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Abstract
Aim: To understand the person-centred care practice patterns of mental health nurses in one
Atlantic Canadian province.
Background: There is emphasis on person-centred care within mental health services, yet,
person-centred care is often poorly understood and operationalized by health care professionals.
Mental health nurses’ person-centred practices remain unclear, as there is limited research on
their practices.
Design: The Person-centred Practice Framework (McCormack & McCance, 2016), comprising
of 17 constructs spanning three domains essential for implementing person-centred care, was the
theoretical framework for this concurrent mixed methods study. The quantitative portion of the
study was a descriptive cross-sectional design and both interviews and participant observation
comprised the qualitative portion. Interpretive description, a nursing methodology, guided the
qualitative components of the study. In the integration phase, the analytic technique of merging
established the alignment among complementary data within the three sets of study findings.
Methods: Seventy Registered Nurses across one Atlantic Canadian province completed the
survey package consisting of: 1) the person-centred practice inventory (Slater et al., 2017), 2) the
person-centred climate questionnaire (Edvardsson et al. 2010), and 3) 13 demographic and work-
related questions. Interviews occurred with eight individuals who had received recent inpatient
mental health care in the province. Thirty-six hours of participant observation were conducted on
three adult inpatient mental health units. The Pillar Integration Process, a four-stage procedure
designed to integrate qualitative and quantitative data using joint display tables, guided the

integration.



Results: Three patterns were developed from the integrated data that described how nurses
conduct and navigate their practice within the care environment: 1) mental health nurses
maintain a separation from patients and often deliver nursing care from a distance, 2) mental
health nurses practice in an organizational culture that supports the status quo, which is not
person-centred care, and 3) when mental health nurses and individuals co-engage in person-
centred moments, the results are inspiring and foster hope. The results of each component of the
study are presented throughout the dissertation.

Conclusion: Nurses face organizational and personal barriers in their delivery of person-centred
care. Although person-centred moments were infrequent, they are valued by those who receive
care. Advancing beyond discrete moments of person-centred care requires a sustained
commitment from both health care professionals and the organization within which they work.
Organizations should evaluate current practices and structures to ensure nurses are optimally

positioned to provide person-centred care.
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Chapter 1: Literature Review and Overview of the Study
Chapter 1 summarizes the narrative literature review conducted on the topic of person-centred
mental health nursing care. An overview of the mixed methods research study is provided, along

with a description of the manuscripts that follow in this dissertation.
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Exploring the Person-centred Care Practice Patterns of Mental Health Nurses: A
Concurrent Mixed Methods Study

Person-centred care (PCC) is a global phenomenon that underpins both national and
international health care policy (McCormack et al., 2015; Phelan et al., 2020; World Health
Organization (WHO) (WHO, 2015). Since 2009, the WHO has committed to putting people at
the centre of health care (WHO, 2015). Person-centred health services are described as “...an
approach to care that consciously adopts the perspectives of individuals, families and
communities, and sees them as participants as well as beneficiaries of trusted health systems that
respond to their needs and preferences in humane and holistic ways” (WHO, 2015, p. 7). PCC is
endorsed by many health care organizations in Canada, including the Canadian Nursing
Association (CNA) (CNA, 2011). In essence, PCC is the humanising of health care delivery by
prioritizing the needs and preferences of individuals and families rather than the needs of health
care professionals, the tasks of care, or the disease (McCormack et al., 2015; Morgan & Yoder,
2012; Phelan et al., 2020; WHO, 2015).

PCC is a central pillar of high-quality health care (Institute of Medicine, 2001). It has
distinct measurement approaches (van Diepen et al., 2020) and has been linked to improved
patient outcomes (Ballard et al., 2018; Ekman et al., 2012; Fors et al., 2015; Olsson et al., 2014;
Wynia et al., 2018), satisfaction of care (Allerby et al., 2020; Kuipers et al., 2019; Rossom et al.,
2016), as well as job satisfaction for nurses (den Boer et al., 2017; van Diepen et al., 2020;
Lehuluante et al., 2012). However, issues such as traditional practices and structure, professional
attitudes, and time constraints of staff can limit the operationalization of PCC in some health care
settings (Moore et al., 2017). Further, stigma, marginalization, social disconnection,

disempowerment, and restrictions in exercising human rights can impact those receiving mental
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health care and creates additional challenges in moving PCC from rhetoric to reality (Smith &
Williams, 2016). Therefore, the operationalization of PCC in mental health care settings has been
challenging and limited (Choy-Brown et al., 2020; Hsiao et al., 2019).

Despite the obstacles to delivering PCC, many health organizations report both
supporting and providing PCC (Montague et al., 2017; Canadian Medical Association and
Canadian Nurses Association (CMA & CNA), 2011). However, the state of person-centred
mental health nursing care in Canada is not well established. There was no existing literature
located detailing the extent to which nurses working with mental health clients are engaging in
PCC in Canada. There is a need to address this gap and produce quality information on the
delivery of PCC in mental health settings. Therefore, the purpose of this study is to examine the
nature and extent of PCC practices demonstrated by mental health nurses in one Atlantic
Canadian province.

Background

PCC is a health care priority for patients, families, and health systems (Montague et al.,
2017). In an online self-report survey conducted to determine PCC practices and indicators
operationalized within Canadian health care systems, 92% reported practicing PCC and the
remaining organizations reported valuing PCC with plans of working towards it (Doktorchick et
al., 2018). The health organization that was the primary setting for this study reported that PCC
occurs systemically throughout the organization (Doktorchick et al., 2018). While somewhat
encouraging, the survey did not provide clear evidence of the PCC practices of mental health
nurses in that province.

Those living with mental illness face disempowerment, forms of coercion, questions

regarding decisional capacity, and other unique challenges that have the potential to impact their
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person-centred health care experiences (Beitinger et al. 2014; Morant et al., 2015). For health
care professionals working with those with a mental illness, upholding person-centred principles,
such as working with each person’s beliefs and values and sharing decision-making, may be
challenging (Smith & Williams, 2016). Mental health nurses, for example, navigate the
conflicting responsibility of protecting the patient and the community from harm, while
continuing to empower individuals through support for the dignity of risk and the right to fail
(Deegan, 1996). There is a growing belief in the mental health community that individuals
availing of mental health services have the right to make their own decisions and take their own
risks (Davidson et al., 2015). Consequently, it has then been argued that nurses and other health
professionals should only use their authority when the evidence compellingly indicates the
person or community is at risk (Davidson et al., 2015). Despite widespread support for shared
decision-making between mental health nurses and individuals in their care (Beitinger et al.,
2014; Hamann & Heres, 2014; Puschner et al., 2016), implementation remains challenging and
limited (Farrelly et al., 2015; The Schizophrenia Commission, 2012) with routine clinical
practices prevailing (Morant et al., 2015; Royal College of Psychiatrists, 2014).

Effective mental health nursing care is underpinned by a person-centred and recovery-
oriented approach focused on collaborative interpersonal relationships as well as working
holistically and with patient beliefs and values (Gabrielsson et al., 2016; Tofthagen et al., 2014).
PCC is increasingly being regarded as a core component of the recovery movement in mental
health care (Hummelvoll et al., 2015; Slade et al.,2014). Developing sustainable person-centred
practices requires a comprehensive approach that extends beyond individual interactions; it
requires sustained commitment from entire health care organizations (Edgar et al., 2020).

Without an organisational commitment to person-centred practices, tension is likely to arise
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between organizational policies and the ideals of health care professionals (Edgar et al., 2020;
Parley, 2001). Organizational commitment to the cultivation of person-centred cultures is
required for sustained PCC (McCormack et al., 2018). A person-centred culture is exemplified
by a practice environment that promotes the following seven characteristics: 1) effective
coordination of patient and family care, ii) strong clinical leadership, iii) facilitation, iv) effective
teamwork, v) knowledgeable and skilled health care professionals, vi) a flexible model of care,
and vii) a systemic person-centred vision (McCance et al., 2013).

Despite Canadian reports stating that PCC occurs systemically throughout the health
system, there was limited information regarding specific efforts to implement or maintain this
significant cultural shift within Mental Health & Addictions services on one Atlantic Canadian
Province. This includes a review of studies and documents that address recovery-oriented care,
as the research team acknowledges that recovery-oriented practice incorporates PCC as a clear
and distinctive feature (Hummelvoll et al., 2015; Slade et al., 2014). The lack of implementation
evidence suggests that person-centred mental health nursing care is not yet operationalized
locally.

Nurses are the health care professionals who spend the most time with patients (Molina-
Mula et al., 2017) and they use themselves as therapeutic tools through nurse—patient
relationships (Oh & Nam, 2018). In order to advance person-centred mental health nursing care
within this Atlantic Canadian province, more information is needed on the PCC practices that
currently exist. This study will begin to address this gap in knowledge.

Organization of Dissertation
This is a five-chapter, paper-based, mixed methods dissertation. This chapter, Chapter 1,

contains a comprehensive literature review highlighting the gap in research, outlines the research
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questions and study framework, and provides an overview of the full mixed methods study.
Chapters 2, 3 and 4 are yet-to-be published manuscripts that report on the quantitative
descriptive cross-sectional component, the qualitative interview component, and the integration
analysis component respectively. The second qualitative method used in the study, participant
observation, will be developed as a publishable manuscript upon completion of the dissertation.
The results are presented in this dissertation in Chapter 1 and further summarized in Chapter 4 as
they were included in the integration and assisted to inform study recommendations. The final
chapter, Chapter 5, summarizes the entirety of the mixed methods study and describes potential
future opportunities in education, practice, research, and policy.
Literature Review

Search Strategy

To more fully explore person-centred nursing care, a narrative literature review that
appraised the quality and strength of the evidence was developed. The search strategy included
four databases, CINAHL, PubMed, Psych INFO, and Cochrane Library and included the
following search terms: ‘person-centred care’ OR ‘patient-centred care’ OR ‘family-centred
care’ and ‘nurs*’. The search timeframe was from inception to August 2023 to capture the
relevant history of PCC. Only academic publications were considered; opinion papers,
dissertations, commentary articles, and letters to editor were excluded. Only articles that could be
retrieved in full text from the university library were considered. Non-English-language
publications were also excluded. The reference lists of included articles were hand searched for
additional studies. Quantitative studies included in the review were critically appraised using the

Public Health Agency of Canada (PHAC) Critical Appraisal Toolkit (PHAC, 2014). Qualitative
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studies included in the review were critically appraised using the Joanna Briggs Institute (JBI)
Critical Appraisal Checklist for Qualitative Research (Lockwood et al., 2015).
Person-centred Care

PCC is an evolving concept with a long history and tradition in health care (Morgan &
Yoder, 2012; Santana et al., 2018). The following sections outline the history, existing
definitions, and defining attributes of PCC.
History

It could be argued that the origins of PCC, in a nursing context, trace back to Florence
Nightingale (1860) when she differentiated nursing from medicine with the emphasis on the
individual rather than the disease (Lauver et al., 2002). However, the term patient-centred
medicine was first coined by physician, Edith Balint, in the 1960s, who placed emphasis on
understanding the patient as a unique human being (Balint, 1968). In the late 1980°s, The Picker-
Commonwealth Program for Patient-Centred Care, a private research foundation in the US,
began to promote PCC as a way of delivering health services that focused on patients’ individual
needs (Beatrice et al., 1998). Studies conducted by the research foundation identified that patient
preferences were too often ignored or overlooked. Consequently, these findings resulted in the
development of seven, patient-identified, priority dimensions of care: 1) respect for patients’
preferences; 2) coordination of care; 3) information and education about their health issues; 4)
physical comfort; 5) emotional support; 6) involvement of friends and family; and 7) continuity
of care and transition to home needs (Beatrice et al., 1998). The foundation was also the first to
highlight the significance of organizational involvement in PCC (Morgan & Yoder, 2012). In the
1990’s the importance of interpersonal relationship between the care provider and those

receiving care was highlights (Peplau, 1997; Stewart et al., 1995).
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With the 2000s came literature that further clarified the dimensions of PCC. Mead and
Bower (2000) developed a PCC conceptual framework that provided initial insights on how to
operationalize PCC within medicine. The framework had two measurement approaches and five
dimensions of care: 1) biopsychosocial perspective, ii) patient as person, iii) shared power and
responsibility, iv) therapeutic alliance, and v) doctor as person. The Institute of Medicine (IOM)
(IOM, 2001) “Crossing the Quality Chasm” report contributed to the surge in publications
focused on PCC (Morgan & Yoder, 2012). PCC was identified as a critical element to address
America’s fragmented and impersonal health care system (IOM, 2001). At the same time
Brendan McCormack, a British nurse, started publishing research about PCC of the elderly
(McCormack, 2001, 2003, 2004). He published a PCC conceptual framework in gerontological
nursing (McCormack, 2003) before working with a colleague to developing the Framework for
Person-centred Nursing (McCormack & McCance, 2006). The title was later revised to the
Person-centred Practice Framework to establish its relevancy to other health care providers as
well as nurses (McCormack & McCance 2016). Although the Person-centred Practice
Framework appears to dominate the PCC literature, other existing frameworks also provide
insight (Jayadevappa & Chhatre, 2011; McKay et al., 2020; Santana et al., 2018). For example,
RAISe (Relationship, Agency, Information, Safe environment), a conceptual framework, was
developed to assist health care professionals in applying PCC within coercive mental health care
environments (McKay et al, 2020).

Several concept analyses of PCC have been published in the nursing literature and also
contributed to its development. For example, Slater (2006) identified four antecedents (dignity,
autonomy, respect, and therapeutic relationship), three attributes (individuality, respecting

values, and empowerment), and two consequences (improved health outcomes and perceived
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improved relationships) of PCC. In a later concept analysis, Hobbs (2009) highlighted
therapeutic engagement as the main attribute and process with effective care, less suffering, and
resolved needs as the consequences of PCC. Since that time, several other PCC concept analyses
have been published (Lusk & Fater, 2013; Ogden et al., 2017), one of which focused on PCC in
the context of inpatient psychiatric nursing (Gabrielsson et al., 2015). In this analysis,
Gabrielsson et al. (2015) described PCC in inpatient psychiatry as cultural, relational, and
recovery-oriented. They described the intersection between the principles of PCC and the
concepts underpinning recovery and interpersonal nursing and concluded that future PCC work
should consider the contexts at both conceptual and praxis levels (Gabrielsson et al., 2015).
Definitions

PCC is a multidimensional, yet nebulous concept, which creates difficulty in articulating
a clear, shared definition (McCance et al., 2011; Morgan & Yoder, 2012). There is no universally
accepted definition of PCC in the literature which is problematic because the way PCC is defined
often influences how it is measured (de Silva., 2014). For example, the IOM (2001) defined PCC
as “care that is respectful and responsive to individual patient preferences, needs, and values, and
ensuring that patient values guide all clinical decisions” (p. 49). Since that time there has been
further development and clarification of the meaning of PCC. McCormack (2003) defined PCC
as “the formation of a therapeutic narrative between professional and patient that is built on
mutual trust, understanding and a sharing of collective knowledge” (p. 203). Providing a similar
but more detailed definition Drach-Zahavy (2009) defined PCC as “understanding the personal
meaning of the illness for the patient by eliciting their concerns, ideas, expectations, needs,
feelings and functioning; promoting the understanding of the patient within their unique

psychosocial context; sharing power and responsibility, and developing common therapeutic
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goals that are concordant with the patient’s values” (p. 1465). McCormack et al. (2013) then
shifted their definition of PCC by placing a significance on person-centred cultures. Their
definition best aligns with the framework of this study:

An approach to practice established through the formation and fostering of healthful

relationships between all care providers, service users and others significant to them in

their lives. It is underpinned by values of respect for persons, individual right to self-
determination, mutual respect and understanding. It is enabled by cultures of
empowerment that foster continuous approaches to practice development (McCormack et

al., 2013, p. 193).

Defining Attributes

Despite the absence of a shared definition, six common attributes have been identified
across many definitions of PCC. These attributes are core features of the phenomenon and
provide a sound foundation for PCC research and practice. The attributes are: 1) establishing a
therapeutic relationship; 2) shared power and responsibility; 3) getting to know the person; 4)
facilitating personal empowerment; 5) trust and respect; and 6) communication (Sharma et al.,
2015).

Therapeutic engagement takes place when nurses engage with individuals by actively
listening, comprehending, and responding to their needs, all the while nurturing emotional and
personal growth (McAllister et al., 2021). The importance of establishing a therapeutic
relationship between the health care provider and person receiving care was a commonly
described attribute of PCC (Hobbs, 2009; Holmstrém & Rdéing, 2010; Kitson et al., 2013;
McCormack & McCance, 2016; National Aging Research Institute (NARI), 2006; Pelzang,

2010; Robinson et al., 2008).
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Several studies identified the importance of persons being active participants in their care
(Holmstrom & Roéing, 2010; McCormack & McCance, 2016; Morgan & Yoder, 2012; NARI,
2006; Pelzang, 2010; Robinson et al., 2008). One review stated that it is central to the role of
health care professionals to provide persons with support to make decisions about their health
based on what is best for them (Pelzang, 2010). When persons are involved in decision-making,
the care provided is based on the patient’s self-identified needs, wishes, and values (Morgan &
Yoder, 2012; NARI, 2006; Pelzang, 2010; Robinson et al., 2008). In order to do this, health care
professionals must look past the illness and learn more about the care recipient (NARI, 2006;
Pelzang, 2010; McCormack & McCance, 2016). Therefore, trust and respect are also integral to
PCC (Holmstrém & Roéing, 2010; McCormack & McCance, 2016; Morgan & Yoder, 2012;
NARI 2006; Pelzang, 2010; Slater, 2006) as they are required in order to understand each person
as a unique individual with their own values, needs, and lived experiences (Pelzang, 2010; Slater,
2006). To understand each person as an individual, nurses must spend time getting to know their
patients. This requires an established connection between the person, their family, and health
professionals (Holmstrom & Roing, 2010; Pelzang, 2010). It involves providing the person, and
those close to them, with clear and accurate information about their care (Holmstrom & Rding,
2010; Pelzang, 2010) as well as understanding what is important to them.

Operationalizing Person-centred Care

Nurses are in a strategic position to provide PCC as they are the core of comprehensive
care delivery in a variety of health care settings (Cusack et al., 2017). Further, many PCC
attributes align with the Code of Ethics for Registered Nurses (CNA, 2017). Commonalities
include the importance of therapeutic relationships, trust, respect, power differentials, and

therapeutic communication. This cohesion suggests PCC is a safe and ethical nursing practice
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(Sharma et al., 2015), a notion supported by nursing scholars. Dr. Sally Thorne, a Canadian
nurse, positioned PCC as a core element of nursing. In fact, she places it at the centre, stating that
PCC, “is so fundamental to nursing’s theoretical, ethical, and philosophical core that, arguably, it
constitutes the central idea from which nursing has distinguished itself from all other health care
professions over time” (Thorne & Stajduhar, 2017, p. 24). However, Thorne and Stajduhar
(2017) pointed out that embedding PCC into practice is challenging for many reasons, one being
that the current health care system is resistant to change. The next sections will focus on the
operationalization of PCC, including prevalence, barriers, and impact of PCC.

Prevalence

There is very limited literature describing the prevalence of PCC in mental health
settings. Further, the WHO (2015) indicated that there is no universally accepted way to measure
progress in establishing PCC. Therefore, the prevalence of PCC delivered by mental health
nurses remains unclear. In one survey of 704 acute care registered nurses from the United
Kingdom working in diverse areas, including psychiatry, high levels of PCC were reported
(Slater et al., 2015). Similarly, American health service users of a supportive housing agency
indicated a moderate to high mean score for PCC (Hamovitch et al., 2018). Livingston et al.
(2012) also found characteristics of PCC were present in varying degrees within a Canadian
forensic hospital.

Participants in other studies indicated that PCC is not being operationalized in mental
health. For example, family-centred care was reported to be inadequate by family caregivers in
Taiwan (Hsiao et al. 2019). Similarly, American health care professionals working in the
community demonstrated low levels of competency in person-centred care planning (PCCP) and

also lacked the training and support needed to implement PCC consistently (Choy-Brow et al.
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2020). In another American study only 15% of community mental health staff rated themselves
as high PCCP implementers (Matthews et al., 2018).
Barriers

Moore et al. (2017) identified barriers to the implementation of PCC through interviews
with 18 Swedish researchers who had conducted seven different PCC intervention studies.
Common barriers included: 1) traditional practices and structure, 2) time constraints, and 3)
professional attitudes (Moore et al., 2017). Participants indicated that traditional care pathways
often restrict health care professionals from navigating away from ‘usual care’ to use new and
different strategies (Moore et al., 2017). In addition, existing power structures that place
physicians at the top of the power hierarchy were problematic in implementing PCC (Moore et
al., 2017). Similarly, The Registered Nurses Association of Ontario (RNAO) indicated that lack
of autonomy for nurses within an organization is a barrier to their ability to deliver PCC (RNAO,
2015). The NARI and the RNAO advocate that health care organizations establish policies and
procedures that promote the autonomy of nurses to practice PCC (NARI, 2006: RNAO, 2015).
The physical structure of care spaces can also impact PCC. Environmental constraints, such as
lack of space for private conversations, was identified as a barrier to PCC on acute inpatient units
in Australia (Lloyd et al., 2018).

Developing person-centred partnerships as well as staff training and education are
important, but time consuming, activities required for the implementation of PCC (Moore et al.,
2018). Several researchers interviewed by Moore et al. (2017) indicated that time constraints
negatively impacted PCC. High staff workloads and time pressures were also barriers to PCC for
health care professionals in Australia (Lloyd et al., 2018). Staff shortages and associated large

caseloads result in insufficient time spent with the individuals receiving care and inconsistent
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patient assignments (Foster et al., 2010; NARI, 2006; Pelzang, 2010). For example, nurses
working in China indicated that large caseloads made it difficult to find adequate time to engage
patients and families (Wong et al., 2014). For PCC to be possible, health care organizations
require a model of care that improves patients’ access to nurses and encourages them to spend
more time discussing care (RNAO, 2015).

