may be sensitive to share in a focus group e.g., not shar-
ing the same norms or values as colleagues, were not
lost. The interview guides, with their open-ended ques-
tions, were not developed to capture the specific con-
structs in the CFIR. The results may therefore depict a
data collection bias whereby some constructs in the
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CFIR may appear less prominent than others in relation
to PCC. As PCC has been acknowledged to be a highly
complex innovation, we did not want to lock ourselves
into preconceived ideas of what factors to consider in re-
lation to it. Not using predefined questions based on the
CFIR constructs could be argued to have given partici-
pants more freedom to share their perceptions of PCC,
thereby minimising confirmation bias of the CFIR con-
structs. The study used a cross-sectional design and we
can therefore only report HCPs perceptions of PCC at
one point in time.

Conclusion
The findings of this study support previous studies de-
scribing PCC as a highly complex innovation with a wide
variation in how PCC is viewed by HCPs. Robust know-
ledge of factors that are important for the implementa-
tion of an innovation is required in implementation
processes in clinical practice and in implementation re-
search. The results should not be regarded as a blueprint
of HCPs’ perceptions of PCC, but rather as a valuable
contribution discussing factors that may be important to
consider in a wide range of contexts within the health-
care sector. HCPs’ perceptions of PCC are shaped by a
range of factors, such as their individual understandings
of the concept and the operationalisation of PCC in their
local context. By gaining an in-depth understanding of
HCPs’ perceptions of PCC, stakeholders in charge of im-
plementation processes can target perceived barriers
linked to the innovation, and thus improve the oppor-
tunities of successful implementation. Moreover, HCPs’
perceptions of PCC, described through the lens of the
CFIR, can act as a valuable asset for future studies seek-
ing to compare and aggregate findings from other set-
tings where the implementation of PCC is explored.
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