Many studies indicate that professional attitudes can be a barrier to PCC (Lloyd et al.
2018; Moore et al., 2017). For example, managers in an Australian hospital identified
unsupportive staff attitudes, including cynical views towards family-centred care, inflexible
decision-making, and little interest towards change, as barriers to family-centred care (Lloyd et
al., 2018). In a discussion of barriers to PCC in Ontario, Canada, informants indicated that PCC
becomes ‘the luck of the draw’ for service users in terms of receiving a health care provider who
has the personal will to work around the heavy constraints of the health care system and make a
concerted effort to provide PCC (Kuluski et al., 2013; Kuluski et al., 2016). Maintaining a PCC
approach requires a conscious effort on behalf of care providers (Moore et al., 2017). After
learning to provide care using a PCC approach, staff have been reported to often fall back into
the practice of ‘usual care,” perhaps because of a lack of interest, sufficient knowledge, or
commitment (Moore et al., 2017).
Impact

PCC has several potential benefits including improved health outcomes for individuals
and families, satisfaction with the care received, and increased job satisfaction for nurses. In non-
psychiatric settings, associations between PCC and improved patient outcomes have been widely
documented (Allerby et al., 2020). Shorter hospital stays and better functional performance are

also common findings in the PCC literature (Ballard et al., 2018; Ekman et al., 2012; Fors et al.,
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2015; Olsson et al., 2014; Wynia et al., 2018). However, relatively few studies have examined
PCC and patient outcomes in mental health settings (Allerby et al., 2020). In one Canadian
study, an electronic care planning system aimed at improving PCC in acute care mental health
settings was found to decrease symptoms of aggressive behavior, depression, withdrawal, and
psychosis in those with schizophrenia and concurrent disorders (Doran, 2010). Similarly, PCC
significantly reduced the use of seclusion (p = 0.04) and restraints (p = 0.05) on acute care
psychiatric units in an American study (Wale et al., 2011). Another American study used a
randomized-controlled design to examine the impact of PCCP and collaborative documentation
on medication adherence in the community setting; medication adherence increased (p < 0.01) in
the experimental group (Stanhope et al., 2013).

There is limited research focused on the association between PCC and patient satisfaction
in psychiatric settings. Allerby et al. (2020) used a before and after study design to test the
effects of a PCC educational intervention on Swedish hospital staff caring for those with
psychosis; patient satisfaction was significantly higher in the post-implementation group (p =
0.041). Similarly, researchers found that all measures of patient centredness were positively
associated with good-to-excellent care ratings from clients suffering from depression remission
in an American study (Rossom et al., 2016). Finally, findings from a Danish study with
participants diagnosed with two or more chronic conditions include that PCC was positively
associated patients’ satisfaction with care; however, the conditions were not necessarily
psychiatric (Kuipers et al., 2019).

The care environment is an integral aspect of PCC (McCormack & McCance, 2016).
Therefore, it is important to acknowledge the relationship between person-centredness and

nurses’ job satisfaction. No studies were found that addressed job satisfaction among mental
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health nurses. However, a positive association between PCC and two outcomes, job satisfaction
and work-related health, among health care professionals was reported in several studies
included in one scoping review (van Diepen et al., 2020). For example, significant positive
association between PCC and job satisfaction (p < 0.001) as well as PCC and well-being (p <
0.001) (den Boer et al., 2017) was reported in a Dutch cross-sectional study with community
health registered nurses included in the review. A Swedish cross-sectional study of registered
nurses working in acute care found similar results (Lehuluante et al., 2012).
Measuring Person-centred Care

Nine cross-sectional studies were included from the literature search that measured PCC
either within mental health care settings or in a population where psychiatry was explicitly
represented. One additional study was selected from the literature search that measured PCC in
general hospital settings (Tiainen et al., 2020); it was unclear if psychiatry was involved. Tiainen
et al.’s study was included in this literature review because they used the Person-centred
Practice Inventory-Staff (PCPI-S) (Tiainen et al., 2020), a questionnaire used in the dissertation.
Four of the ten studies were conducted in the United States (Choy-Brown et al., 2020; Matthews
et al., 2018; Rossom et al., 2016; Slater et al. 2015), two in Canada (Durand & Fleury, 2021;
Livingston et al., 2012), one in the Netherlands (Boer et al., 2017), one in the United Kingdom
(Slater et al., 2015), one in Finland (Tiainen et al., 2020) and one in Taiwan (Hsiao et al., 2019).
Five studies were conducted in the community (Boer et al., 2017; Choy-Brown et al., 2020;
Hamovitch et al., 2018; Rosssom et al., 2016, Matthews et al., 2018) and four were conducted in
the hospital (Hsiao et al., 2019; Livingston et al., 2012; Slater et al., 2015; Tiainen et al., 2020),
and one study spanned inpatient and outpatient settings (Durand & Fleury, 2021). Data collection

involved a chart review (Choy-Brown et al., 2020), surveys to health care professionals (Boer et
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al., 2017; Durand & Fleury, 2021; Matthews et al., 2018; Slater et al., 2015; Tiainen et al., 2020),
surveys to service users (Rossom et al., 2016), and surveys to both health care professionals and
service users or caregivers (Hamovitch et al., 2018; Hsiao et al., 2019; Livingston et al., 2012).
Outcome Measures

Seven of the ten cross-sectional studies described above identified PCC as an outcome
measure (Boer et al., 2017; Choy-Brown et al., 2020; Hamovitch et al. 2018; Hsiao et al., 2019;
Matthews et al. 2018; Slater et al., 2015; Tiainen et al., 2020). Of those that measured PCC
directly, two used the PCPI-S (Slater et al., 2015; Tiainen et al., 2020), three used the Patient-
Centred Care Questionnaire (Boer et al., 2017; Hamovitch et al, 2018; Matthews et al., 2018),
and one used the Patient Centred Care Planning (PCCP) Assessment Measure (Choy-Brown et
al., 2020) for a chart review. Finally, Hsiao et al. (2019) measured quality of family-centred care
using the Measure of Process of Care for Adults, a questionnaire that was designed to assess the
extent to which family caregivers perceived quality of family-centred care from health care
professionals. The remaining three studies each used a variety of different outcome measures and
measurement tools to evaluate PCC (Durand & Fleury, 2021; Livingston et al., 2012; Rossom et
al., 2016).
Significant Findings

Based on the findings from the ten cross-sectional studies included in the review, it
remains difficult to determine the extent to which PCC is practiced in mental health settings.
Matthews et al. (2018) reported only 15% of community mental health staff rated themselves as
high PCCP implementers where a high implementer was defined as someone who selected
“agree” or “strongly agree” to all items on the Person-centred Care Questionnaire. Similarly,

family-centred care in the presence of schizophrenia was found to be inadequate in another study
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(Hsiao et al., 2019). When 160 charts of community mental health clients were reviewed it was
found that providers demonstrated low levels of competency in PCCP. However, service users in
a different study reported high PCC with a mean survey score of 117.08 where the possible range
of scores was 32 to 160 (Hamovitch et al., 2018). Similarly, high levels of PCC were reported in
acute care settings, including psychiatry (Slater et al., 2015) where the subscales of the PCPI-S
were scored positively by registered nurses. Nurses in another study completed the PCPI-S and
had similar results (Tiainen et al., 2020). Characteristics of PCC were found to be present in
varying degrees within a Canadian forensic hospital (Livingston et al., 2012). Finally, three
patient-centred aspects of care were found to be closely associated with depression improvement
in one study: 1) asking for ideas and preferences regarding treatment, 2) asking about patient
concerns or questions, 3) providing a treatment plan for daily life, 4) screening for depression,
and 5) asking about suicide risk (Rossom et al., 2016).
Critical Appraisal

The PHAC (2014) critical appraisal toolkit was used to evaluate the 10 cross-sectional
studies described above; the critical appraisal tool for descriptive studies was used. Overall, the
quality of the studies was rated as medium to high. Common issues among the studies were low
response rates (Slater et al., 2015; Rossom et al., 2016), potential information bias (Boer et al.,
2017; Durand & Fleury, 2021; Livingston et al., 2012; Matthews et al., 2018; Slater et al., 2015),
and neglecting to control for confounding variables (Livingston et al., 2012; Rossom et al., 2016;
Slater at al., 2015).
Promoting Person-centred Care

Only seven interventional studies were identified in the literature search that aimed to

enhance person-centred mental health nursing care. Three studies were conducted in Sweden
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(Alexiou et al. 2018; Alexiou et al. 2016; Allerby et al. 2020), two in the United States (Stanhope
et al. 2013; Stanhope & Matthews, 2019), and two in Southeast Asia (Lee et al. 2016; Wong et
al. 2014). Designs included randomized-control trials (Lee et al. 2016; Stanhope et al. 2013),
uncontrolled before and after (Alexiou et al. 2018; Alexiou et al. 2016), mixed methods
(Stanhope & Matthews, 2019; Wong et al. 2014), and controlled before and after studies
(Allerby et al. 2020). Two studies took place in the community (Stanhope et al. 2013; Stanhope
& Matthews, 2019), one study was situated in both the community and hospital (Wong et al.
2014), and four studies took place in inpatient settings (Alexiou et al. 2018; Alexiou et al. 2016;
Allerby et al. 2020; Lee et al. 2016). In three studies patients were the participants (Alexiou et al.
2016; Allerby et al. 2020; Stanhope et al. 2013), in three studies health care professionals were
the participants (Alexiou et al. 2018; Stanhope & Matthews, 2019; Wong et al. 2014), and in one
study caregivers of those with bipolar disorder were participants (Lee et al. 2016). Stanhope &
Matthews (2019) also reviewed 300 charts at five community mental health clinics.

The interventions implemented in the seven studies varied. In two studies the intervention
was the transition to a more patient-centred forensics facility (Alexiou et al. 2018; Alexiou et al.
2016) and in four studies PCC educational interventions for staff was implemented (Allerby et
al. 2020; Stanhope et al. 2013; Stanhope & Matthews, 2019; Wong et al. 2014). A family-centred
care program delivered to the families of those admitted to hospital with bipolar disorder was the
intervention in the final study (Lee et al. 2016).

Outcome Measures

Interestingly, common outcome measures and data collection instruments were only

found in two of the seven studies described above (Alexiou et al. 2018; Alexiou et al. 2016).

Both used the Person-centred Climate Questionnaire to assess the unit environment. As an



29

additional measure Alexiou et al. 2018 used the PCC Assessment Tool to assess PCC and
Alexiou et al. 2016 used the Quality in Psychiatry Questionnaire to assess quality of care. The
four studies that evaluated the effects of PCC educational interventions for staff had differing
outcome measures and data collection instruments. Allerby et al. (2020) measured empowerment
with the Empowerment Scale and customer satisfaction with the UKU-ConSat Rating Scale.
Stanhope et al. (2013) measured medication adherence and service engagement by collecting
data on outcomes from health care providers and collecting data from health care centres on
appointment no-shows. Stanhope & Matthews (2019) used the PCCP Assessment Measure to
evaluate PCCP fidelity; they also used focus groups, interviews, consultations to better
understand the PCCP implementation process. Wong et al. (2014) measured nurses' experience
of their relationship with families using the Family Nursing Practice Scale. Finally, Lee et al.
(2016), who evaluated the effects of a family-centred care program for families, used the Family
Function Scale to measure family function and the Caregiver Burden Inventory to measure
caregivers’ perceived health status and caregivers’ burden.
Summary of Findings

This section presents relevant findings from the seven studies described above. Two of
the seven studies examined the impact of relocating psychiatric forensics hospitals in the United
Kingdom (Alexiou et al., 2016; Alexiou et al., 2018); the move resulted in improved feelings of a
secure environment (p = 0.03) in one study (Alexiou et a., 2016) and in a significant (p < 0.02)
improvement on all three domains of the PCC Climate Questionnaire taken by staff (safety,
everydayness, and community) in the other study (Alexiou et al., 2018). PCC education was the
intervention in four of the seven studies, and resulted in: improved satisfaction among health

care professionals (p < 0.05) (Allerby et al., 2020); enhanced service engagement (p = 0.001)
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(Stanhope et al., 2013); improved medication adherence (p < 0.01) (Stanhope et al., 2013);
improved PCCP fidelity (p < 0.05) (Stanhope & Matthews, 2019); and improved confidence,
satisfaction, knowledge, and skills and comfort in working with families among nurses (Wong et
al., 2014). Finally, one of the seven studies evaluated the effects of a family-centred care
program for families found significant improvements in family function (p = 0.03) in the
intervention group (Lee et al., 2016).
Critical Appraisal

The PHAC (2014) critical appraisal toolkit was used to evaluate the seven PCC
intervention studies; the critical appraisal tool for analytical studies was used. Study designs
were noted to be dichotomised as either weak or strong. The quality of the studies was
categorized as either medium or high. Common issues among the studies included: high dropout
rates (Alexiou et al., 2016; Alexiou et al., 2018), potential information bias (Alexiou et al., 2016;
Alexiou et al., 2018; Lee et al., 2016), no random sampling (Allerby et al., 2020; Alexiou et al.,
2016; Alexiou et al., 2018; Lee et al., 2016; Stanhope et al., 2013) not controlling for
confounding (Alexiou et al., 2016; Alexiou et al., 2018). In addition, Lee et al. (2016) was noted
to have a small sample size (N = 47), which is small for the methodology, and randomized-
controlled trial, but nevertheless, produced statistically significant results.
Gaps in the Literature

There are several gaps in the person-centred mental health care literature. First, it remains
unclear to what extent PCC is being practiced in mental health settings. The existing literature is
conflicting and evaluation tools varied. Longitudinal studies, using consistent evaluation tool(s),
are necessary to better understand the extent of PCC practices in mental health environments.

Strategies to enhance PCC within mental health practice settings have been implemented in some
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research studies, however, only a few studies with methodological weaknesses have evaluated
PCC outcomes. Little is known about the perspective of mental health nurses in relation to PCC
or that of service users. Future intervention studies to promote PCC, such as staff education,
should use repeated measures with consistent evaluation tools to determine true effectiveness.
Future studies should also address existing methodological issues such as retention and control
for confounding variables. Finally, only three prevalence and intervention studies included in the
review were conducted in Canada. The extent to which PCC is operationalized in Canadian
mental health care settings remains unclear.
Research Problem

PCC is an approach to nursing that places the person, in their context, above the disease
and at the centre of care (WHO, 2015). Operationalizing PCC has been challenging in many
practice areas (Moore et al., 2017). Mental health settings have compounding obstacles in
delivering PCC due to the, sometimes, coercive nature of the care provided (Smith & Williams,
2016). Nevertheless, many Canadian health care systems, report both supporting and providing
PCC (Montague et al., 2017; CMA & CNA, 2011). One reason for this is the value that is placed
on PCC by patients and families (Montague et al., 2017). A culture of PCC can result in
improved patient satisfaction (Allerby et al., 2020; Kuipers et al., 2019; Rossom et al., 2016) and
better patient-outcomes, such as, shorter hospital stays and better functional performance
(Ballard et al., 2018; Ekman et al., 2012; Fors et al., 2015; Olsson et al., 2014; Wynia et al.,
2018). However, minimal information exists to demonstrate the extent of PCC at the mental
health program level. To advance person-centred mental health nursing care within the province

of focus for this study, more evidence is needed regarding current PCC practices.



32

Worldview

A worldview often embraced by mixed methods scholars, the transformative paradigm
(Mertens, 2003), merges the philosophy of inquiry with social justice research (Creswell & Plano
Clark, 2018). Using both quantitative and qualitative methodologies “provide a mechanism for
addressing the complexities of research in culturally complex settings that can provide a basis for
social change” (Mertens, 2007, p. 212). Aligning with this paradigm, I, the primary investigator,
believe that knowledge is reflective of power and social relationships; knowledge construction
improves society (Creswell & Plano Clark, 2018). Those suffering from enduring mental illness
are a group at risk of being “pushed to the margins of society” (Mertens, 2009). To highlight the
importance of recognizing those receiving mental health care as individual persons, I will refer to
“patients” as “individuals” throughout the dissertation whenever possible. However, there are
some instances when the word “patient” is used for increased clarity for the reader. In conducting
this study, we, the research team, acknowledge our position as educated, white-settler, Canadian
women. Prior to the start of the study a small number of individuals with lived-experience of
mental illness were invited to form a lived-experience expert advisory group. Details about this
group are provided in the coming section titled, Experience-expert Advisory Group.

Theoretical Framework

The guiding framework for this study will be the Person-centred Practice Framework
(Figure 1.1) (McCormack & McCance, 2016). Philosophical underpinnings of the framework are
rooted in the concepts of caring and personhood (McCormack & McCance, 2006; McCormack
& McCance, 2016) with parallels to human science principles, such as those described by
Watson (1985): human freedom, choice and responsibility, holism, ways of knowing,

relationships, and the importance of time and space. It was derived from two conceptual
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frameworks, one that focused on PCC of older adults and the other that focused on patients’ and
nurses’ experiences of caring in nursing (McCormack & McCance, 2006).

The framework assists health organizations and the professionals who work within them
to better understand how PCC can be operationalized (McCormack & McCance, 2016). Three
domains within the framework that speak to the operationalization of PCC: prerequisites, the
care environment, the care process. (McCormack & McCance, 2016). The framework is
organized in such a way that external domains need to be considered and strengthened to bolster
the subsequent inner layer. (McCormack & McCance, 2016; Slater et al., 2017). Each domain is
further described by several, more concrete, constructs that are listed below.

The framework outlines the key attributes of nurses that facilitate the delivery of PCC
and environmental characteristics that are conducive to person-centred ways of working. A
person-centred nurse, who can manage the challenges of a constantly evolving care environment,
must possess a combination of the following: professional competence, interpersonal skills, job
commitment, clear beliefs and values, and self-awareness (McCormack & McCance, 2016).
According to McCormack and McCance (2016), the care environment must be person-centred
for the true potential of nurses to be realized. The care environment greatly impacts the
operationalization of PCC, potentially limiting or enhancing the facilitation of the person-centred
processes (McCormack & McCance, 2016). There are seven impactful characteristics of the care
environment: appropriate skill mix, shared decision-making systems, power sharing, effective
staff relationships, supportive organisational systems, potential for innovation and risk taking;

and the physical environment (McCormack & McCance, 2016, p. 47- 48).
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Figure 1.1
The Person-centred Practice Framework [Reproduced with permission from the person-centred

practice international community of practice (2023)]

Working with the
Person’s Beliefs and
Values

Sharing
Sympathetically Decision
Present Making

The person-centred process is the component of the framework that focuses on the patient
in their context via a range of activities that operationalize person-centred practice (McCormack
& McCance, 2016). Such activities include: 1) working with patients’ beliefs and values, 2)
engaging authentically, 3) being sympathetically present, 4) sharing decision-making, and 5)

providing holistic care (McCormack & McCance, 2016). Finally, person-centred outcomes are at
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the centre of the framework and demonstrate the results expected from effective PCC
(McCormack & McCance, 2016). Possible outcomes may be: 1) a good experience of care, 2)
involvement in care, 3) feeling of well-being, and 4) existence of a healthful culture
(McCormack & McCance, 2016).
Experience-expert Advisory Group

Through partnering with a social centre for those living in the community with mental
illness, an experience expert advisory group was formed. The centre is a space for members to
socialize through structured activities, allowing them to build social skills and feel they are a part
of a community. This centre was chosen as a partner because the members have lived-experience
of mental illness and receiving mental health care within the study province. Seven members of
centre met at four different points in time to discuss the study. They were first provided with
patient-oriented research-patient-partner training as well as education on the study. The
remaining meetings focused on: 1) clarity and appropriateness of interview questions, 2)
observational data collection methods, 3) interview recruitment, and 4) reviewing interview
findings. The seven experience experts were able to provide a valuable perspective regarding
these aspects of the study.

Study Overview

Research Questions

The purpose of this concurrent mixed methods study is to better understand the PCC
practice patterns of mental health nurses. The main research question is: What are the PCC
practice patterns exemplified by mental health nurses in one Atlantic Canadian province? The six
sub-questions are:

1) What are the self-reported PCC practices of mental health nurses?
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2) To what extent is the practice environment associated with the delivery of PCC?
3) What occupational, environmental, and demographic factors predict nurses’
delivery of PCC?

4) What are the occupational and demographic factors that predict a PCC
environment?
5) What is the nature of the tertiary inpatient care culture as demonstrated by unit
observations?
6) What are the PCC perspectives of individuals who have received mental health
nursing care in the past year?
Design
The researchers took the philosophical perspective that the search for knowledge should
use all strategies available and value both subjective and objective knowledge (Creswell &
Plano Clark, 2018). As there is no ‘best measure’ that uncovers all aspects of PCC, a range of
methods and tools was necessary to provide a robust picture of person-centred mental health
nursing care (Silva, 2014). A concurrent mixed methods design (Creswell & Plano Clark, 2018)
was chosen for the study to examine person-centred mental health nursing care from three
distinct viewpoints. Figure 1.2 depicts the concurrent design and highlights the parallel but
separate nature of the data collection as well as the data analysis of each component. The
quantitative cross-sectional component of the investigation was a descriptive, cross-sectional
study. Quantitative findings addressed the first four research sub-questions. Quantitative data
was collected via a survey package completed by mental health and addictions (MH & A) nurses
in one Atlantic province. Both qualitative components were guided by a nursing methodology,

interpretive description (Thorne, 2016). Qualitative findings address the last two research sub-
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questions. Data was collected via participant observation on three acute care inpatient units as
well as via interviews with those who have availed of inpatient mental health services for a
persistent mental illness. Integration of all analyzed data assisted to clarify understanding of
person-centred mental health nursing care in the province. Tashakkori and Teddlie’s (2008) five
criteria for interpretive rigor was used to ensure quality at the data integration stage of the study.
Figure 1.2

Concurrent Mixed Methods Study Design
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Summary of Methods and Findings
Due to the complex nature of the Person-centred Practice Framework and how it aligns
with each study component, a summary of the methods and findings from each study component

is provided below. With the exception of the participant observation component of the study, all
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other study components are explained in detail in the remaining chapters. As a result, a more
detailed description of the participant observation methods and results are provided here.
Quantitative Component

A short summary of the quantitative methods and findings are presented below; more
details can be found in Chapter 2.
Methods

All MH & A Registered Nurses working in one Atlantic province were the target
population for the quantitative phase of the study. Consequently, approximately 400 MH & A
nurses in the province received an invitation to participate using a number of strategies including
an email invitation sent through both the provincial nursing regulatory body and the employer
organization. The online survey package included three questionnaires: 1) Person-centred
Practice Inventory — Staff (PCPI-S) (Appendix A), 2) Person-centred Climate Questionnaire —
Staff (PCCQ-S) (Appendix B), and 3) 13 demographic and work-related questions (Appendix C).
Descriptive and inferential statistics were used to address the four quantitative research
questions. Histograms and the Shapiro-Wilk test were used to test for normality of variables. The
significance level for the study was set at p < 0.05.
Findings

Seventy registered nurses completed the survey resulting in a response rate of
approximately 17.5%. Once analyzed, their data was used to answer research questions one
through four:

1) What are the self-reported PCC practices of mental health nurses?

2) To what extent is the practice environment associated with the delivery of PCC?
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3) What occupational, environmental, and demographic factors predict nurses’

delivery of PCC?

4) What are the occupational and demographic factors that predict a PCC

environment?

Research Question One. Each domain of the PCPI-S was scored high by nurses. When
construct scores were summed, the mean score for the prerequisite domain was 75.73 (SD = 9.4;
maximum possible mean score = 90) while the mean score for the care environment was 91.97
(SD = 16.91; maximum possible mean score = 125) and the mean score for the care process was
68.91 (SD =9.01; maximum possible mean score = 80).

Research Question Two. There was a moderate, positive, statistically significant (rs=
0.45, p <0.001) association between the care environment of the PCPI-S and the care process,
which was the measure of delivery of PCC. This association suggests that as the care
environment improves, so does the delivery of PCC. Total scores from the PCCQ-S were also
used to assess the association between the environment and PCC. However, no significant
relationship was found (rs= 0.24, p = 0.05).

Research Question Three. When using the care process domain of the PCPI-S as the
outcome variable for delivery of PCC, the final occupational and demographic predictor
variables in the model were: 1) the prerequisites domain score on the PCPI-S, 2) the environment
domain score of the PCPI-S, and 3) relationship with manager. The R? of 0.761 indicated that the
regression model explains 76.1% of the variance observed in the PCPI-S (care process) score.

Research Question Four. When using the environment domain score of the PCPI-S as
the outcome variable, the final occupational or demographic predictor variables in the model

were: 1) the prerequisites domain score on the PCPI-S, 2) the care process domain score of the
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PCPI-S, 3) relationship with manager, and 4) role satisfaction. The R? of .718 indicates that the
regression model explains 71.8% of the variance observed in the PCPI-S (environment) score.
There were two measures for environment. The previous model with PCPI-S (environment) as
the outcome showed that there were four significant predictors, include role satisfaction.
However, when using PCCQ-S the only significant occupational or demographic predictor
variable was role satisfaction. The R? of .205 reveals that the regression model explains 20.5% of
the variance observed in the PCCQ score.
Qualitative Participant Observation Component

Qualitative participant observation methods were used to address the fifth research
questions. Interpretive description methodology (Thorne, 2008) was used in this study phase. A
summary of the methods and findings are presented below. This study component will be
reported in a manuscript to be written after completion of this dissertation.
Methods

The Workplace Culture Critical Analysis Tool Revised (WCCATY) (Appendix D)
guided data collection on the PCC culture of three mental health inpatient units (Wilson et al.,
2020). The tool is explicitly linked to the Person-centred Practice Framework (Wilson et al.,
2020), and allowed the research team to capture data related to the culture in which nurses
practice. Participant observation provided a unique perspective on the current practices of
inpatient mental health nurses and highlighted their cultural implications. A research assistant
(RA) familiar with the hospital and unit staff collected the observations. The RA was master’s
student and a registered nurse in the psychiatric hospital where the observations took place. Prior
to beginning data collection, the RA and the principal investigator piloted the tool on one unit.

Both researchers made independent observations for two hours and then compared both sets of
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data for congruency. No issues were identified during piloting, and so the research assistant
began data collection on the first unit in summer 2022 . She collected data on each unit twice
during the morning (0900-1100), afternoon (1300-1500), and evening (1900-2100). Data was
collected on six different occasions on each unit, resulting in 18 data collection times. The
researcher spent two hours on the unit at each data collection time, resulting in 36 hours of unit
observation. During data collection periods, study notification posters were accessible in the
nursing station and on the unit for nurses and patients to read regarding the study (Appendix E).

The activity on the care environments was observed and while that did include observing
the nursing care that was provided, no specific nurse or patient was identified. Observations took
place in the dining room, TV room, hallway, and other common areas on the units. The research
assistant did not accompany nurses/patients into interview rooms, bathrooms, or bedrooms, as
the purpose of the observations was to gain a sense of the PCC culture at the unit and program
level. While on the unit, the observer made every effort to blend quietly with the unit
atmosphere.

The constant comparative method was used to analyze observational data. Initially
observational data analysis was guided by the WCCATR. The primary investigator and another
member of the research team independently read and re-read observational data to prepare for the
analysis (Lincoln & Guba, 1985). The two researchers then independently assigned meaning
units to the appropriate construct within the WCCATR and labelled them with initial codes. The
researchers came together to confirm placement of the data within the tool and the initial codes.
Sub-themes and themes were then developed from the grouped data, however, they continually
changed as the data was constantly being compared. A decision trail of analytic choices was

documented to enhance rigor.
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Findings

Seven themes were developed from the observational data (Table 1.1). Three themes
aligned with the prerequisites domain, three themes aligned with the care environment domain,
and one theme aligned with the care process domain.
Table 1.1
Participant Observation Themes

Framework Themes

Domain

1.1 Unstable foundations for PCC

I Prerequisites 1.2 The nature of the care delivered
1.3 Interpersonal skills varied

2.1 Lack of organizational guidance for implementation of PCC
IT Care environment 2.2 Supportive teamwork
2.3 A care environment of diminished personhood

I1I Care processes 3.1 Person-centred practices, inspiring but fleeting

Five constructs of The Person-centre Practice Framework illustrate the nature of the
prerequisites domain: 1) knowing self, 2) developed interpersonal skills, 3) competent care, 4)
commitment to the job, and 5) clarity of beliefs and values. The three themes derived from the
prerequisites observational data suggested that the required attributes for effective PCC may not
always be exhibited in the daily behaviors and actions of mental health nurses. The theme
unstable foundations for PCC represents nurses’, often, weak clarity of person-centred beliefs
and values as well as commitment to the job present in the observational data. The theme the
nature of the care delivered was developed to highlight lack of mental health care being received

by individuals who often had to seek out their nurse for care. The theme interpersonal skills
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varied was developed because while many nurses exhibited developed interpersonal skills, there
were also several examples of poor nurse-patient interactions.

Within the Person-centred Practice Framework the care environment refers to the context
in which care is delivered. Themes associated with the care environment represent the backdrop
of care is delivered. The environment is represented by seven constructs that can either facilitate
or hinder the delivery of PCC and require careful consideration during implementation. Elements
such as effective staff relationships, power-sharing, and systems for shared decision-making
reflect the effectiveness of team collaboration in supporting patient care. Two factors, supportive
organizational systems and a culture of innovation and risk-taking, serve as indicators of the
larger organization's commitment to PCC delivery, emphasizing the necessity for a
comprehensive organizational shift to achieve PCC. The final two factors, skill mix and the
physical setting, underscore the importance of ample resources to maintain a therapeutic
environment that supports individuals in their recovery. Observations pertaining to the seven
environmental constructs yielded three themes. Two themes identify barriers to the development
of both a PCC approach and an organizational culture that encourages and supports mental health
nurses in adopting new and innovative approaches to their practice.

The Care Process Domain involves delivering care to individuals through a variety of
activities and behaviors outlined by the final five constructs: working with individuals’ beliefs
and values, authentic engagement, sympathetic presence, shared decision-making, and offering
holistic care. Nursing actions or behaviors that aligned with these five constructs were infrequent
and, when they did occur, the interactions were brief but appreciated by patients. As a result, a

singular theme was developed, primarily addressing the notable absence of PCC delivery.
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Qualitative Interview Component

Qualitative interviews were used to address the sixth research questions. Interpretive
description methodology (Thorne, 2008) was used in this study phase. A full report of this study
component is found in Chapter 3.
Methods

Adults who received care on an inpatient mental health unit in the previous year were
invited participate in the interview component of the study. Participants were recruited through
posters (Appendix F) in community agencies and snowball sampling. Participants had the choice
of in-person, online, or a telephone interview. Interviews were audio recorded and transcribed
verbatim upon completion by a transcriptionist. The primary investigator conducted the
interviews and took field notes. Interviews lasted approximately 45 minutes. A developed
interview guide (Appendix G) was used to better understand the experiences of mental health
patients in receiving PCC. Constant comparative method was used to analyze the data for this
study.
Findings

Three themes were developed that captured participants’ experiences of inpatient person-
centred mental health nursing care (Table 1.2). The first theme, rare moments of PCC,
represents the overall lack of PCC experienced by individuals receiving services on an inpatient
mental health unit. The majority of care received by participants was not individualized and their
self-identified needs were not given priority. Although there was some evidence of PCC
identified by participants, these person-centred moments were scarce and scattered among
routine nursing care. The second theme, the relationship with my nurse: A fluctuating

connection, characterized the nurse-patient relationship; it was changeable and shaped by the
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feelings that participants had towards the nurses who cared for them. Some participants
described positive relationships with their nurses, which helped them feel safe, protected and,
ultimately, well cared for. Other participants identified nurse-patient interactions that were
negative, leaving them to feel that they were not in control of decisions made about their care
and treatment. This resulted in two sub-themes: 1) In good hands, and 2) Limited control.
Table 1.2

Interview Themes and Sub-themes

Theme Sub-Theme
1) Rare moments of PCC
2) The relationship with my nurse: A 2.1 In good hands
fluctuating connection 2.2 Limited control

3) The care environment as an uncertain space | 3.1 Perils of an unknown environment

3.2 Pearls of the care environment

The third theme, the care environment as an uncertain space, was developed to address
the impact of the care environment on patients’ well-being. There were contrasting perspectives
about the care environment from participants, suggesting a sense of uncertainty and fear. Theme
three has two sub-themes: 1) Perils of an unknown environment and 2) Pearls of the care
environment. Several participants described feeling that they were left alone to navigate serious
issues, including their own safety. Lack of personal space was also affected participants’
recovery. The first sub-theme was developed to capture this data. However, some individuals
who were hospitalized for a longer period or had repeat admissions, perceived the unit as feeling
familiar. Further, multiple participants spoke of the positive impact that unit activities had on

their recovery. The second sub-theme was developed to capture this data.
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Integration Component

The Pillar Integration Process (PIP) was chosen as the methodology for the integration
phase of the study (Fekonja et al., 2022; Johnson et al. 2019; Richards et al., 2022). PIP is a four-
stage technique designed to integrate qualitative and quantitative data using joint display tables
(Johnson et al. 2019). For the purpose of this study, an additional step was implemented to
further integrate themes developed from the integrated data and develop the PCC practice
patterns of mental health nurses. Additional details on the integration analysis and results are
outlined in Chapter 4.
Methods

Prior to beginning the first stage of integration, the quantitative survey data was
transformed into qualitative text. As survey scores were clustered around the maximum score,
there was minimal variation in the data. Our strategy was to maximize the existing variation by
grouping constructs into high, moderate, and low agreement categories based on their mean
scores. By optimizing the limited amount of variation in the nurses’ data, a richer, more robust
integration was possible.

Listing the mixed methods study findings was the first activity in the integration process.
Raw data (e.g., mean scores, selected quotes) and grouped data (e.g., mean scores transformed
into qualitative categories, interview themes) that informed the research question were listed in a
pillar joint display table. Next, during matching, researchers horizontally aligned similar data,
and refined and organized the categories and themes. In the third stage of PIP, checking, all data
in the six columns were crosschecked to ensure appropriate data matching in all rows of the
table. During the fourth and final pillar building stage, a pillar was constructed within the joint

display. To then develop the pillar, researchers compared and contrasted the findings relevant to
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the constructs that were included in each of the three PCC domains across rows, connecting and
integrating the findings for each of the 17 constructs. Seventeen integrated themes were
developed based on the content and fit of the three sets of findings (survey, interview, and
observation) for each construct. The integrated themes were again integrated leading to the
development of three meta-themes to represent the PCC practice patterns demonstrated by nurses
working in mental health services.

Findings

PIP data integration resulted in 17 themes located in the pillar of each data integration
table, one for each construct of the Person-centred Practice Framework. The data integration
table for the care process domain can be found in Appendix H and contains five integrated
themes.

A description of the integrated themes that aligned with the five prerequisite constructs
are outlined below (Table 1.3). Some nurses demonstrated developed interpersonal skills,
competent care, and commitment to the job; however, there was inconsistencies in the data that
reflected theses constructs. Nurses did not always interact with patients in a calm, warm, or
respectful way and individuals often had to seek out their nurse with care requests. However,
when nurses did use a therapeutic approach, patients were more at ease.

Table 1.3

Integrative Themes from the Prerequisite Domain

Prerequisite Integrative Theme

Domain Construct

Developed Nurses were inconsistent in their communication with individuals. Most nurses

Inter personal reported effective interpersonal skills but, from the patients' perspective, these skills

Skills were used selectivity. Although nurses and patients spent limited time together,
individuals appreciated the positive interactions they had with nurses.

Competent Care Nurses had the competencies to assist individuals with activities of daily living and
were responsive to their physical health needs. They were less likely to implement
activities or interventions that were supportive of the individuals’ mental health.

Commitment to the Job Individuals noticed when nurses did small things that were important to them. When
nurses spent time explaining or provided help, individuals were grateful.
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Prerequisite
Domain Construct
Knowing Self

Integrative Theme

When nurses interacted with a calm, but warm approach, individuals become more
comfortable and trusting.

Nurses did not always respect the dignity and beliefs of the individuals they cared for.
Their interactions with patients were mostly by request, that is, the person had to
come to the nursing station to ask for the care that they needed.

Clarity of Beliefs and
Values

The care environment is comprised of seven constructs and Table 1.4 outlines the
integrated themes developed to align with each construct. It is clear that nurses work well
together and with other members of the health care team. However, they still work in a
hierarchical system where power sharing is not evident. Further, nurses are working within an
organization that does not support them in the provision of PCC and their capacity for innovation
and risk taking is very limited. Although adequate staffing levels and skill mix were commonly
noted throughout the data, nurses remained primarily behind the nursing station with each other.

Table 1.4

Integrative Themes from the Care Environment Domain

Care Integrative Theme

Environment

Construct

Effective staff Nurses are members of collegial teams. Health care teams effectively worked together
relationships in the provision of patient care.

Shared decision-
making systems

Nurses are included and contribute to care decision in the provision of patient care.

Power sharing

Although nurses are members of collegial teams, they are not equal teammates. They
work within a hierarchical system where final decisions about care rest with the doctor.

Skill mix

Adequate staffing levels and skill mix do not change how care is provided. Nurses
situate themselves behind the nursing station, separated from patients who have to seek
them out continuously.

Physical space

The environment is an unsupportive physical space for PCC. The lack of space was
challenging and disruptive to individuals’ recovery.

Supportive Mental health nurses practice in an organization that does not promote person-centred
organizational care. No information or resources were accessible to nurses.

systems

Innovation and Nurses are constrained in their capacity to practice innovation and risk taking.

Risk taking

Five constructs align with the prerequisite domain of the framework; Table 1.5 presents

the themes that aligned with each construct. Nurses infrequently engaged in person-centred



practices, however, when they did, it was positively received by those for which they provided

care.

Table 1.5:

Integrative Themes from the Care Process Domain

Care Process

Integrative Theme

Construct

Holistic When mental health professionals took an individualized approach with their

Care patients, it was experienced by the individual as helpful and affirming. It also
provided new knowledge to support the individual’s recovery.

Sympathetic When mental health nurses spent time getting to know their patients, patients

Presence felt cared for and accepted.

Authentic Authentic engagement between the nurse and patient went beyond social

Engagement interaction and came to rest in a space that was meaningful to the individual. It

was an opportunity for growth.

Working with person’s
beliefs and values

When nurses understand patients’ concerns and wishes, they provided helpful
responses that are positively received.

Shared decision-
making

Mental health nurses made few attempts at shared decision making with
individuals (patients). They did pass patient requests on to the physician and
speak with family members about the patient’s plan of care.

Integrated Practice Patterns

Based on the 17 integrated themes produced from the PIP, three meta-themes were

developed to describe the how nurses conduct and navigate their practice within the care

environment.

Practice Pattern One: Mental health nurses maintain a separation from patients
and often deliver nursing care from a distance. There is a clear division between nurses and

the individuals on inpatient units. Nurses often congregate together in the nursing station and
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patients remain standing on the outside, frequently making requests for care that nurses address

from within the station. Consequently, opportunities for individuals to engage with their nurse is

limited and precious. Nurses demonstrated competence in assisting patients with daily activities

and attending to their physical needs, but they were less inclined to provide-mental health care.
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Often, the nursing care did not require spending time "with" the person; it was task-oriented and
frequently provided to an individual while they were standing in the corridor.

Practice Pattern Two: Mental health nurses practice in an organizational culture
that supports the status quo, which is not person-centred care. The importance of building
relationships and fostering therapeutic engagement between patients and nurses is not prioritized
or valued in the care environment. Patient involvement in care decisions is limited and shared
decision making between nurses and those receiving care is almost nonexistent. Many nurses
exhibit a lack of clarity regarding their beliefs, values, and commitment to their profession. This
uncertainty is attributed, in part, to the organizational culture within which they work, which
seems to neither nurture these personal attributes nor enable nurses to engage effectively in
shared decision-making with individuals. Despite working in collegial teams and participating in
care decisions, nurses function within a hierarchical system and evidence of power sharing is
minimal.

Practice Pattern Three: When mental health nurses and individuals co-engage in
person-centred moments, the results are inspiring and foster hope. While evidence of shared
decision-making was limited, nurses engaged in other person-centered practices. Some
connections between nurses and patients extended beyond social interactions, and transcended
into meaningful spaces that were essential for growth. Nurses also exhibited a sympathetic
presence when they dedicated time to understanding their patients. Additionally, when nurses
took a personalized approach with individuals, the experience was perceived as beneficial and
affirming. Lastly, when nurses invested time into understanding individuals' concerns and

priorities, they provided helpful responses that were well-received.
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Conclusion

This chapter included a narrative literature review of PCC with an emphasis on literature
pertaining to person-centred mental health nursing care. A brief description of the full mixed
methods study comprising the methodology and findings of the three sub-studies was also
presented. The following two chapters (Chapters 2 and 3) contain full reports of two of the three
sub-studies, the cross-sectional survey and the qualitative interview study. The participant
observation study, the third sub-study, is completed and will be developed as a separate
manuscript upon completion of my doctoral program. The fourth chapter of this dissertation
describes the integration phase and how new findings were developed and the final chapter is

focused on the major implications of this study.
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Abstract
Background: Person-centred care can result in improved patient satisfaction and health
outcomes, however, operationalization of person-centred care has been challenging in mental
health settings. To advance person-centred mental health nursing care more evidence is needed
regarding the PCC practices that currently exist.
Purpose: The purpose of this study was to describe person-centred mental health nursing
practice as well as associated factors.
Methods: This study is the descriptive cross-sectional quantitative portion of a mixed methods
study conducted to understand the person-centred practice patterns of mental health nurses
working in a province in Atlantic Canada. All mental health and addictions nurses in the
province (N = approximately 400) were invited to complete an online survey including three
questionnaires: 1) Person-centred Practice Inventory — Staff (PCPI-S) (Slater et al., 2017), 2)
Person-centred Climate Questionnaire — Staff (Edvardsson et al. 2010), and 3) 13 demographic
and work-related questions developed for the study.
Results: A response rate of approximately 17.5% was achieved (n = 70). All three domains of
the PCPI-S were scored high by nurses: prerequisites domain mean score 75.73 (SD = 9.4;
maximum possible score = 90), the care environment mean score was 91.97 (SD = 16.91;
maximum possible score = 125), care process mean score was 68.91 (SD = 9.01; maximum
possible score = 80). There was a moderate, positive, statistically significant (rs = 0.451, p <
0.001) association between the care environment domain score of the PCPI-S and the care
process domain score of the PCPI-S, which was the measure of delivery of PCC. A regression
model explained 76.1% of the variance in the care process domain score of the Person-centred

Practice Inventory-Staff score and had three significant predictors: 1) the prerequisites domain
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score of the PCPI-S, 2) the environment domain score of the PCPI-S, and 3) relationship with

manager.

Conclusions: Findings from this study align with other person-centred care studies that surveyed

nurses.
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Person-Centred Care Among Mental Health Nurses: A Cross-sectional Study

Person-centred care (PCC) has been endorsed by many national and international health
care organizations, including the Canadian Nursing Association (CNA, 2011) and the World
Health Organization (WHO, 2015). In essence, PCC is the humanizing of health care delivery,
prioritizing the needs and preferences of individuals and families rather than the tasks of care or
the disease (McCormack et al., 2015; Morgan & Yoder, 2012; Phelan et al., 2020; WHO 2015).
Nurses and other health professionals who practice within a person-centred framework strive to
understand and work with the narratives of those receiving care through the co-creation and
monitoring of a health plan (Britten et al., 2020; Coulter et al., 2015; McCormack & McCance,
2016). Thereby, individuals assume increased responsibility for their care, resulting in increased
self-efficacy (Fors et al., 2015; Olsson et al., 2014; Pirhonen et al., 2017).

With a focus on the person, PCC is a fundamental element of nursing practice (Parse,
2019; Nightingale, 1860; Thorne & Stajduhar, 2017). The importance of relationships with those
cared for has historically been emphasized in models of nursing care (Boykin & Schoenhofer
1993; Peplau 1952; Watson 1999). Similarly, the relationship between nurses, those for whom
they care and their loved ones, is central to PCC (McCormack & McCance 2016). Although true
for all areas of nursing, the significance of relationships is mental health nursing is paramount
(Barker, 2001; van Dusseldorp et al., 2023; Gunasekara et al., 2014; Wills, 2010) and the
recovery movement within the mental health community has further reinforced these person-
centred principles (Shepherde et al, 2008).

PCC is a central pillar of high-quality health care (Institute of Medicine, 2001). It has
been linked to improved patient outcomes (Ballard et al., 2018; Ekman et al., 2012; Fors et al.,

2015; Olsson et al., 2014; Wynia et al., 2018), satisfaction of care (Allerby et al., 2020; Kuipers
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etal., 2019; Rossom et al., 2016), as well as job satisfaction for nurses (den Boer, Nieboer, &
Cramm, 2017; Diepen et al., 2020; Lehuluante et al., 2012). Despite the benefits of PCC,
operationalization has been a persistent issue in many health care settings (Moore et al., 20217),
including mental health (Choy-Brown et al., 2020; Gask & Coventry, 2012; Hennessey et al.
2023; Hsiao, Lu, & Tsai, 2019; McKay et al., 2021; Slater et al., 2017; Tully et al., 2023; Wykes
et al., 2018). Issues such as traditional practices and structure, professional attitudes, and time
constraints of staff can make implementation challenging (Moore et al., 2017). In addition, issues
specific to mental health care increase the complexity of operationalization. Potential social
stigma, discrimination, lack of insight, altered cognition, disempowerment, marginalization, and
restrictions in exercising human rights create compounding challenges in operationalization of
PPC in mental health settings (Smith & Williams, 2016). It is not surprising then that
implementation of the recovery model used in psychiatry, within which PCC is a key component,
has faced similar operationalization challenges (Biran-Ovadia et al., 2023; Orjasater & Almvik,
2022).

PCC cannot be effectively provided to individuals by simply relying on the motivation of
nurses and other health care professionals; it also requires sustained organizational commitment
to cultivate and support person-centred cultures (McCormack et al., 2011; McCormack &
McCance, 2016; Phelan et al., 2020). A person-centred culture is a practice environment that
upholds conditions such as effective coordination of patient and family care, strong clinical
leadership, facilitation, effective teamwork, knowledgeable and skilled health care professionals,
a flexible model of care, and a systemic person-centred vision (Edgar et al., 2020; McCance et
al., 2013). Organizations with a true commitment to developing person-centred cultures ensure

that it is embedded in everyday practices at every organizational level (McCormack 2020).
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In order for organizations to operationalize PCC and cultivate person-centred cultures,
the adoption of a PCC framework is required. McCormack and McCance (2016) developed The
Person-centred Practice Framework (Figure 1.1) to facilitate the development and
operationalization of person-centred health cultures. Using the framework as a guide,
organizations can effectively translate the principles of person-centredness into practice (Tiainen
et al. 2021). The purpose of this study is to determine the PCC practices of mental health nurses
and the factors that impact PCC.

This study is the quantitative portion of a provincial mixed methods study conducted to
better understand the PCC practice patterns of mental health nurses working in an Atlantic
Canadian province. In the spirit of self-reflexivity, the research team acknowledges their
standpoint as educated, white-settler, Canadian woman. The primary investigator has a strong
commitment to social justice and aligns with Donna Merten’s Transformative Paradigm
(Mertens, 2007), which is described in chapter 1.

Theoretical Framework for the Study

This study is underpinned by The Person-centred Practice Framework (Figure 1.1)
(McCormack & McCance, 2016). The framework is rooted in concepts of caring and personhood
(McCormack & McCance, 2006; McCormack & McCance, 2016) and was originally developed
as a framework for nursing practice. Overtime, it has been refined to include all health
disciplines (McCormack & McCance, 2016). The framework assists health care teams to
understand PCC and how components of PCC can be operationalized (McCormack & McCance,
2016). The definition of PCC used in this study aligns with the person-centred practice

framework:
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An approach to practice established through the formation and fostering of healthful
relationships between all care providers, service users and others significant to them in
their lives. It is underpinned by values of respect for persons, individual right to self-
determination, mutual respect and understanding. It is enabled by cultures of
empowerment that foster continuous approaches to practice development (McCormack et

al., 2013, p 193).

The person-centred practice framework has four domains: prerequisites, the care
environment, the care process, and person-centred outcomes (McCormack & McCance, 2016).
To help further describe each domain, several, more concrete, constructs are included in the
framework (Slater et al., 2017). The domains of the framework are structured in such a way that
the outer domains should be considered and enhanced to strengthen the next inner layer. That is,
strengthening health care professionals is a prerequisite to improving the care environment,
which is required to deliver care through the person-centred processes (McCormack &
McMCane, 2016; Slater et al., 2017). Through this process, person-centred outcomes are attained

which is at the centre of the framework.



Figure 2.1
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The Person-centred Practice Framework [Reproduced with permission from the person-centred

practice international community of practice (2023)].

Design

Working with the
Person’s Beliefs and
Values

Healthful
Culture

Being Sharing
Sympathetically Decision
Present

Methods

This quantitative, descriptive, cross-sectional study is part of a larger mixed methods

study designed to address the following research questions:
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1) What are the self-reported PCC practices of mental health nurses?

2) To what extent is the practice environment associated with the delivery of PCC?

3) What occupational, environmental, and demographic factors predict nurses’ delivery of
PCC?

4) What are the occupational and demographic factors that predict a PCC environment?

Population and Recruitment

All RNs currently working in mental health and addictions (MH & A) services
throughout the province were the target population for this study. According to the nursing
regulatory body of the province, approximately 400 registered nurses (RNs) worked in either the
community or inpatient mental health settings and read and understood English and, therefore,
were eligible to participate in this study. Approximately 260 RNs, working in mental health who
agreed to be contacted for research purposes, were invited by the provincial nursing regulatory
body to participate in the study via email invitation (Appendix I). In addition, all RNs working in
the provincial MH & A program were invited to participate via email sent through their
employer. Further, the employers circulated invitation posters to RNs across the province both
via email and through signage in the workplace (Appendix J). The emails and poster contained a
link to the survey. It is assumed that all 400 RNs received an invitation from their employer as
MH&A senior management in all health regions agreed to facilitate survey distribution through
posters and email.
Data Collection

The online survey package was delivered through Qualtrics*™, a software program for

creating and delivering surveys. The online survey package began with an information letter
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summarizing the study and stating the participant’s rights (Appendix K). It made clear that
participation was voluntary and completing the survey implied consent.

In total, 100 responses were received (25% approximated response rate) however, only
70 responses were included for data analysis due to missing data (17.5% approximated response
rate). Although all RNs working in MH & A were contacted to participate, the actual response
rate cannot be determined as the exact number of RNs working in the provincial MH & A
Program in not known. Survey submissions with greater than 10% of data missing were removed
from the study. Submissions with missing data of less than 10% were included and a zero was
used to replace any missing value, as to not inflate results (Dong & Peng, 2013).
Outcomes and Measures

The survey package included: 1) the person-centred practice inventory- staff (PCPI-S)
(Slater et al., 2017) (Appendix A), 2) the person-centred climate questionnaire-staff version
(PCCQ-S) (Edvardsson et al. 2010) (Appendix B), and 3) 13 work-related and demographic
questions (Appendix C) developed for this study. Table 2.1 lists the measures used for each key
study outcome.
Table 2.1

Measures for key study outcomes

Outcomes Measure

Practice Environment 1) The practice environment domain score of the PCPI-S

2) The PCCQ-S total score

Delivery of PCC 1) The care process domain score of the PCPI-S
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The Person-centred Practice Inventory-Staff. The PCPI-S (Slater et al., 2017)
(Appendix A) is a self-report tool designed for health care professionals in all health care
settings. It was developed in alignment with McCormack and McCance’s (2016) Person-centred
Practice Framework and examines how staff perceive person-centred practice (Slater et al.,
2017). The questionnaire has 59 items, each with a 5-point Likert-type scale ranging from 1 =
strongly disagree to 5 = strongly agree. The maximum score for each domain is as follows:
prerequisites (90), the care environment (125), and the care process (80). The tool measures 17
constructs that align with one of three major domains of The Person-centred Practice
Framework: prerequisites, the care environment, and the care process. The prerequisites domain
considers attributes of the nurse, the care environment domain focuses on the context within
which the care is delivered, and the care process domain represents the delivery of PCC to
individuals (Slater et al., 2017).

The tool was found to be valid when tested on nurses working in a range of acute care
settings, including mental health (Slater et al., 2017). In the confirmatory factor analysis, all
factor loadings were statistically significant (p < 0.05) and ranged from 0.417 to 0.921 (Slater et
al., 2017). Permission to use the instrument was granted by the tool developers. No study has
been located that tests the reliability of the tool, therefore, it was assessed as part of this
dissertation research study; the Cronbach’s alpha for PCPI-S was 0.97. For each domain, the
Cronbach’s alpha was as follows: Prerequisites = 0.87; Care Environment = 0.91; Care Process =
0.93. This means that the internal consistency for tool and the three subscales was good.

The Person-centred Climate Questionnaire — Staff Version. This self-report tool
(Appendix B) was developed to evaluate to extent to which staff perceive the climate of health

care settings as person-centred (Edvardsson et al., 2010). The PCCQ-S includes four subscales:
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1) a climate of safety, 2) a climate of everydayness, 3) a climate of community, and 4) a climate
of comprehensibility. A climate of safety referred to a place that was welcoming and where one
could be themselves. A climate of everydayness referred to a place that felt homely and was
clean, nice to look at, and peaceful. A climate of community referred to a place where one could
get unpleasant thoughts out of there head as well as contact loved ones and have them visit with
relative ease. Finally, a climate of comprehensibility refers to a place where people are safe and
in good hands, as well as where people have staff available to talk with who use understandable
language. The questionnaire has 14 items, each rated on a six-point Likert-type scale ranging
from 1 = “No, I very strongly disagree,” to 6 = “Yes, I very strongly agree.” When summed,
scores can range from 14, indicating a climate that is not person-centred, to 84, indicating a
climate that is very person-centred (Edvardsson et al., 2010).

Evidence for the tool’s reliability was found when tested with Australian health care
professionals working in a hospital caring for those receiving planned services, such as short-stay
elective surgery and diagnostic procedures (Evardsson et al., 2010). In that study, the Cronbach’s
alpha coefficient was satisfactory for the total scale (0.89) and for the four subscales: 0.87, 0.79,
0.82 and 0.69. In addition, when test—retest reliability was conducted there were no statistically
significant differences found between the mean scores of the questionnaire at the times of test
and retest. Principal component analyses were used to assess construct validity; all items showed
good to excellent factor loadings with minor cross-loadings (Edvardsson et al., 2010). Dividing
the items into four categories explained 71.8% of the total variance, indicating that the items
measure the same underlying construct (Edvardsson et al., 2010). The sample used by
Edvardsson et al. (2010) to test the reliability and validity of the tool was similar to the

population in our study in that they were both health care professionals. However, the health care
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professionals in the study by Edvardsson et al. (2010) were caring for those in hospital receiving
planned services and the population in our study were mental health nurses. The Cronbach’s
alpha for the PCCQ was calculated for this study and was found to be 0.89 (A Climate of Safety
=0.90; A Climate of Everydayness = 0.79; A Climate of Community = 0.67, A climate of
Comprehensibility = 0.75). This means that the internal consistency for all sub-scales was good,
except “A Climate of Community,” which was still acceptable at 0.67. Permission to use the
instrument was granted by the tool developers.

Participant Characteristics: Thirteen participant characteristics were also collected for
the study (Appendix C), including: 1) age in years, 2) populations cared for, 3) practice setting,
4) number of years as an RN, 5) number of years as a mental health nurse, 6) highest level of
education, 7) sex, 8) practice region, 9) certification as a psychiatric mental health nurse from the
Canadian Nurses Association, 10) nursing role, 11) job satisfaction, 12) turnover intention, and
13) relationship with manager.

Ethical Considerations

Ethics approval was received for this study by the provincial research ethics board
(application # 20222135). Required approvals were also granted by all participating institutions
and health authorities. Nurses were not remunerated to participate in the study. There were no
obvious or immediate risks or benefits to nurses participating in the study. Nurses were provided
with a list of resources at the end of the survey should they feel the questions affected their
mental health.

Data Analysis
The statistical software package SPSS version 28 (IMB Corp, 2021) was used to analyze

the data for this study. Histograms and the Shapiro-Wilk test were used to test for normality of



81

variables. One variable was positively skewed, many were negatively skewed, and others had a
normal distribution. Significance level for the study was set at p < 0.05.

For descriptive analyses of participants’ personal and professional characteristics,
frequencies and percentages were generated for categorical variables. Means (SD) and medians
(IQR) were calculated for continuous variables.

To address the first research question, to determine the self-reported PCC practices of
mental health nurses, the 59 individual items of the PCPI-Staff were summed as per the
accompanying manual, resulting in 17 sub scores containing between 3 to 5 items. Means and
standard deviations (SD) were reported for all 17 sub scores. The 17 sub scores were then further
categorized to the three major overarching domains of person-centred practices: prerequisites,
care environment, care process. Both means (SD) and medians [interquartile range (IQR)] were
reported for all three as not all data were normally distributed. For the remaining research
questions the care process domain score was used as a measure for delivery of person-centred
care in the study.

To address the second research question, to determine the association between practice
environment and the delivery of PCC, a Spearman’s rho (Rs) was used. This test was chosen
because the data from the care process domain of the PCPI-S, which is the measure for the
delivery of PCC, was negatively skewed. In this study there were two measures for environment:
1) The score for the practice environment domain of the PCPI-S, and 2) the total score of the
PCCQ. Although there is some overlap between the measures, items pertaining to each largely
addressed differing aspects of the care environment. Therefore, two Spearman’s rho tests were

run, one testing the association between the care process domain and the care environment
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domain of the PCPI-S and one testing the association between the care process domain of the
PCPI-S and the PCCQ.

The final two research questions were addressed using multiple linear regression.
Research question three was: What occupational, environmental, and demographic factors
predict nurses’ delivery of PCC? The delivery of PCC was the outcome variable, measured by
the care process domain score. Variables assessed were: 1) relationship with manager, 2) the
prerequisites score on the PCPI-S, 3) the care environment score of the PCPI-S 4) age, 5) number
of years as an RN, 6) number of years as a mental health RN, 7) PCCQ score, 8) sex, 9) practice
setting, 10) population cared for, 11) highest level of education, 12) practice region, 13) nursing
role, 14) role satisfaction, and 15) turnover intention. Research question number four was: what
are the occupational and demographic factors that predict a PCC environment? For research this
research question two models were created. In the first, the care environment score from the
PCPI-S was the outcome variable and in the second model the total PCCQ-S score was the
outcome variable. The predictor variables for each model were: 1) age, 2) number of years as an
RN, 3) number of years as a mental health RN, 4) sex, 5) practice setting, 6) population cared
for, 7) highest level of education, 8) practice region, 9) nursing role, 10) role satisfaction, 11)
turnover intention, 12) relationship with manager, 13) the prerequisites score on the PCPI-S, and
14) the care process domain score on the PCPI-S.

The predictors were chosen if they were either deemed important in the literature or
found to be significant in the bivariate analysis. For the bivariate analysis for continuous
variables (e.g., age, the delivery of PCC), Spearman’s rho was used to test for a relationship
unless all variables were normally distributed and then Pearson’s r (r) was used. For categorical

variables (e.g., relationship with manager with categories good, fair, poor), the Kruskal-Wallis
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test was used to test the difference of means unless the continuous variable assessed with the
categorical variable was normally distributed and then ANVOA was used. Due to concerns
about normality with the outcome variable in the third research question, the care process
domain of the PCPI-S, spearman’s rho and Kruskal-Wallis were used to identify potential
predictor variables for the model.

Dummy variables were created for all categorical variables with more than two categories
(Stommel & Dontje, 2014). Modeling was conducted by comparing models one at a time,
dropping one variable at a time and determining if the R-squared (R?) change was significant (p
< 0.05) using an F- test. The F-test is was used to compare the two models and determine if there
is a significant difference between them, therefore indicating that the variable being tested is
significant in the model. If it was significant, the variable stayed in the model. If it was not
significant, it was assessed as to whether it was a confounder before dropping it. When the final
model was established, effect modification was assessed by comparing the model with all
interaction terms included to a model without the interaction terms, using the R? change and F -
test. A centered variable was used in the final model when interaction terms were significant to
facilitate interpretation or address multicollinearity. Lastly, all assumptions of multiple linear
regression were checked using the final model and found to be met (Stommel & Dontje, 2014).
Although there was an outlier in the data, it was found not to be an influential outlier. This was
determined by comparing the predicted probability plots of the standardized residuals when the
outlier was included and excluded. They were similar, indicating the outlier was not influential.

Results
In this section, the findings related to the research questions are explained. Seventy

nurses completed the questionnaire. It was not possible to calculate an exact response rate as the
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actual number of MH & A nurses is unknown. Assuming there were approximately 400 MH&A
nurses in the province, the response rate is 17.5%.
Participant Characteristics

Participant characteristics are presented in Table 2.2 and Table 2.3. Nurses completed the
survey in all four health regions of the province with the majority of responses from the Eastern
region (n = 45; 63.4%), which has the densest population. Females were the primary participants
(n= 66; 94.3%) and the mean age of participants was 44.23 years. The average work experience
of nurses was 18.76 years with an average of 14.08 years as a mental health nurse. The majority
of participants worked in either inpatient (n =21; 30%) or community (n = 33; 47.1%) mental
health nursing care providing direct care (n = 48; 68.6%) to an adult population (n = 54; 77.1%).
Only 10% (n = 7) of participants held a master’s degree; for (n = 44; 62.9%) of participants, the
highest level of education was an undergraduate degree. Thirty percent of participants held a
certification in psychiatric mental health nursing from the Canadian Nurses Association. Eighty
percent (n= 56) of participants were very satisfied or satisfied with their current nursing role,
while the other (n = 14; 20%) were not satisfied. Just less the half (n = 32; 45.7%) of participants
either intended to leave their role (n = 17; 24.3%) or were undecided (n = 15; 21.4%). The
majority of participants (n =47; 67.1%) had a good relationship with their manager while others

described the relationship as fair (n = 18; 25.7%) or poor (n =5; 7.1%).



Table 2.2

Participant Characteristics (continuous variables)

N Mean SD Median IQR
Age in 65 44.2 10.6 42.0 35.0-54.0
years
# of years 67 18.8 10.7 16.0 10.0-30.0
as an RN
# of years 67 14.1 10.2 11.0 6.0-20.0
as MH
Nurse
Table 2.3
Participant Characteristics (Categorical variables)
Characteristic Variable % (n)!
Sex (n=70) Female | 94.3 (66)
Male 4.3 (3)
Rather not to say 1.4 (1)
Practicing setting (n=70) Community | 47.1(33)
Inpatient | 30.0 (21)
Emergency Services | 18.6 (13)
Other 4.3 (3)
Population under care (n=70) Adult mental health | 77.1 (5§4)
Geriatric mental health 5.7(4)
Child/youth mental 1.4 (1)
health
Adult addictions 11.4 (8)
Forensic 1.4 (1)
Other 292
Highest level of nursing education Diploma | 25.7 (18)
(n=69) Undergraduate | 62.9 (44)
Master’s 10.0 (7)
Health authority (n=70) Eastern | 64.3 (45)
Central | 15.7 (11)
Western | 18.6 (13)
Labrador-Grenfell 1.4 (1)
Certificate in psychiatric mental Yes | 30.0 (21)
health (n=70) No | 70.0 (49)
The nursing role (n=70) Direct care nurse | 68.6 (48)
Nurse practitioner 4.3 (3)
Patient care facilitator 8.6 (6)
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Characteristic Variable % (n)!
Management 7.1 (5)

Clinical nurse specialist 2.9 (2)

Other 8.6 (6)

Satisfaction with the nursing Not satisfied | 20.0 (14)
position (n=70) Satisfied | 50.0 (35)
Very satisfied | 30.0 (21)

Intention to leave current position Yes | 24.3 (17)
(n=70) No | 54.3(38)
Undecided | 21.4(15)

Relationship with the immediate Poor 7.1 (5)
manager (n=70) Fair | 25.7 (18)
Good | 67.1 (47)

1% (n) is the proportion and number of participants in who had the identified characteristics

PCC Practices of Mental Health Nurses

When items were summed, the mean score for the prerequisite domain was 75.7 (SD =
9.4; maximum possible mean score = 90) while the mean score for the care environment was
92.0 (SD = 16.9; maximum possible mean score = 125) and the mean score for the care process
was 68.9 (SD = 9.0; maximum possible mean score = 80) (Table 2.4). Mean scores for the 17
constructs of the PCPI-S can be found in Table 2.5. Mean scores of the three domains were also
scored out of five in Table 2.5 so that they could be more easily compared to each other. Overall,
all three domains were score high by nurses (i.e. 3.8 out of 5, or higher).

The highest scored prerequisites were ‘developed interpersonal skills’ (M = 4.3, SD =
0.6) and ‘being committed to the job’ (M =4.4, SD = 0.6). The lowest prerequisite was ‘clarity
of beliefs and values’ (M = 3.8, SD = 0.7). The care environment had the lowest scores over all,
compared to scores of the prerequisites and care process. ‘Shared decision-making systems’ was
scored the highest (M = 4.3, SD = 0.7) and ‘supportive organizational systems’ was scored the
lowest (M = 3.1, SD = 1.0). ‘Supportive organizational systems’ was the lowest scored area
when comparing all seventeen constructs measuring person-centred practice. The highest scored

constructs of the care process were ‘providing holistic care’ (M = 4.4, SD =0.7) and



‘sympathetic presence’ (mean = 4.4, SD = 0.6), while the lowest score construct was ‘shared

decision making’ (M = 3.7, SD = 0.8).

Table 2.4:

Mean and median scores for the 3 domains of the PCPI-S

Mean SD Median IQR
Prerequisites |  75.7 9.4 76.0 71.8-83.0
(18)
The Care | 92.0 16.9 93.5 84.8-100.5
Environment
(25)
Care Process | 68.9 9.0 68.0 64.0-76.0
(16)
Table 2.5
PCPI-S Mean Sub-Scores
Mean | SD
Prerequisites (18)! 421 0.5
Developed interpersonal skills (4) 431 0.6
Professionally competent (3) 4.3 0.8
Knowing self (3) 4.1 0.6
Clarity of beliefs and Values (3) 3.8 0.7
Commitment to the job (5) 4.4 0.6
The Care Environment (25)2 3.9 0.6
Skill mix (3) 4.1 0.6
Effective staff relationship (3) 4.0 0.8
Power sharing (4) 3.6] 0.9
The physical environment (3) 4.0 0.7
Shared decision-making systems (4) 4.3 0.7
Potential for innovation and risk taking (3) 3.7 0.8
Supportive organizational systems (5) 3.1 1.0
Care Process (16)° 42| 0.6
Providing holistic care (3) 44| 0.7
Sympathetic presence (3) 44| 0.6
Engagement (3) 44| 0.6
Shared decision making (3) 3.7 0.8
Working with patients’ beliefs and values (4) 4.1 0.6
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'The prerequisites domain is made up five constructs and 18 questions from the PCPI-S. The number of
questions that make up each construct are listed in the table.
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2 The environment domain is made up seven constructs and 25 questions from the PCPI-S. The number of
questions that make up each construct are listed in the table.

3The care process domain is made up five constructs and 16 questions from the PCPI-S. The number of
questions that make up each construct are listed in the table.

Association Between Practice Environment and Delivery of Person-centred Care

There was a moderate, positive, statistically significant (rs= 0.451, p < 0.001) association
between the care environment of the PCPI-S and the care process, which was the measure of
delivery of PCC. This association suggests that as the care environment improves, so does the
delivery of PCC. Total scores from the PCCQ-S were also used to assess the association between
the environment and PCC; however, no significant relationship was found (rs= 0.235, p = 0.05).
Predictors of Delivery of Person-centred Care

When using the care process domain of the PCPI-S as the outcome variable for delivery
of PCC, the final predictor variables were: 1) the prerequisites domain score on the PCPI-S, 2)
the environment domain score of the PCPI-S, and 3) relationship with manager. There was a
significant interaction found between the environment score and relationship with manager. This
means that there was a difference in the care process score depending on the relationship with
manager for those with the same environment score when prerequisite score was controlled for.
The final model contained the interaction terms. Each of the dummy terms for the variable for
relationship with manager had its own interaction term with environment. The environment
variable was centred to reduce the issue of multicollinearity and also to facilitate interpretation of
the final model. Using a centered variable allows us to compare individuals with the average
environment score rather than specifying the change in care process score for every one-unit
change in environment score. Table 2.6 provides the model coefficients.

When controlling for prerequisites and using the mean environment score (M= 92.0) and

mean prerequisites score (M= 75.7), the calculations of the predicted outcome score for those
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with a good relationship with manager is shown below. The dummy variable for good
relationship with manager (RMgood) was coded as 1 and the dummy variable for fair
relationship with manager (RMfair) and poor relationship with manager (RMpoor) were coded as
0. The predicted score was calculated by adding the relevant coefficients as shown below.
Predicted score = b0 + b1(RMgood X mean_env_score) + b2 (RMfair X
mean_env_score) + b3 (mean_env_score) + b4 (mean_prerequisite score) + b5
(RMgood) + b6 (RMfair).
Predicted score = b0 + bl(1 x mean_env_score) + b2(0 x mean_env_score) +
b3(mean_env_score) + b4(mean_prerequisite score) + b5 (1) +b6 (0)
Predicted score = b0 + bl (mean _env score) + 0 + b3 (mean env_score) + b4

(prerequisite score) + b5 + 0

Predicted score = b0 + bl (mean_env_score) + b3 (mean_env_score) + b4
(mean_prerequisite score) + b5

Predicted score = 20.27 + 0.405 (92) + -0.178(92) + .586(75.7) +2.276

Predicted score =20.27 +37.26 +-16.38 + 44.6 + 2.28

Predicted score = 88.03

Using the same calculations, the predicted score for those with a poor relationship with
manager is b0, which is 48.25. The predicted score for those with a fair relationship with
manager is 68.43.

For those with a good relationship with their manager and the average environment score
(M =92.0) compared to those with a poor relationship with their manager and average
environment score, their predicted care process score differed by 88.03 - 48.25 = 39.78 when
prerequisite is held constant. For those with a fair relationship with their manager, compared to
those with a poor relationship with their manager, their predicted care process score differed by

68.43 - 48.25 =20.18, when prerequisite was held constant.
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Predictor of PCPI-S Care Process Domain Score'
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Unstandardized Standardized
Coefficients Coefficients
B Std. Error Beta t Sig.
(Constant) 20.27 8.839 2.29 .025
Relationship with Manager = Good X 405 240 588 1.69 .097
PCPI-S_Environment (Centred)
Relationship with Manager = Fair X .150 249 123 .60 .549
PCPI-S_Environment (Centred)
PCPI-S_Environment (Centred) -.178 235 -.334 -.76 453
PCPI-S_Prerequisites .586 .089 611 6.55 <.001
Relationship with Manager = Good 2.276 5.811 120 .39 .697
Relationship with Manager = Fair 6.135 5.905 300 1.04 .303

'PCPI-S Care Process Score is a measure for delivery of PCC

The R? of .761 (Table 2.7) indicated that the regression model explains .761 of the

variance observed in the PCPI-S (care process) score. Although this number is high, there may

still be a few other factors that are impacting the outcome that we do not understand at this time.

Table 2.7

Model Summary for the delivery of PCC

Change Statistics

Adjusted R Std. Error of R Square Sig. F
R R Square Square the Estimate  Change F Change dfl df2 Change
8721 761 738 4.60673 761 33460 6 63 <.001

Predictors: (Constant), Relationship with Manager = Good X PCPI-S_Environment (Centred),

Relationship with Manager = Fair X PCPI-S_Environment (Centred), PCPI-S_Environment
(Centred), PCPI-S_Prerequisites, Relationship with Manager = Good, Relationship with

Manager=Fair
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Predictors of a Person-centred Care Environment

In this study, there were two measures for environment, PCPI (environment) score and
the total PCPQ-S score. When using the environment domain score of the PCPI-S as the
outcome variable, the significant occupational or demographic predictor variables were: 1) the
prerequisites domain score on the PCPI-S, 2) the care process domain score of the PCPI-S, 3)
relationship with manager, and 4) role satisfaction. There was no interaction found. Table 2.8
provides the model coefficients.
Table 2.8

Predictors of PCPI-S Environment Domain Score!

Unstandardized Standardized
Coefficients Coefficients
B Std. Error Beta t Sig.

(Constant) -20.840 9.959 -2.093 .040
PCPI-S Prerequisites 556 226 .309 2.461 .017
PCPI-S Care Process 675 234 359 2.887 .005
Relationship with 19.293 4.688 .539 4.115 <.001
Manager = Good?
Relationship with 9.641 4.795 251 2.011 .049
Manager = Fair?
Role Satisfaction 10.694 3.087 318 3.464 <.001
= Satisfied®
Role Satisfaction 11.358 3.629 310 3.130 .003
= Very satisfied®

'Outcome variable was care environment score of the PCPI-S
’Relationship with manager was categorized as good, fair, and poor
3Role satisfaction was categorized as very satisfied, satisfied, not satisfied

First, the model (Table 2.8) indicates that when all other variables were controlled for,
each one-unit change in prerequisite score was associated an increase of 0.56 in PCPI-S
(environment) score. The model also indicates that, when all other variables were controlled for,

each one-unit change in the care process score was associated with an increase of 0.68 in PCPI-S

(environment) score.



92

Second, the model (Table 2.8) also indicates that when all other variables were controlled
for, having a good relationship with the manager was associated with an increase of 19.29 in
PCPI-S (environment) score compared to having a poor relationship with the manager. Similarly,
having a good relationship with the manager was associated with an increase of 9.64 in PCPI-S
(environment) score compared to having a poor relationship with the manager

Third, the model (Table 2.8) indicates that when all other variables were controlled for,
being very satisfied with one’s role was associated with an increase of 11.36 in PCPI
(environment) score compared to not being satisfied with one’s role. Similarly, being satisfied
with ones’ role was associated with an increase of 10.7 in PCPI (environment) score compared to
not being satisfied with one’s role.

Table 2.9
Model Summary for outcome variable PCPI-S(environment)

Change Statistics

R R Adjusted Std. Error of R Square Sig. F
Square R Square the Estimate Change F Change dfl df2 Change
8471 718 691 9.40653 718 26.705 6 63 <.001

Predictors: (Constant), Relationship with manager=Good, Relationship with manager=fair PCPI-S (Care
Process), Role Satisfaction=Satisfied, Role Satisfaction=Very satisfied, PCPI-S (Prerequisites)

The R? of .718 (Table 2.9) indicates the regression model explains .718 of the variance
observed in the PCPI-S(environment) score. Although this number is high, there may still be a
few other factors that are impacting the outcome that we do not understand at this time.

The previous model with PCPI-S (environment) as the outcome variable showed there
were four significant predictors, including role satisfaction, as previously discussed and shown in
Table 2.8. However, when using the PCCQ-S score as the outcome variable the only significant

occupational or demographic predictor variable was role satisfaction (Table 2.10).
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Table 2.10

Predictors of PCCQ-S Score!

Standardized
Coefficients
Unstandardized Coefficients
Beta t Sig.
B Std. Error
(Constant) 52.071 2.527 20.608 <.001
Role Satisfaction 9.386 2.990 452 3.139 .003
=Satisfied?
Role Satisfaction 13.405 3.262 .592 4.109 <.001

=Very satisfied?

'Outcome variable was the PCCQ-S
ZRole satisfaction was categorized as very satisfied, satisfied, not satisfied

The model indicates that, being satisfied in one’s role was associated with an increase of
9.24 in PCCQ-S score compared being unsatisfied with one’s role. The model also indicates that,
being very satisfied in one’s role was associated with an increase of 13.41 in PCCQ-S score
compared being unsatisfied with one’s role.

The R? of .205 (Table 2.11) reveals that the regression model explains 20.5% of the
variance observed in the PCCQ score. This low percentage indicates other factors are impacting

the outcome that we do not understand at this time and further exploration of other variables is

needed.
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Table 2.11

Model Summary for outcome variable PCCQ

Std. Error R
R Adjusted of the Square F Sig. F
Square R Square Estimate Change Change dfl df2 Change
.415{21 205 181 9.45441 205 8.620 2 67 <.001

'Predictors: (Constant), Role Satisfaction=Satisfied, Role Satisfaction=Very satisfied

Discussion

In this study, nurses’ person-centred practices were examined through the three domains
of the Person-centred Practice Framework: 1) prerequisites, 2) the care environment, and 3) the
care processes. The results of this study indicate that mental health nurses self-report high scores
(3.9 or higher on a scale of 1 to 5) in each of the three domains, suggesting that nurses align with
person-centred principles and want to practice person-centred care. Regarding prerequisites to
PCC (i.e. nurses’ attributes), nurses scored themselves particularly high in three of five areas: 1)
professional competence, 2) developed interpersonal skills, and 3) commitment to the job. This
suggests that nurses believe that they have the knowledge, skills, and attitudes required to
provide PCC (McCormak & McCance, 2016; Slater et al., 2015; Slater et al., 2017). Clarity of
beliefs and values was the lowest scored prerequisite construct in this study and perhaps an area
to address in the development of a person-centred culture. Health care professionals that
contribute to an effective workplace culture have shared values such as person-centredness,
continuing education, and being led by high challenge/high support, that are obtained through a

shared vision (Manley et al. 2011; McCormack & McCance, 2016).
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Regardless of the prerequisite skills and characteristics nurses possess, their ability to
provide person-centred care will diminish if supportive care environments are not in place
(McCormack & McCane, 2016). Under the care environment domain, nurses scored particularly
high in two areas: 1) skill mix and 2) shared decision-making. However, overall, nurses scored
the care environment domain lower than prerequisites or the care process domains. ‘Supportive
organizational systems’ was not only the lowest scored care environment construct but also the
lowest scored of all 17 constructs. Magnet Hospitals are known for empowering nurse initiative
and creativity; they invest in the professional development of nurses (McCaughey et al., 2020).
They are awarded the “Magnet” designation by maintaining both exceptional patient care and
nursing practice environment (McCaughey et al. 2020). Such supportive organizational systems
are underpinned by a shared governance framework that prioritizes culture, communication,
professional autonomy, and accountability (McCormack & McCance, 2016: Speroni et al.,
2021). Studies indicate that RN job satisfaction (Speroni et al., 2021) and patient satisfaction
(McCaughey et al., 2020) are higher in hospitals with magnet designation.

The care process domain represents care activities that operationalize person-centered
practice (McCormakc & McCance, 2016). In this study, the care process domain scores represent
the delivery of person-centred care. Nurses scored themselves particularly high for the following
three person-centred process constructs: 1) providing holistic care, 2) sympathetic presence, and
3) engaging authentically. Nurses scored lowest on their ability to engage patients in shared
decision-making. Facilitating shared-decision making is particularly important in psychiatry,
where patient autonomy is often diminished (Smith & Williams, 2016). It is the role of the nurse
to offer support and expertise, while enabling the patient to choose their own path, in their own

way (McCormack & McCance, 2016).
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Findings from this study are similar to Tiainen et al. (2021) who used the PCPI-S to
evaluate the person-centred practices of nurses in a large Finish hospital. They too reported high
scores for all three domains (Tiainen et al., 2021). It is important to interpret such findings with
caution as nurses can overestimate the extent to which they practice PCC (Bolster & Manias,
2010). One Australian study that examined person-centred interactions between patients and
nurses found inconsistencies between how nurses say they practice and how they actually
practice (Bolster & Manias, 2010). Nurses perceived they were practicing in a person-centred
way; however, observational data revealed interactions were often centred on the nurses’
perceptions of patient priorities rather than the patients’ priorities themselves (Bolster & Mania,
2010).

Association Between the Practice Environment and Delivery of Person-centred Care

Results from this study supported a positive association between the care environment
and the delivery of PCC. This is an expected result, as McCormack and McCance (2016)
indicated that the care environment directly impacts person-centred practice. Several other
studies have also shown the importance of environment in improving health care delivery and
quality of care (Kieft et al., 2014; Naseri et al., 2022; Ta’an et al., 2020). In their cross-sectional
study, Rutten et al. (2021) found that work environment characteristics such as teamwork, social
support from managers, and staff development opportunities were associated with self-reported
PCC. Using structural equation modeling, Balqis-Ali et al. (2022) also found a significant
relationship between the care environment and the delivery of PCC; they too used the person-
centred process domain of the Person-centred Practice Framework to quantify the delivery of
PCC. Finally, a significant positive relationship between leadership and person-centred care was

found in one Swedish study (Backman et al. 2021). Health care professionals who identified that
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their leaders coached, gave feedback, were open to innovative ideas, and allowed staff space to
handle conflicts constructively also reported delivering a higher degree of PCC (Backman et al.,
2021).
Predictors of Delivery of Person-centred Care

In this study there were three significant predictors to the delivery of PCC. Two
predictors are from the Person-centred Practice Framework: prerequisites to PCC and the care
environment. This is an expected finding as McCormack and McCance (2016) stress the
importance of both in the delivery of PCC. Prerequisites refer to the qualities of the nurse:
professional competence, developed interpersonal skills, commitment to the job, knowing self,
and clarity of belief and values (McCormack & McCance, 2016). Ahn and Yi (2022) also found
that moral sensitivity and professional qualifications were predictors to the provision of PCC by
mental health nurses. In the Person-centred Practice Framework (McComack & McCance,
2016), the care environment refers to the following characteristics: appropriate skill mix, shared
decision making and power sharing among practitioners, effective staff relationships, supportive
organizational system, potential for innovation and risk taking, the physical environment.
Findings from a British ethnographic study guided by the Person-centred Practice Framework
also supported the importance of the care environment in the delivery of PCC (Kelly & Brown,
2021). The significant relationship between prerequisites, the care environment, and the care
process was also highlighted by Balqis-Ali et al. (2022); their structural equation model depicted
a unidirectional relationship between prerequisites and care process as well as care environment
and care process. They also found that care environment played a partial mediating role in the

relationship between prerequisites and care processes (Balqis-Ali et al. 2022).
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The third predictor of delivery of PCC in this study was nurses’ relationship with their
manager. Similarly, in a Norwegian cross-sectional study, Ree (2020) found that
transformational leadership was a predictor of person-centred care. The results of several other
studies supported a transformational leadership style as the key to enabling the use of PCC
(Poels et al., 2020; Rutten et al., 2021; Smit et al., 2017). Transformational leadership can be
characterized by a manager who communicates of a vision for improvement, places importance
on developing staff competence, provides staff support, empowers and motivates staff, and
shows understanding (Ree, 2020). Similarly, a systematic review exploring the influence of
managers' leadership on the delivery of PCC highlighted the impact of effective management in
the provision of PCC (Moenke et al. 2023).

Predictors of a Person-centred Care Environment

Findings from this study indicate that nurses’ role satisfaction and relationship with their
manager are predictors of a person-centred environment; the prerequisites domain and the care
process domain of The Person-centred Practice Framework were also predictors. Other
researchers have found a significant positive association between job satisfaction and PCC (van
der Meer et al., 2018; Vassbe et al., 2019; Wallin et al., 2012; Willemse et al., 2015).
Researchers who conducted a systematic review exploring the influence of managers' leadership
on the delivery of PCC found that positive managerial qualities are: 1) valuing and recognizing
staffs' work, 2) providing feedback to staff, 3) promoting a positive work environment and
culture, and 4) involving staff in organizational changes (Moenke et al., 2023). Some leadership
barriers to PCC were staff shortages, limited collaboration between managers and staff, and
limited education (Moenke et al., 2023). Many of these barriers and facilitators are likened to the

qualities of a person-centred environment outlined in the Person-centred Practice Framework
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(McCormack & McCance, 2016), supporting the notion that feeling positive about one’s
manager supports a person-centred environment.

According to the McCormack and McCance’s (2016) Person-centred Practice
Framework, prerequisites are a precursor to a person-centred care environment and, therefore, an
expected predictor in a model with care environment as the outcome. This finding is also
supported by Balqis-Ali et al. (2022) who found a unidirectional relationship between
prerequisites and the care environment using structural equation modeling. Our study also found
that the care process was a predictor of the care environment; however, Balqis-Ali et al. (2022)’s
findings only support a unidirectional relationship between the care environment and care
process, where the care environment leads to or supports the care process.

Implications

Although RN rated all aspects of person-centred practice positively, the care
environment domain of the PCPI-S was rated the lowest of the three domains. This domain
represents the context within which care takes place (McCormack & McCance, 2016). The care
environment construct, supportive organizational systems, was rated the lowest of all 17
constructs in the PCPI-S. Manley (2000) described work culture as the culture of units
experienced daily by patients and staff. Characteristics of unit cultures go beyond what we see
such as language, technology, and how people interact to include what is unseen (Manley, 2000).
In the case of person-centred cultures that may include shared values, team effectiveness, a
commitment to continuous learning and improvement, and transformational leadership
(McCormack et al., 2011). Although person-centred cultures are the ideal, what healthcare
providers usually experience is ‘person-centred moments’; that is specific person-centred

interactions between one nurse and one patient at a particular point in time (McCormack et al.,
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2011). Developing person-centred cultures require persistent effort and commitment from both
individual health care professionals, leaders, and the larger organization (McCormack et al.,
2011). Emancipatory practice development is a research methodology used to develop person-
centred cultures at the unit level (Manley et al., 2008; McCormack et al., 2011). It is as a means
to motivate staff to adopt PCC values and attributes using sustained and continuous quality
improvement, where the focus is on staff learning and the freedom to work differently (Manley
et al., 2008; McCormack et al. 2011). However, only when this effort is combined with a
commitment to support person-centred culture from the organizational level will PCC be
realized.
Strengths and Limitations

Although the sample size of this study was small, one major strength of this study was
the diversity of the sample. A provincial sample was obtained with representation from across
the province. MH & A nurse participants worked in a variety of settings such as inpatient units,
community programs, and emergency departments. They cared for a variety of populations
including adult, geriatric, and pediatric populations. This diverse sample supports the
generalizability of the study findings to MH & A nurses working in other provinces. To our
knowledge, this is the first study that investigated the person-centred practices of MH & A
nurses in this Atlantic Canadian province. The study provides new knowledge on the person-
centred practices of MH & A nurses and can be used to inform practices changes and future
research.

There are some limitations to this study that may have impacted the conclusions drawn
regarding associations. The nature of a cross-sectional design is descriptive. Although it can be

used to identify associations between variables, cross-sectional designs provide weak evidence
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for a causal association. Stronger research design, such as a cohort study design, are needed to
address this limitation. In addition, self-report data used in this study may not be reflective of
reality as it is a person’s perception of their own ability (Bolster & Mania, 2010). Although both
two data collection tools were found to be valid, they still measured nurses perception of PCC.
Further, some variables such as relationship with manager, role satisfaction, and turnover
intention were measured using one item on the survey; content validity of those constructs is a
limitation of this study. This limitation should be addressed if this study is repeated by using an
existing valid measure for the variables. Finally, inability to determine an exact response rate is a
limitation of this study. However, it has little effect on conclusions drawn as all MH & A RNs in
the province were invited to participate through their employer and/or professional regulator.

In spite of study limitations, our findings provide a valuable contribution to mental health
nursing research and PCC research. New knowledge from this study includes the positive
association between environmental factors and delivery of person-centred mental health nursing
care as well as significant predictors of PCC in the mental health setting. Study findings also
provide directions for future research, such as addressing organizational issues that may hinder
person-centred culture development.

Conclusion

MH & A RN in this study believe that they have the ability to implement PCC. Further
findings from this study support the Person-centred Practice framework in two ways: 1) the
positive association between the care environment domain and the care process domain, and 2)
the prerequisite domain and the environment domain were found to be predictors to the care
process domain. MH & A RN rated some care environment constructs among the lowest of the

17 constructs (e.g. such as supportive organizational systems and power sharing). Future
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research should focus on the context within which care takes place. In order for person-centred
cultures to be fully realized, both nurses and organizations need to be committed to person-
centred practice.
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Abstract
Aim: The aim of this study was to explore individuals’ perspectives of the nursing care they
recently received on an inpatient mental health unit, as it relates to person-centred care.
Methods: Interpretive description methodology was used to understand the person-centred care
experiences of eight individuals who had an inpatient mental health admission in the past 12
months.
Results: Three themes were developed from the data: 1) rare moments of person-centred care, 2)
the relationship with my nurse: a fluctuating connection, and 3) the care environment as an
uncertain space.
Discussion: Participants reported that person-centred care was rare, inconsistent, and
unpredictable. These findings are not surprising considering the difficulty in operationalizing
person-centred care reported in the literature.
Implications for Mental Health Nursing: PCC is currently not at the centre of mental health
nursing practice, despite the stated values of many health care organizations, professional
associations, and professionals. Workforce development initiatives are needed to motivate and
empower nurses to adopt person-centred ways of working. However, only when this effort is
combined with an actionable commitment to support person-centred cultures at the

organizational level will a more consistent delivery of person-centred care be possible.
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“It’s a Mixed Bag”: An Interpretive Description Study of Individuals’ Perspectives
Regarding Person-centred Nursing Care Received on Inpatient Psychiatric Units

In Canada, one in seven people use mental health services annually (Government of
Canada, 2020). Over 250, 000 people are discharged from a Canadian hospital for an issue
related to mental health and/or substance use disorder (Canadian Institute for Health Information,
2023). When an individual is admitted to a facility for inpatient mental health care, support and
guidance regarding social relationships, self-management, personal autonomy, social
participation, personal recovery, physical health and other therapeutic care can be provided by
mental health nurses (Hurley et al., 2022).

The therapeutic role of nurses on inpatient mental health wards is of particular
importance as patients interact with nurses more than any other health professional; nurses are
consistently present on the unit and available at any time (Hopkins et al., 2009; McAndrew et al.,
2014). Furthermore, patients perceive the therapeutic relationship with their nurse is associated
with the quality of care received (Coffey et al., 2019). Good mental health nursing care is
underpinned by a person-centred and recovery-oriented approach focused on collaborative
interpersonal relationships as well as working holistically and with patient beliefs and values
(Gabrielsson et al., 2016; Tofthagen et al., 2014). Person-centred care (PCC) is increasingly
being regarded as a core component of the recovery movement in mental health care
(Hummelvoll et al., 2015; Slade et al.,2014).

Internationally, there is continued advocacy for person-centred health care (WHO, 2015;
2016). PCC is viewed as a healthcare strategy, designed to humanize and centralize individuals
as well as support the health care provider and the larger health organization in engaging with the

person (McCormack et al., 2015; Morgan & Yoder, 2012; Phelan et al., 2020; WHO 2015). This
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study is framed by the following definition of PCC: “an approach to practice established through
the formation and fostering of therapeutic relationships between all care providers, service users
and others significant to them in their lives. It is underpinned by values of respect for persons,
individual right to self-determination, mutual respect and understanding. It is enabled by cultures
of empowerment that foster continuous approaches to practice development” (McCormack &
McCance, 2016, p. 20).

In Canada, nurses are expected to practice PCC and partner with those engaging in health
services (CNA, 2015). However, despite much attention from both health care policy and health
organizations, PCC is still criticized for its unclear conceptualization and, consequently, limited
operationalization (Byrne et al., 2020). Traditional practices and structure, professional attitudes,
and time constraints of staff make operationalizing PCC difficult in many healthcare settings
(Moore et al., 2017). However, a key issue hinges on the difficulty health care providers have to
fully embrace the principles of PCC (Smith & Williams, 2016).

Distinguishing features of inpatient mental health environments, such as involuntary
admissions and potentially coercive care (Hem et al., 2018; Landeweer et al, 2011), add further
complexity to the operationalization of PCC (Gabrielsson et al., 2014; Smith & Williams, 2016).
Coercive mental care refers to mental health care that is primarily pharmacological, rather than
psychological, and provided to individuals who are considered involuntary service users (McKay
et al., 2020; Monahan et al., 1995). Coercive care also includes physical restraint and isolation
rooms (Hirsch et al., 2019). PCC is underpinned by patient autonomy, that is, self-determination
(McCormack & McCance, 2016; Phelan et al. 2020). Given PCC is the recognized gold standard

of care, it is important for health care organizations and providers to revisit coercive mental
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healthcare approaches and retain only those practices that align with the values that underpin
PCC while also prioritizing safety of patients and staff (McKay et al., 2020).

The focus on this study is on PCC in the context of inpatient mental health nursing care.
PCC is most often discussed in relation to health care in general (Phalen et al., 2020) rather than
in relation to mental health care in particular. Research on person-centered inpatient mental
health nursing care that examines the patient’s perspective is sparse (Laitila et al., 2018;
Vennedey et a., 2020). Although studies have been published from the perspectives of mental
health patients on good care (Ahn & Shin, 2023; Gunasekara et al., 2014; Johansson & Eklund,
2003) or recovery-oriented care (Waldemar et al., 2018), research on the delivery of PCC in
mental health inpatient settings have mostly been investigated from a professional perspective,
for example mental health nurses (Ahn & Yi, 2023; O’Donovan, 2007). This is concerning as the
premise of PCC is that the patient should be placed at the centre of care (Robinson et al., 2008).
One Dutch study examined PCC in the context of mental health by interviewing service users;
however, they were focused solely on the outpatient perspective (Maassen, et al., 2016).
Similarly, a German study sought service-users perspectives on the barriers and facilitators of
person-centred mental health nursing care (Vennedey et al., 2020). In this study, inpatient
experiences were discussed, however, it was not the focus of the study (Vennedey et a., 2020). A
recent Finish study did examine inpatients’ views regarding their involvement in care, however,
all aspect of PCC were not explored (Laitila et al., 2018). It is essential that patients’ experiences
are heard to better understand the current state of person-centred mental health nursing practice
within the Canadian inpatient mental health setting. The purpose of this study is to explore the
perspectives of individuals about the nursing care they recently received on an inpatient mental

health unit, as it relates to PCC.
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Methods and Materials

This qualitative study was conducted as part of a larger provincial mixed methods study
designed to better understand the PCC practice patterns of mental health nurses working in an
Atlantic Canadian province. The conceptual framework for the study was The Person-centred
Practice Framework (McCormack & McCance, 2016). The framework highlights the importance
of health care professional’s personal attributes as well as environmental factors as necessary
building blocks to the delivery of PCC (McCormack & McCance, 2016). For this study, the
framework informed the developed of a semi-structured interview guide (Appendix G) as well as
the data analysis.
Researchers’ Reflexivity

This study arose, in part, due to the professional concerns of the principal investigator
[CI]. After years of practice as an inpatient mental health nurse I wished to better understand the
person-centred practices of mental health nurses. Knowing that part of understanding nurses’
practices included the patient perspective, I designed the study, and collected and analyzed the
data described herein with guidance and assistance from the research team. I have a strong
commitment to social justice and align with Donna Merten’s Transformative Paradigm (Mertens
2007). Firmly rooted in a human rights agenda, the Transformative Paradigm bring the voices of
marginalized groups, like those living with mental illness, into the world of research for
enhanced social justice (Mertens et al., 2010). The research team acknowledges their
positionality as educated, white-settler, Canadian women. Three members of the research team

[CI, JM, AG] have mental health nursing clinical experience.
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Design

Interpretive description methodology (Thorne, 2008) was used to understand the care
experiences of those with recent mental health inpatient admissions. Interpretive description is a
qualitative methodology that challenges the researcher to not only describe and interpret a
phenomenon, but also consider the meaning of related behaviors and relevance to clinical
practice (Thorne, 2008). This is the most appropriate methodology to answer the research
question as we are seeking to better understand a complex clinical issue through a critical
examination of the lived experiences of participants.
Recruitment

The study was conducted in a province in Atlantic Canada. English speaking adults, 18
years of age or older, who had received care on an inpatient mental health unit in the province in
the previous year was eligible to participate in the study. Participants were recruited through
posters (Appendix F) in community agencies and snowball sampling. Those who were interested
in participating contacted the principal investigator directly. Those interested were provided with
more details about the study, emailed or given a hard copy of the consent form (Appendix L),
and a consent form was reviewed. Depending on each individual’s request, review of the consent
form took place either over the phone, online, or in-person. If the individual was still interested
in participating, they signed the consent before being interviewed. Those who agreed to
participate were given a $100 honorarium for their time.
Data Collection

Semi-structured interviews were conducted by the primary investigator in summer 2022.
Participants had the choice of being interviewed in-person, online, or over the telephone.

Interviews were audio recorded and transcribed verbatim upon completion. Field notes were also
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taken. Interviews lasted approximately 45 minutes. A semi-structured interview guide (Appendix
G) was developed by the principle investigator to collect data to better understand the
experiences of mental health clients in receiving PCC. Development was guided by the Person-
centred Practice Framework. The interview guide was reviewed for clarity and relevance by an
experience-expert advisory group formed to guide the study. The opening question of the
interview was, ‘Can you describe your experience of receiving mental health nursing care as an
inpatient?’ The interview covered topics such as: describing one’s favorite nurse, aspects of the
inpatient environment that were helpful to one’s recovery, suggestions for change, and how
one’s ideas were incorporated into their care. As this study attempted to obtain an in-depth
understanding of patient experiences in receiving mental health nursing care, aspects of care that
hinder person-centeredness were also explored. For example, participants were asked to describe
aspects of the inpatient environment and experiences with their nurses they found unhelpful to
their recovery.
Analysis

Constant comparative method was used to analyze participant interviews and
accompanying field notes collected. According to Thorne et al. (2004) and Thorne (2016), the
constant comparative method is an appropriate approach to analysis for interpretive description.
Other interpretive description researchers have also used constant comparative method to
analyze their data (Nath et al., 2016).

Thorne (2016) indicated that when using an interpretive descriptive methodology,
researchers should avoid precision in the early stages of coding. The inductive analytical process
began with the primary investigator and another member of the research team independently

reading and re-reading the interview transcripts (Lincoln & Guba, 1985). The two researchers
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independently broke data down into meaning units and gave the meaning units an initial code.
Then the researchers came together to both confirm initial codes and consider the meaning of
related behaviors; in doing so, researchers were able to better understand the actions of nurses
within the context of the inpatient mental health setting (Thorne, 2008). Next researchers
grouped codes into sub-themes (Lincoln & Guba, 1985). Sub-themes constantly changed as
initial codes were compared with each other and researchers engaged in interpretive thinking
(Thorne, 2016). Through this process a greater understanding of the relationships between
components of the sub-themes was reached. Lastly, sub-themes were then grouped into themes.
Themes continued to evolve as the data was constantly compared, until a consensus was reached.
Themes developed from the data were compared and their relationships were explored.
Researchers made notes of their analytic decisions to enhance transparency and rigor.
Rigor

Thorne (2016) outlined four principles that provide evaluation standards in interpretive
description. Table 3.1 highlights Thorne’s (2016) four principles used to ensure rigor and
credibility for interpretive description studies along with specific techniques for rigor used in this

study.
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Principle Definition Relevant techniques used in this study
Epistemological “a defensible line of | 1) Team members trained in
Integrity reasoning from qualitative research
the assumptions made | 2) Co-authors provided guidance and
about the nature of feedback
knowledge through to | 3) Exploration of different qualitative
the methodological methods, before selecting ID
rules by which 4) Study will be defended by first author in
decisions about the doctoral defense
research process are
explained.” (Thorne,
2016, p. 233).
Representative Conclusions align 1) Sample included participants of varying
Credibility with the population gender, age, and place of admission.
sampled and are not | 2) Use of participant quotes to support
expanded beyond findings
(Thorne, 2016).
Analytic logic Ensure the reasoning | 1) Audit trail recorded in journal during data
behind the decision- | collection and analysis
making is clear in the
report (Thorne,
2016).
Interpretive “Assurance that a 1) Reflexive process used during data
Authority researcher’s collection and analysis, including journal
interpretations are 2) Transcripts professionally
trustworthy, that they | transcribed, and verified by
fairly illustrate or the researcher
reveal some truth 3) Discussed data analysis and
external to his or her | interpretation frequently
own bias or with co-authors
experience (Thorne, | 4) Two researchers independently analyzed
2016, p. 235) the transcripts.
5) Audit trail
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Ethics

The study was approved by the Health Research Ethics Board for the province

(application # 20222135). All participants were informed of their rights in terms of anonymity

and the option to withdraw from the study at any time. They received an informed consent form

to review and sign along with a copy to keep before being interviewed. Participants were also

told that their choice to participate, or not, in the study would have no impact on any current or

future health treatment.

Results

Eight individuals living in the community, who experienced a recent inpatient psychiatric

admission, were interviewed. Five of the individuals interviewed identified as female and three

individuals identified as male. Five individuals were between 20 and 30, two were between 30

and 40, and one was between 60 and 70. Of the eight individuals interviewed only two were

currently employed.

The three themes and four subthemes comprised the findings that are listed in Table 3.2.

The themes include: 1) rare moments of PCC, 2) the relationship with my nurse: a fluctuating

connection, 3) the care environment as an uncertain space. An example of the coding framework

can be found below (Figure 3.1).
Table 3.2

Themes and Sub-Theme

Theme

Sub-Theme

1) Rare moments of PCC

2) The relationship with my nurse: A
fluctuating connection

2.1 In good hands

2.2 Limited control

3) The care environment as an uncertain space

3.1 Perils of an unknown environment

3.2 Pearls of the care environment
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Figure 3.1

Example of Analysis Steps

)

Data Extract: {/ \
One night I ( \
couldn’t sleep at
all and I was just Code: Theme:
having a rough '

< < ) Sub-theme:
time at the The nurse made Relationship

moment and like C—p | meifeel better [:> In good hands :> with my

just had a talk nurse: A

with her [the fluctuating

. Constant Constant
nurse] and like Comparison Comparison connection
[she was] making of data of data
me feel a bit
better |

—

Theme 1: Rare Moments of PCC

The first theme was developed to reflect what was missing from the descriptions of
participants when highlighting the nature of the care they had received during a recent inpatient
stay. Little evidence of PCC was identified or discussed by individuals when they recounted their
inpatient experience. Participants did identify nurses who were helpful and competent but limited
examples were found of care that was individualized or led by them. The vast majority of care
was focused on daily routines and unit practices, and while these interactions were appreciated
by participants, they were not of a person-centred nature.

Good nursing care often met the expectations of individuals, but it was not unique to

them or their preferences. One participant described a positive discharge experience:
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[A nurse] walked me down to my car with all my bags of clothes and helped me load up
my trunk. He gave me the name of this place to go to take my car to get it checked out.
(P1)
Although this was an important unit practice, it did not integrate the key features of person
centred-care. Similarly, another participant spoke about appreciating the nurses who took the
time to explain things, especially new medication:
Two nurses specifically, who kind of like took the time to explain things to me [like] why
they were giving me the meds. (P2)
This level of care is what is expected of a safety-conscious, competent nurse. However, it is also
routine care that could and should be delivered to all individuals when appropriate.
In spite of its rarity, PCC experiences or moments were identified by some participants.
One person felt involved in decisions about medication times:
If [ wanted to take my medication a little bit earlier one night, I could say to the nurse,
you know, what do you think if I tried this, and they’d say, well, it would be better if you
did it this way or it would be better if you tried it this way. Maybe we can switch it to the
morning. Let me talk to the doctor. They were really open to anything I had to say. (P1)
The nurse engaged with the individual in shared-decision making and, therefore, the individual
felt comfortable in voicing her preferences.
Another participant described an instance where she felt her nurse understood her as an
individual:
She seemed to really care. You know like she would come in and ask how I was and she
seemed to be able to anticipate my moods. Just by talking to me and you know, 1

appreciated that so much. (P8)
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PCC goes beyond routine nursing care and truly places the individual at the center of the care
experience. PCC interactions are remembered and appreciated by those who experience them.
Theme 2: The Relationship with my Nurses: Fluctuating Connections
Individuals’ connections with their mental health nurses were time sensitive as patient-
nurse assignments changed frequently over the course of one admission. Individuals had many
different nurses; some they liked and others they did not. Their perspective on the nursing care
they received was often influenced by the feelings they had about individual nurses who cared
for them. Participants described positive relationships with some nurses, resulting in a sense of
safety and wellbeing. However, they also noted interactions with their nurses that had negative
outcomes which left them feeling as if they had no control of the decisions made about their care
and treatment. Participants consistently identified that their experiences differed between nurses:
1t’s kind of a mixed bag as to whether or not you 're going to get like very empathetic
treatment for whatever it is you re experiencing. So, 1 find it can be a bit of a toss-up.
(P6)

This inconsistency reduced the level of trust between individuals and their nurses and may have
been compounded by participants’ awareness of the level of stress that nurses were . One
participant observed:

.... that they [nurses] were stressed out, too; just the amount of work they had to do and

the amount of people who were in there at the time. (P2)

Availability of the nurse was another factor that may have influenced the relationship
individuals had with their nurses. Some individuals noted that they usually found a nurse to turn
to when needed, even if it wasn’t their assigned nurse. However, others felt their nurse was never

available; they were either with another patient, off the unit, or in the nursing station. This was
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distressing for some participants. To this point, some participants had anxious feelings while
waiting to know which nurse they were assigned that day. As individuals did not have a say in
choosing their nurse, some were fearful about the quality of care they might receive. They were
uncertain if they would be able to have a positive connection with their assigned nurse. One
individual described it this way:

Whenever I knew that she [a nurse] was on that day I would be anxious waiting for them
to write the name of my nurse for the day on the board, hoping that it would be her. And if it was
her, I was happy but if it wasn't it was almost like I'd have that bit of disappointment because 1
knew that if I have any problems that day or if anything happens then I know that at least I will
have somebody there that I can go to. (P3)

When participants expressed ideas for improving the inpatient stay, they often referred to
the importance of building better relationships between patients and nurses. Participants
indicated that mental health nurses should have strong therapeutic communication skills and
tailor their communication to the individual person. One participant said,

Being able to communicate well [is important] in those [acute] situations that should be

fairly tense. Nurses who are capable of de-escalating those situations without having to
call security and stuff (P6).
Ultimately, participants want to be supported and cared for in a way they made them feel like a
person. Two sub-themes further illustrate the dimensions of the theme: 1) in good hands and 2) |
had limited control over my care.
In Good Hands
Many participants recalled positive experiences with their nurse that promoted their

recovery. Participants described situations during their hospital admission when they felt their
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nurse was able to help them, supported them and/or was looking out for their best interest. One
participant noted:
One night I couldn’t sleep at all and I was just having a rough time at the moment and
like, I just had a talk with her [the nurse] and like [she was] making me feel a bit better.
(P4)
They talked about feeling comfortable with their nurse. One participant stated:
He [nurse] was just very calm, cool, collected, very comforting (P2)
Another said:
I knew that I was in a safe place and that they [nurses] were looking out for me. (P2)
Positive descriptions of a care relationship are expected in all health settings, but are of
particular importance in mental health settings. When discussing affirmative experiences with
their nurses, individuals spoke of being happy with the care they received in these particular
situations. However, while constructive, the affirmative experiences that participants described
were not fully representative of a PCC relationship. There was limited discussion of nurses
getting to know individuals and, then, using that knowledge as part of engagement and care. One
participant did describe a positive but unique experience:
[One nurse] took an interest in getting to know me. Like he noticed my tattoo and he
talked to me about a show that I liked and he watched and that sort of thing. A personal
connection but not unprofessional, just knew that would calm me down and so he started
talking about something while he had to do what he was doing. (P2)
This level of engagement reflects PCC but it was a rare find in the day-to-day routines of the
mental health unit. The sub-theme, in good hands, indicates that while many individuals

expressed satisfaction with the quality of competent nursing care, they were still figuratively ‘in’
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the nurse’s hands rather than ‘holding’ the nurse’s hands as an equal partner in care. Little
opportunity was evident for individuals to fully participate in care decisions.
Limited Control
Not all relationships between patients and nurses were perceived positively. As a result of
negative experiences, some participants felt they had little control over their care. They
perceived nurses as exercising authority over them. Two participants provided particularly
jarring accounts. One individual explained:
I am a larger male. Me expressing discomfort towards somebody or raising my voice at
all could be grounds for them [nurses] fo call security or just try not to deal with me. So, 1
find it difficult to express discomfort sometimes. (P6)
A second participant related this experience:
She [the nurse] should have been the one to walk away. She should have been the one to
leave, not me, the patient, because there is nowhere for me to go. Like, she was my nurse.
She would have to give me my pills and I had to crawl back to her and ask for my
medication. (P1)
Others expressed dissatisfaction with the lack of care they received including difficult encounters
with their nurse. One participant revealed:
I've had nurses get mad at me for having panic attacks. I've had nurses roll their eyes at
me and tell me there is nothing they can do for me when I've self-harmed while in the
hospital. (P7)
When suffering from anxiety and thoughts of self-harm, the same participant described the

following interaction with a nurse:
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[The nurse said] What do you expect us to do? And I said, I don’t know what my options
are. And she said, well don’t expect us to put you in a room with someone. Don’t expect
someone to sit with you because that’s not going to happen and don’t expect us to check
on you more. (P7)
When receiving care for an eating disorder, another participant felt a nurse wasn’t taking the
opportunity to therapeutically engage with her during a supervised meal time.
Sometimes I was the one who would try to get a conversation going and the thing is it
would be me at the table with the staff member that was supposed to be sitting there with
me during that hour for any support that I required. (P3)
The above encounters resulted in participants feeling diminished, defeated and knowing that they
had little control over their care decisions. This is contrary to a PCC environment.
Theme 3: The Care Environment as an Uncertain Space
The final theme addresses the impact of the care environment on participants’ well-being.
Participants discussed the mental health environment and how it influenced their hospital
experience. Individuals often identified both positive and negative features of the setting,
indicating its unpredictability. Several participants described times when they were left on their
own to navigate serious issues, including their own safety. Others identified positive aspects of
the care environment such as access to activities. Two sub-themes: 1) perils of an unknown
environment, and 2) pearls of the care environment, highlight the contrasting aspects of the care
environment
Perils of an Unknown Environment
Select features of the care environment had a negative impact on participants’ recovery

and well-being. Participants had little to no control over some issues and were often left to
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manage them without support. One common experience was the feeling that they were unsafe
and at risk of harm while on the unit. The source of the potential harm came from the behavior
and agitation of other individuals who were also patients on the unit. One participant summed it
up:
The dynamics within the unit weren't the greatest and some of the people were kind of
intimidating and scary at times. (P2)
This was verified by another participant who stated:
I mean there were plenty of times where patients were aggressive; [l was] just generally
uncomfortable with their language. (P6)
A more specific account was provided another individual:
There was one incident where there was another patient who was really sick and they
ended up sedating him and they put him in the TQ room. The room that I was in was right
next to that room and when the sedation that they gave him wore off, he started banging
on the doors and on the walls in that room. It went on all that evening and the entire
night all I could hear was this patient screaming and calling out and threatening a lot of
awful things that everyone on the unit was listening to all night long. It was at the point
where we were afraid what was going to happen when they let him out. (P3)
Participants’ recovery was not only negatively impacted by the illness behaviors of other
individuals on the unit but also by the physical space in which they were confined. The majority
of those interviewed indicated the units on which they were admitted did not have enough room
for the number of patients on the unit, with several stating they slept in rooms with seven other
patients. Participants also expressed they did not have anywhere to go when they needed time

alone. One participant said:
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1 prefer to have less people in a group bedroom. There have been times where there was
wall to wall, multiple, like 8 beds in one room. We can’t really reduce beds but it would
be nice to have some sort of separation or some sort of privacy. (P6)
Another participant recalled a time during their admission when they had a particularly difficult
day. The lack of space on the unit compounded their struggle:

All I wanted to do was get out. I just wanted space. I just needed like space. There’s not

much space. (P1)

Participants also encountered uncertainty when attempting to follow the unit rules. They
reported that information given by one nurse was often inconsistent with information given by
another. This caused frustration for some individuals:

There is a lot of miscommunications between the nurses. Like I would ask to shower and

then the morning staff would tell me that I had to do it in the evening and the evening

staff would tell me that I had to do it in the morning. (P7)
Further, some participants found that they were often left without knowing who their nurse was
on any given day. One participant said:

1 didn’t know who the nurses were. So, it was like, what do I do to get their attention?

Who do I ask if I need any assistance? (P2)

Other participants knew to look on either a message board in their room or on a white board in a
common area for their nurses name.
Pearls of the Care Environment

Ensuring individuals feel safe and have the space they need to journey through the

recovery process are essential aspects of the care environment. Although these features were

lacking for many, participants did talk about aspects of the environment that positively affected
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their care experience. Individuals who were hospitalized for a longer period or had repeat
admissions, perceived the unit as feeling familiar, which put them at greater ease. As one
participant stated:

1 got really comfortable there. Really familiar with it. (P1)

These participants often felt as though they knew the unit routines as well as the nurses. This
created a sense of comfort and belonging. In some cases, this was encouraged by nursing staff.
One participant said:

...they [the nurses] started to make me feel more comfortable and get involved with all

the stuff that was there. (P2)

In addition, some participants felt they had continuity of care in the nurse they were assigned.
Although infrequent, some individuals were assigned the same nurse for more than one shift.
One participant stated:

Some days you might get the same nurse two or three days in a row depending on the

scheduling. If the same nurse was working for three days, then they would try to keep that

bit of consistency. (P1)

Finally, the majority of participants spoke of the positive impact that unit activities had
on their recovery. This included both structured activities, such as health professional-led group
sessions, and unstructured activities, such as coloring in a common area with others. For
example, one participant enjoyed unstructured activities stating:

When there are specifically like activities that we can do and not necessarily Bingo and

stuff but like things that we can play like chess or putting puzzles together and that sort of

stuff, having open access to art and anything in that case is very helpful or games and

stuff. (P6)
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Structured unit activities often included engaging with other patients and organized activities
were typically initiated by therapeutic recreation or occupational therapy specialists. At times
participants were taken off the unit by these professionals for activities such as bus rides or going
to the gym. One participant said:

1 did the gym every day, Monday to Friday. In the morning 8:15 and there are two days

during the week that they do it in the evening. My God we used to go down and if I could

get a couple of people to go down with me we’d play soccer or we’d play basketball. 1

went on all the walks and stuff that I could. I really like the OT program. (P1)

Although participants emphasized that unit activities were helpful to their recovery, there was no
evidence of nurses engaging with individuals in these types of activities.

Participants’ positive experiences related to continuity of care, unit activities, and
feelings of familiarity on the unit supported the sub-theme, pearls of the care environment. The
sub-theme is phrased to highlight the positivity expressed by participants about the care
environment. The word pearl is used to signify that these positive experiences were not common
and were peppered among negative environmental experiences such as safety and lack of space.
It highlights that more work is needed to elevate inpatient programming and a sense of
community among the inpatient units to foster a more person-centered climate and environment.

Discussion

Based on the findings of this study, the experiences of those receiving inpatient mental
health care do not fully reflect PCC (McCormack & McCance, 2016; Phelan et al., 2020).
Participants reported that care was inconsistent and unpredictable, with care experiences
differing depending on the nurse providing care. Within the same interview, participants spoke

about care that aligned, and also clearly did not align, with person-centred principles
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(McCormack & McCance, 2016; Phelan et al., 2020). Participants reported differing experiences
regarding the approach to care as well as their perceived relationship with their nurse(s). Such
inconsistencies are not surprising considering the historic difficulty in operationalizing PCC
(Smith & Williams, 2016). In a Swedish study that explored everyday life in psychiatric inpatient
care, participants reported differing experiences regarding interactions with nurses; some
participants described trustful nurse-patient interactions, whereas others described obstructive or
absent interactions (Molin et al., 2016). Patient participants in a Finnish study called for
additional training of health professionals on how to involve service users in their care (Laitila et
al., 2018). One PCC review also found that shared decision-making and self-directed care
remains low among mental health populations (Smith & Williams, 2016).

A qualitative study examining good mental health nursing care found that patients
perceive care as good when they were treated like individuals and encouraged to share their
history, narratives, and goals (Ahn & Shin, 2023). Although limited, participants in our study did
describe times when they engaged in shared-decision making and when their nurse took the time
to get to know their interests and preferences. Participants in our study also described feeling
comfortable with their nurse, feeling like nurses were helped when needed, the care environment
feeling familiar, and the positive impact of access to activities, which are all important building
blocks of PCC (McCormack & McCance, 2016; Phelan et al., 2020). Participants in Ahn & Shin
(2023) also highlighted the role of nurses in their adaption to the unfamiliar mental health
setting. Further, a nurse who provided guidance about the environment, introduced them to other
patients, and encouraged participation in ward programs was deemed helpful in familiarizing
new patients with the unit (Ahn & Shin, 2023). Participants in an Australian study examining

what makes an excellent mental health nurse indicated that nurses should be sensitive to both the
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mood of patients and the ward; they should also be skilled at anticipating service user’s needs
and where possible, try to meet them (Gunasekara et al., 2014). The needs referred to were of a
routine nature, such as acknowledging a patients presence at the nursing station (Gunasekara et
al., 2014). Similar to the results of our study, participants in a Swedish study exploring the
everyday life in psychiatric inpatient care also found that patients found activities beneficial
(Molin et al., 2016).

During their admission, participants in our study also expressed receiving routine
nursing care, in other words, care was done ‘to’ or ‘for’ them, rather than ‘with’ them. Further,
some patients felt nurses held a position of power over them, they didn’t get the care they needed
or wanted, and, in some cases, that were rude to them. Inconsistencies in the availability of
nurses and lack of awareness of who was caring for them were often verbalized by participants.
These findings were similar to those reported in Molin et al. (2016), a Swedish study exploring
the everyday life in psychiatric inpatient care. Participants felt uninvolved in making decisions
about their care and, at times, as though they were treated like children (Molin et al., 2016). They
also commented on nurses’ availability, indicating that nurses were often in the nursing station or
nowhere to be seen; nurses were perceived as difficult to reach (Molin et al., 2016). Similarly,
participants in a quality improvement study in Australia examining what makes an excellent
mental health nurse reported that patients were ignored by nurses at the nursing station
(Gunasekara et al., 2014). Participants in that study indicated that they would like nurses to
introduce themselves at the beginning of each shift and explain their role (Gunasekara et al.,
2014). Participants also wanted a nurse who was attentive and highlighted how frustrating it is
when apparently simple needs went unmet (Gunasekara et al., 2014). Aligning with our study,

power differences were also highlighted by participants in Morline et al. (2016) who spoke of
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abuse of power by staff and use of coercive measures. There were accounts of staff using unkind
words, losing their temper, and using force rather than attempting to verbally communicate
(Molin et al., 2016). Similarly, in a qualitative exploration of women's experiences as inpatients,
participants felt powerless and, at times, as though they were being punished by staff (Tully et
al., 2023).

Another concerning finding from our study was participants’ impressions of the care
environment. The care environment included both the physical surroundings and the structure of
care received. Several participants expressed that the lack of space impacted their recovery,
Further, many participants felt unsafe during their admission and, at times, did not ask for care
due to observing the increased stress and workload of nurses assigned to their care. These
findings align with Vennedey et al. (2019), a German study that examined facilitators and
barriers to PCC from the patient perspective. Participants in that study also perceived a high
responsibility and workload among staff and the negative impact of increased workload on the
provider’s ability to provide PCC (Vennedey et al., 2020). In the same study, participants also
reported that confined spaces negatively impacted their perception of patient-centredness and
that rooms with three patients or less facilitate PCC (Vennedey et al., 2020). These feelings were
echoed by forensics psychiatric patients in Sweden who indicated that updated and improved
physical space enhanced their perception of a patient-centred environment (Alexiou et al., 2018).
Participants in our study often spoke of safety concerns in reference to other patients on the unit,
for example, feeling intimidated by others. This finding aligns with one systematic review of
violence on inpatient mental health settings that reported a pooled prevalence for physical
violence at 43.2% (95% CI 0.37 to 0.49) and a pooled prevalence for verbal aggression at 57.4%

(95% CI1 0.34 to 0.81) among the 364 studies (Thibaut et al., 2019). However, participants in
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other qualitative studies conducted in Canada and Sweden primarily discussed safety in terms of
the physical space (Livingston et al., 2012; Olausson et al., 2019). For example, participants in a
Swedish forensic mental health study indicated that having a place, like their room, to feel safe
and in control was essential to them (Olausson et al., 2019).

Thorne (2008), highlights the importance of considering the meaning of related behaviors
when examining clinical problems. The results of this of this study indicate that those admitted to
inpatient mental health units engage in rare person-centred moments with their nurses; PCC is
not consistent or reliable. However, it may be that nurses aren’t given the power to fully embrace
person-centred ways of working (Byrne et al., 2020). Nurses may be working within
environments with unsupportive workplace culture, high workload, and restrictive policies and
practices (Byrne et al., 2020). That is, they may be working within an organization that does not
support nurses in the provision of PCC. Health care organizations must create space for nurses
‘to be’ with those they are caring for and allow for opportunities to increase connections and
shared-decision making (McCormack, 2020).

Existing research on person-centred mental health nursing care from the perspective of
patients is very limited. Findings from our study contribute to this gap in the research as well as
contribute to the research on the general experiences of those who receive inpatient mental health
nursing care. One strength of this study is that the open nature of the interviews encouraged
interviewees to express various positive and negative care experiences, resulting in a rich data.
Further, the participant sample was appropriate for the study’s methodology and was large
enough to capture a variety of views and experiences about inpatient mental health nursing care.
One important issue in qualitative research is transferability. In this study, all participants lived

in one Atlantic province and had used the inpatient mental health services there. Thus,
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transferability of the findings to other mental health settings and in other Canadian provinces or
countries requires caution.
Implications for Practice

Despite the support for PCC in practice, research, and health policy as well as the
recognition of PCC as an essential component of recovery-orientated practice, this study
confirms that the operationalization of PCC in mental health inpatient settings remains limited.
Embracing PCC requires a change in clinical mindset from the notion doing ‘for’ or ‘to’ the
patient to working ‘with’ the person, building their capacity to take control of their own wellness
(Smith & Williams, 2016). Findings from this study may stimulated mental health nurses to
reflect on their own practice and make personal changes in their ways of working. However,
only when this effort is combined with an actionable commitment to support person-centred
cultures at the organizational level will we see more consistent delivery of PCC. In part, this
includes policy changes that allows inpatient nurses more autonomy in their practice and
provides nurses with the resources to practice PCC. Workforce development initiatives are also
needed to empower nurses to adopt person-centred ways of working. Future research could
explore transformational practice development as an approach to cultivating person-centred
practices among nurses (Manley et al., 2008; McCormack et al., 2011).

Conclusion

Based on study findings, person-centred mental health nursing care is inconsistent.
Participants who received inpatient treatment within this Canadian province experienced person-
centred moments, that is specific person-centred interactions between one nurse and one patient
at a particular point in time (McCormack et al., 2011). However, these instances were infrequent

and most descriptions of nursing care were of a routine nature. It is important to note that it is not
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realistic to expect every interaction between a nurse and patient to be person-centred. Routine
practices are a necessary aspect of nursing care; however, results of this study revealed few

moments of PCC with missed opportunities to engage in a person-centred way.
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Abstract
Aim: To identify the person-centred care practice patterns exemplified by mental health nurses
through the integration of relevant findings from a concurrent mixed methods study.
Background: The integration phase of this mixed methods study is based on the findings from
three sub-studies: 1) a survey of 70 mental health nurses, ii) eight interviews with individuals
who had a recent mental health inpatient experience and, iii) 36 hours of participant observation
on three mental health inpatient units.
Design: Based on the research design of the full concurrent mixed methods study, the analytic
technique of merging was used in the integration analysis to establish the level of concordance
and alignment among complementary data within the three sets of findings. The Person-centred
Practice Framework comprised of 17 constructs spanning three domains essential for
operationalizing person-centred care, guided the integration analysis.
Methods: The Pillar Integration Process, a four-stage procedure designed to integrate qualitative
and quantitative data using joint display tables, was used for integration. The Pillar procedure
resulted in the development of integrated themes based on the merging of the quantitative and
qualitative findings. An additional step in the analysis was taken to further integrate the Pillar
themes to develop meta-themes that illustrate the person-centred care practice patterns of mental
health nurses.
Results: Three practice patterns were developed from the further integration of 17 integrated
themes that described how nurses work and navigate their practice within the mental health care
environment, including: 1) Mental health nurses maintain a separation from patients and often

deliver nursing care from a distance, 2) Mental health nurses practice in an organizational culture
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that supports the status quo, which is not person-centred care, and 3) When mental health nurses
and individuals co-engage in person-centred moments, the results are inspiring and foster hope.
Conclusion: Nurses face organizational, professional, and personal barriers that constrain their
ability to deliver person-centred care. While person-centred moments were infrequent, they are
valued by both the individual and the nurse who experience them.

Relevance for Clinical Practice: Advancing beyond discrete occasional moments of PCC
requires a sustained commitment from both health care professionals and their organization.
Organizational strategies are needed to ensure that practices and structures (i.e. the care culture)
are developed to promote the delivery of person-centred care including the preparation and
commitment of nurses and other health care professionals.

Keywords: Person-centred care, mixed methods, nursing, mental health
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The Person-centred Care Practice Patterns of Mental Health Nurses: Results of the
Integration Phase of a Concurrent Mixed Methods Study

Within current mental health services, there is a growing focus on individualized
recovery and person-centred care (PCC) (Allikmets et al. 2020; Brophy et al. 2016; Waldemar et
al., 2018). PCC is a core component of recovery (Biran-Ovadia et al., 2023; Orjaseter &
Almvik, 2022) and is an expression of the ethical, humanistic, and holistic foundations of
nursing care (Edvardsson et al., 2017). That is, person-centeredness is the “operationalizing of
personhood” (Anker-Hansen et al., 2020, p. 130). Nurses who practice PCC respect the beliefs,
decisions, and preferences of individuals (McCormack & McCance, 2016) and involve them in
collaborative decision-making through a therapeutic connection (Byrne et al., 2020).

PCC is a core component of high-quality health care (Langberg et al., 2019; Santana et
al., 2017). It is associated improved patient outcomes (Ballard et al., 2018; Ekman et al., 2012;
Fors et al., 2015; Olsson et al, 2014; Wynia et al., 2018), satisfaction of care (Allerby et al.,
2020; Kuipers et al., 2019; Rossom et al., 2016), as well as job satisfaction for nurses (den Boer
et al., 2017; van Diepen et al., 2020; Lehuluante et al., 2012). However, PCC is poorly
understood and operationalized by health care professional (Hakansson Eklund et al., 2019).

Although professional attitudes, time constraints, and traditional practices and structure
can limit the operationalization of PCC in any health setting (Moore et al., 2017), contextual
aspects of psychiatric care settings can present additional constraints (Bass et al., 2014; Cromar-
Hayes & Chandley, 2015; Oh & Nam, 2018; Wyder et al., 2017). Mental health nurses have an
enhanced responsibility to balance patient preferences in conjunction with community, legal, and
professional accountabilities (Meehan et al., 2008). Engaging in shared decision-making, a

fundamental person-centred practice (McCormack & McCance, 2016), may have to be
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implemented in a way that corresponds with the individual’s recovery. Additionally, health care
organizations are typically risk-adverse, which negatively impacts nurses’ ability to foster patient
autonomy (Bass et al., 2014; Cromar-Hayes & Chandley, 2015). As a result, an emphasis on
biomedical practices such as medication, psychiatric diagnoses, and containment of individuals
often prevail (Chester et al., 2016; Waldemar et al., 2018; Wand et al., 2022), leaving those
receiving care dissatisfied (Rose et al., 2015; Waldemar et al., 2018).

Background

Persons living with serious and persistent mental illness are a vulnerable population who
often encounter obstacles exercising their political, civil, and social rights (Ventura et al., 2021;
WHO, 2010). They experience social stigma, discrimination, marginalization, disempowerment,
and disconnectedness (Beitinger et al. 2014; Morant et al., 2015; WHO, 2010). Further, their
insight, autonomy, cognition, may also be impacted by their illness (Moore et al., 2017). As a
result, nurses practicing in mental health settings must use their most important and complex
therapeutic tool, themselves (Tierney, 2020), to work with individuals’ beliefs and values and
engage them in in shared-decision making (McCormack & McCance, 2016). As such, the nurse-
patient relationship is essential to person-centred mental health nursing care (Oh & Nam, 2018;
Wand et al., 2022).

Therapeutic engagement occurs when nurses interact with individuals through active
listening, understanding, and responsiveness to their needs, all while fostering emotional and
personal development (McAllister et al., 2019). However, nurses can face challenges in
implementing therapeutic engagement that results in disappointing client care (McAllister &
McCrae 2017; McKeown, 2015). While individuals receiving care expect respectful,

personalized, and empowering treatment (Moreno- Poyato et al., 2016), they may experience
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poor care, for example, disrespect, inadequate details about their treatment, insufficient
involvement in decision making, and lack of formal and informal conversations with those caring
for them (Cutcliffe et al., 2015; Sommerstad et al., 2021). Studies examining person-centred
principles, for example, shared decision-making, reported those receiving mental health care are
often invited to express their beliefs and preferences; however, health professionals ultimately
remain in charge of care decisions (Reid et al., 2018; Waldemar et al., 2019).

Few studies have directly examined mental health nurses’ person-centred practices
(O’Donohue et al., 2023; Slater et al., 2015). While nurses’ experiences of delivering mental
health care (Lindgren et al., 2021; Wyder et al., 2017) and patients’ experiences of receiving
mental health care (Molin et al., 2016; Schmidt & Uman, 2019; Waldemar et al., 2018; van
Dusseldorp et al., 2023) have been examined, little evidence exists as to mental health nurses’
PCC practices. Patients’ experiences of receiving PCC from general health care practitioners has
been explored in a systematic review of ten studies (Havana et al., 2023). To our knowledge,
there have been no mixed methods studies examining person-centred mental health nursing care.
In one study participant observation was used to examine recovery-oriented practices (Waldemar
et al., 2019) but no studies were located where participant observation was used to examine
person-centred mental health nursing care.

This component of the mixed methods study is the integration phase. The purpose is to
merge the findings from the three study components (survey, observations, and interviews) to
better understand the person-centred practice patterns of mental health nurses in one Atlantic

Canadian province.
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Study Framework

This study is underpinned by The Person-centred Practice Framework (McCormack &
McCance, 2016). The framework assists health organizations and health professionals to
understand how PCC can be effectively operationalized (McCormack & McCance, 2016). Three
domains in the framework address the operationalization of PCC, including: the prerequisites,
the care environment, and the care process (McCormack & McCance, 2016). A detailed
description of the Person-centred Practice Framework is in Chapter 1 of this document.

Methods

Design

A concurrent mixed methods design was chosen for the study (Creswell & Plano Clark,
2018). This study has one quantitative component, two qualitative components, and an
integration phase. Figure 4.1 depicts the concurrent design and highlights the parallel but
separate nature of the data collection and data analysis of each component. Integration begins
with the merging of the findings from each component (Creswell & Plano Clark, 2018). The

integration phase of the study is the focus of this paper.
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Figure 4.1

Concurrent Mixed Methods Study Design

Qualitative

Qualitative (participant

Quantitative Data (interviews) Data

Collectiop & Collection & Obé:;]jgiggs?;m
Analysis Analysis Analysis
Transform

Quantitative
Findings to

Qualitative Text L
N

Integration of
analyzed data for
the Development of
Integrated Themes

Synthesize
Integrated Themes
for the
Development of
Practice Patterns

Overview of the Three Study Components

Below is a brief description of the methods and findings from the survey, participant
observation, and interview components of the mixed methods study.
Quantitative Component

An online survey package was distributed to all mental health and addictions registered
nurses (RNs) working in one Atlantic Canadian province regarding their person-centred practices

(approximately 400 nurses). Included was the questionnaire, the Person-centred Practice



156

Inventory-Staff (PCPI-S) (Appendix A), which measured nurses’ PCC practices for this study
(Slater et al., 2017). The Likert-type scale consists of 59 items that measures 17 constructs
essential to PCC. Seventy mental health nurses completed the online questionnaire. The
descriptive results for the 17 constructs are the quantitative data used in the integration phase of
the study.

Survey Results Relevant to the Integration Phase. Seventy RNs completed the survey.
The 17 constructs of the PCPI-S provide important information about how nurses believe they
are delivering PCC. The majority of nurses rated their PCC practices highly. For 12 of the 17
constructs, nurses scored their practices between 4.0 and 4.4 out of 5. These high ratings
indicate that nurses perceive that they are providing many aspects of PCC to individuals
receiving mental health services. The remaining five constructs received a mean score between
3.1 and 3.8 out of a possible 5. The ratings of these constructs suggested that nurses believe that
they provide some aspects of PCC less commonly than others.
Qualitative Components

Participant Observation Study Methods. Participant observation was conducted on
three adult mental health inpatient units using the Workplace Culture Critical Analysis Tool-
Revised (Wilson et al., 2020) (Appendix D). This tool aligned with the Person-centered Practice
Framework and included the 17 constructs measured in the nurses’ PCC survey. Structured data
collection took place six times on each unit for two hours each time, resulting in 18 data
collection periods and 36 hours of unit observation. Observations in the care environments
focused on the everyday activities of the units at three different time-periods, morning, afternoon
and evening. The observation tool was designed to identify regular unit routines and actions that,

when analysed, provide information about the culture (‘the way we do things around here’) on
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the units and in the larger organization. The constant comparative method was used to analyze
observational data.

Participant Observation Results. The participant observation component of the study
included seven themes, each pertaining to one of the three domains of the Person-centred
Practice Framework (see Table 4.1 below). Themes developed from the analysis of the structured
observations highlighted interactions and unit characteristics that aligned with the 17 PCC
constructs. The observational findings were used in the integration phase of this study

Prerequisite Domain. Themes that focused on the prerequisite domain addressed the
observations that related to the five prerequisite constructs. This domain reflects the attributes
needed by practitioners to build a PCC relational practice with individuals living with mental
illness. It requires mental health nurses to have broad knowledge of one’s self, including the
beliefs and values that they hold and a self-awareness that promotes interest in and acceptance of
others. Essential prerequisites include a commitment to the work, demonstrated by the nurse’s
ability to respond competently and attentively to individuals’ needs and concerns using
therapeutic interpersonal skills to promote connection and healing. The three themes that
developed from the prerequisite observational data indicate that the required attributes for PCC
are not always evident in the day-to-day behaviors and actions taking place on a mental health

unit or by mental health nurses.
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Table 4.1
Themes Developed from Participant Observation
Domain

Framework Themes

1.1 Unstable foundations for PCC
I Prerequisites 1.2 The nature of the care delivered
1.3 Interpersonal skills varied

2.1 Lack of organizational guidance for implementation of PCC
II Care environment 2.2 Supportive teamwork
2.3 A care environment of diminished personhood

111 Care processes 3.1 Person-centred practices, inspiring but fleeting

The Care Environment Domain. Themes related to the care environment represent the
context of care delivery. As a broad domain, the environment considers seven factors
(constructs) that influence the provision of PCC. These factors are facilitative or prohibitive and
need consideration when implementing PCC. The seven constructs also illustrate the types of
issues that can arise on any unit, many of which are the nurses’ responsibility to manage. Matters
such as, effective staff relationships, power-sharing and shared decision-making systems reflect
how well teams work together in support of the individuals receiving care. Two factors,
supportive organizational systems, and innovation and risk taking, provide evidence of
commitment by the larger organization for the delivery of PCC. They indicate the need for a
‘whole organization’ effort to achieve PCC. The two final factors, skill mix and the physical
setting, highlight the value of adequate resources to maintain a therapeutic space and milieu that
supports individuals in their recovery. Observations related to the seven environment constructs

produced three main themes that are contextual in nature. Two of the three themes identify
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barriers to the development of both a PCC approach and an organizational culture that guides
and supports mental health nurses to new and unique ways of being and practicing.

The Care Process Domain. The Care Process Domain refers to the provision of care to
individuals through a range of activities and behaviors represented by the remaining five
constructs: working with patients’ beliefs and values, engaging authentically, sympathetic
presence, shared decision-making, and providing holistic care. Observations that corresponded
with the five constructs were scarce. Moments of person-centred nursing care were rarely
identified and, when they were, the interactions between the individual and nurse were very
brief. Consequently, one theme was developed that spoke primarily to the absence of PCC
delivery.

Qualitative Interview Study Methods. Semi-structured interviews were conducted with
eight individuals living in the community who had received inpatient mental health nursing care
in the previous year. Participants were interviewed, either in-person or by phone, for
approximately 45 minutes. An interview guide was used to better understand individuals’
experiences of receiving inpatient mental health nursing care. Interviews were audio recorded
and transcribed verbatim upon completion. Constant comparative method was used to analyze
the interview data.

Qualitative Interview Results. Three themes captured participants’ experiences of
inpatient mental health nursing care (see Table 4.2). The first theme, rare moments of PCC, was
developed in response to the absence of PCC for individuals receiving care on inpatient mental
health units; most of the care received by participants lacked personalization and their self-

identified needs were not prioritized. While some instances of PCC were noted by participants,
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these person-centered moments were infrequent and dispersed within what would typically be
considered routine nursing care.

The second theme delineated the dynamics of the nurse-patient relationship; it was
changeable and influenced by the feelings participants had towards the nurses who cared for
them. Some participants recounted positive connections with their nurses, fostering feelings of
safety, protection, and ultimately, being well cared for. In contrast, other participants highlighted
negative nurse-patient interactions, leading them to perceive a lack of control over decisions
regarding their care and treatment. Two sub-themes were developed to illustrate these
dimensions of the theme: 1) In good hands and 2) Limited control.

Table 4.2

Interview Themes and Sub-themes

Theme Sub-Theme
2) Rare moments of PCC
2) The relationship with my nurse: A 2.1 In good hands
fluctuating connection 2.2 Limited control

3) The care environment as an uncertain space | 3.2 Perils of an unknown environment

3.2 Pearls of the care environment

The final theme was developed to explore the impact of the care environment on patients’
well-being. Participants presented divergent perspectives on the care environment, indicating a
sense of unpredictability and apprehension. Some participants expressed a feeling of being left
alone to grapple with significant issues, including concerns about their own safety. The
subtheme, perils of an unknown environment, was developed to encapsulate this data. Individuals
felt that they were unsafe and vulnerable to harm from co-patients while on the unit. They also
reported challenges related to limited physical space, nurse availability, awareness of their

assigned nurse was, and inconsistency regarding the communication of unit rules. Despite
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numerous concerns, participants did acknowledge positive aspects of the care environment.
Although limited, the subtheme, pearls of the care environment, was developed to represent this
data. Individuals who had longer hospitalizations or multiple admissions perceived the unit as
feeling familiar, contributing to a greater sense of ease. Participants felt acquainted with unit
routines, as well as with nurses and fellow patients. Additionally, several participants spoke
positively about the beneficial effects of unit activities on their recovery.

Study Integration Phase

The mixed methods research question answered by the integration of the study findings
is: What are the person-centred care practice patterns of mental health nurses in one Atlantic
Canadian province?

The integrated findings provide a baseline measure of the nature and quality of the PCC
delivered to individuals accessing mental health services. The Pillar Integration Process (PIP)
was chosen as the methodology for the integration phase of the study (Fekonja et al., 2022;
Johnson et al. 2019; Richards et al., 2022). PIP is a four-stage technique designed to integrate
qualitative and quantitative data using joint display tables (Johnson et al. 2019). The approach
evolved from traditional mixed methods matrices and joint displays (Creswell, 2003; Miles &
Huberman, 1994; O’Cathain et al., 2010) and is suitable for most mixed methods study designs
(Johnson et al. 2019).

Thee first two authors of the manuscript conducted data integration, which involved
working through four ‘pillar’ stages of the PIP: listing, matching, checking, and integrated theme
development (Johnson et al. 2019). For the purpose of this study, an additional step was
implemented to further integrate the 17 integrated themes and develop the PCC practice patterns

of mental health nurses.
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Quantitative Data Transformation

Prior to beginning the first stage of integration, the quantitative survey data was
transformed into qualitative text. As survey scores were clustered around the maximum score,
there was minimal variation in the data. Our strategy was to maximize the existing variation by
grouping constructs into high, moderate, and low agreement categories based on their mean
scores. The mean score for each construct was examined, ranked, and grouped into three
categories (see Table 4.3, Column 1). Constructs with the highest mean scores, that is, scores of
4.3 and 4.4 were grouped as ‘PCC practices for which nurses have the highest agreement’.
Constructs with mean scores of 4.0 and 4.1 were categorized as ‘PCC practices for which nurses
have moderate agreement. The final category comprised the constructs with the lowest mean
scores, that is, mean scores between 3.1 and 3.8. Those constructs were grouped as ‘PCC
practices for which nurses have the lowest agreement’. By optimizing the limited amount of

variation in the nurses’ data, a richer, more robust integration was possible.
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Table 4.3

Qualitizing the Survey Findings into High, Moderate and Low Agreement Categories

1. PCC Constructs Grouped by Level of 2. PCC Constructs Grouped
Agreement Mean by Domain Mean

PCC Practices with the highest agreement Domain 1: Prerequisites

1. Holistic care (CP)* 4.4 [Developed interpersonal skills 4.3
2. Authentic engagement (CP) 4.4 [Professionally competent 4.3
3. Sympathetic presence (CP) 4.4 | Knowing self 4.1
4. Commitment to the job (P) ** 4.4 | Clarity of beliefs and Values 3.8
5. Professional competence (P) 4.3 | Commitment to the job 4.4
6. Developed interpersonal skills (P) 4.3 |Domain 2: The Care Environment

7. Shared decision-making systems (CE)*** 4.3 | Skill mix 4.1
PCC Practices with moderate agreement Effective staff relationship 4.0
8. Working with patients’ beliefs and values (CP) | 4.1 [Power sharing 3.6
9. Knowing self (P) 4.1 | The physical environment 4.0
10. Skill mix (CE) 41 Shared decision-making systems 4.3
11. Effective staff relationships (CE) 4.0 | Potential for innovation and risk taking 3.7
12. Physical environment (CE)Knowing self (P) 4.0 | Supportive organizational systems 3.1
PCC Practices with the lowest agreement Domain 3: Care Process

13. Clarity of beliefs and values (P) 3.8 | Providing holistic care 4.4
14. Shared decision-making (CP) 3.7 | Sympathetic presence 4.4
15. Innovation and risk (CE) 3.7 | Authentic Engagement 4.4
16. Power sharing (CE) 3.6 | Shared decision making 3.7
17. Supportive organizational systems (CE) 3.1 | Working with patients’ beliefs and values 4.1

*CP: Care Process Domain **P: Prerequisite Domain; ***CE: Care Environment Domain;

When the categories were created by highest, moderate and lowest agreements, each
category contained a mix of constructs covering the three domains. While the constructs with the
highest agreement were mostly under the Prerequisite (P) and Care Process (CP) Domains, both
of these domains contained constructs that had moderate and lowest agreements (Table 4.3,
Column 2). Constructs related to the Care Environment (CE) had had lower mean scores with
only one construct, shared decision-making systems reaching the highest agreement.

The Pillar Integration Process

Stages of Integration. Listing the mixed methods study findings was the first activity in

the integration. Raw data (e.g., mean scores, selected quotes) and grouped data (e.g., mean scores

transformed into qualitative categories / text, themes) that informed the research question were
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listed in a pillar joint display table. Raw and grouped data were sorted under the appropriate
columns, labeled either QUANT DATA and QUANT CATEGORIES or QUAL CODES and
QUAL THEMES. There were two QUAL CODES and QUAL THEMES columns to account for
the two types of qualitative data, interview and participant observation. Appendix H contains the
joint display table for the care processes.

The matching stage is the second major procedure of PIP. This procedure requires the
researchers to horizontally align similar data, and refine and organize the categories and themes.
Raw data and themes/categories were compared across rows of the joint display so that the
qualitative items reflected the quantitative items of the same construct. When there were
constructs that did not appear to have data representation from one or more of the three data
sources, the section remained blank. This allowed the researchers to identify any gaps in the
matched data. The third stage of PIP involved implementation of quality assurance activities. All
data in the six columns were crosschecked to ensure appropriate data matching in all rows of the
table. Any identified blanks in the joint display were rechecked to ensure that no data could
provide an appropriate match.

During the fourth and final pillar building stage, a pillar was constructed within the joint
display. To develop the pillar, researchers compared and contrasted the findings relevant to the
constructs that were included in each of the three PCC domains across rows, connecting and
integrating the findings for each of the 17 constructs. Integrated themes were developed based on
the content and fit of the three sets of findings (survey, interview, and observation) for each
construct. The integrated themes were organized and positioned in the pillar column to
correspond with relevant data from the three data sources. These new themes in the PILLAR

column were then examined as a whole to develop new insights and build additional inferences



165

from the integrated data. The integrated themes were again integrated leading to the

development of three PCC practice patterns demonstrated by mental health nurses working in

mental health services.

Integrated findings

PIP data integration resulted in 17 themes located in the pillar of each data integration

table, one for each construct of the Person-centred Practice Framework. Integrative themes

captured the essence of the mixed data that were merged for each construct.

Prerequisites

A description of the integrated themes that aligned with the five prerequisite constructs

are contained in Table 4.4 below.

Table 4.4

Integrative Themes from the Prerequisite Domain

Prerequisite Integrative Theme

Domain Construct

Developed Nurses were inconsistent in their communication with individuals. Most nurses
Inter personal reported effective interpersonal skills but, from the patients' perspective, these skills
Skills were used selectivity. Although nurses and patients spent limited time together,

individuals appreciated the positive interactions they had with nurses.

Competent Care

Nurses had the competencies to assist individuals with activities of daily living and
were responsive to their physical health needs. They were less likely to implement
activities or interventions that were supportive of the individuals’ mental health.

Commitment to the Job

Individuals noticed when nurses did small things that were important to them. When
nurses spent time explaining or provided help, individuals were grateful.

Knowing Self

When nurses interacted with a calm, but warm approach, individuals become more
comfortable and trusting.

Clarity of Beliefs and
Values

Nurses did not always respect the dignity and beliefs of the individuals they cared for.
Their interactions with patients were mostly by request, that is, the person had to
come to the nursing station to ask for the care that they needed.

Nurses expressed high agreement with survey questions that addressed their interpersonal

skills. However, data from interview and participant observation provided mixed accounts.

Qualitative data revealed that some, but not all, nurses formed meaningful connections with

those in their care. Observations captured several interactions between nurses and individuals
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they cared for where nurses exemplified developed interpersonal skills. Some interview
participants also felt that nurses took the time to get to know them and their families. They
reported feeling comfortable with their nurse. However, there were also many examples where
nurses did not engage with individuals they cared for appropriately, missed opportunities for
engagement, and, in some cases, were simply rude.

Nurses reported high agreement on statements regarding their professional competence.
Evident in the observation and interview data are also many occurrences of competent nursing
care. Most of this care, however, focused on routine nursing practices and attention to physical
health issues. Information about competent mental health care was missing from the three sets of
findings. Survey questions were not specific to mental health nursing and both sets of qualitative
data lacked evidence of competent mental health care. One exception was psychiatric medication
administration.

Nurses self-reported a high commitment to the job, but this was not fully substantiated by
the qualitative data. Study participants who were interviewed emphasized that the care they
received was dependent on the nurse they were assigned. They provided accounts of nurses
demonstrating commitment to the job such as providing patient education and going above and
beyond in little ways. Observations identified nurses doing small tasks for patients that made
their inpatient stay more comfortable. There was, however, consistent qualitative evidence that
nurses were not making themselves available to individuals (patients) when needed.

Nurses were assessed to have weak clarity of beliefs and values. Nurses rated this
construct in the lowest agreement category. In addition, observations and interview data both
provided confirming evidence that nurses were not clear about their own beliefs and values.

Similarly, nurses reported low agreement on survey questions about the construct, knowing self.
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There was limited observation and interview data about this construct, however, it was noted that
when nurses used a calm and warm approach, individuals they cared for became more
comfortable and trusting.
Care Environment

Seven constructs comprise the Care Environment Domain of the Framework. The three
data sets contributed evidence for the integrative themes as described in Table 4.5.
Table 4.5

Integrative themes that align with the care environment domain

Care Integrative Theme

Environment

Construct

Effective staff Nurses are members of collegial teams. Health care teams effectively worked together
relationships in the provision of patient care.

Shared decision- | Nurses are included and contribute to care decision in the provision of patient care.
making systems

Power sharing

Although nurses are members of collegial teams, they are not equal teammates. They
work within a hierarchical system where final decisions about care rest with the doctor.
Adequate staffing levels and skill mix do not change how care is provided. Nurses
situate themselves behind the nursing station, separated from patients who have to seek
them out continuously.

Skill mix

Physical space

The environment is an unsupportive physical space for PCC. The lack of space was
challenging and disruptive to individuals’ recovery.

Supportive Mental health nurses practice in an organization that does not promote person-centred
organizational care. No information or resources were accessible to nurses.

systems

Innovation and Nurses are constrained in their capacity to practice innovation and risk taking.

Risk taking

Concordance was evident within three constructs: effective staff relationships, shared
decision-making systems, and power sharing. Both the observational data and the survey data
supported the notion that health care teams effectively worked together in the provision of
patient care. Nurses scored survey questions pertaining to shared decision-making systems with
particularly high agreement and they scored effective staff relationships with moderate

agreement. Observational data supported the survey findings for these two constructs. Although
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data on power sharing was also concordant, unlike the previous two constructs, data collectively
indicated that power sharing with limited. Nurses reported low agreement with survey questions
regarding this construct and there was no interview or observational data that exemplified power
sharing.

Nurses reported moderate agreement with survey questions regarding skill mix.
Observational data revealed that there was often appropriate staffing levels and skill mix for the
number of patients and acuity of the unit. Discordantly, interviewees perceived that nurses had a
high workload and stress level. Participant observation and interview data revealed many
instances when nurses were situated behind the nursing desk, divided from patients. Those
interviewed reported that this made them feel as though their nurse wasn’t available to them.
Several interview participants recalled instances where they had to try to get their nurses
attention from outside the nursing station.

There was expansion among the data describing the physical environment; data sets,
when combined, painted a clear picture of the physical environment. Nurses reported moderate
agreement with statements regarding working in a person-centred physical environment.
Interviews highlighted concerns with the physical environment, particularly around space.
Participants reported overcrowding and lack of privacy. The observational data also contributed
to the description of the physical environment and confirmed that some aspects the physical
environment were not person-centred. For example, limited patient activities, aggressive
messages written by co-patients on the walls in common areas, and plexiglass barriers around the
nursing station.

There was concordance within the constructs, supportive organizational systems and

potential for innovation and risk-taking as demonstrated by a low agreement of nurses on survey
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questions and limited observational and interview data. These two constructs are related in that
innovation and risk-taking can only happen when nurses are given autonomy in their practice. In
a culture where PCC is not evident, nurses’ capacity for innovation and risk-taking practices also
may be hindered.
Care Process

Five constructs align with the prerequisite domain of the framework. Table 4.6 presents
the themes that aligned with each construct.
Table 4.6:

Integrative themes that align with the care process domain

Care Process Integrative Theme

Construct

Holistic When mental health professionals took an individualized approach with their

care patients, it was experienced by the individual as helpful and affirming. It also
provided new knowledge to support the individual’s recovery.

Sympathetic When mental health nurses spent time getting to know their patients, patients

presence felt cared for and accepted.

Authentic Authentic engagement between the nurse and patient went beyond social

engagement interaction and came to rest in a space that was meaningful to the individual. It

was an opportunity for growth.
Working with person’s | When nurses understand patients’ concerns and wishes, they provided helpful

beliefs and values responses that are positively received.
Shared decision- Mental health nurses made few attempts at shared decision making with
making individuals (patients). They did pass patient requests on to the physician and

speak with family members about the patient’s plan of care.

When surveyed, nurses identified their highest agreement with providing holistic care.
However, evidence of this way of working was rare in both the interview and participant
observation data. When mental health professionals did take an individualized approach with
their patients, it was experienced by the individual as helpful and affirming. It also provided new
knowledge to support the individual’s recovery.

Two PCC constructs, engaging authentically and being sympathetically present, were

also highly supported by nurses. Interview and observational data, although limited, did suggest
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mental health nurses demonstrated these ways of working more commonly; when they did, the
results were positive. The construct, working with person’s beliefs and values, had moderate
agreement ratings by nurses. Although there was limited interview and observational data to
support this construct, the existing data were inspiring and hopeful. When nurses took the time to
understand patients’ concerns and wishes, they provided helpful responses that are positively
received.

The remaining PCC construct, shared decision-making, had lower agreement ratings
among nurses surveyed. There was concordance among the three types of data, as interview and
observational data revealed very little evidence of this way of working. There was no observed
shared decision-making between an individual and their nurse. Concordantly, interview findings
revealed only one instance of shared decision-making between a nurse and an individual
receiving care.

Integrated Practice Patterns

Based on the integrated themes produced from the Pillar Integration Process, three
patterns were developed to describe the how nurses conduct and navigate their practice within
the care environment. These patterns captured the complex interrelatedness of the prerequisites,
care environment, and care process domains of the Person-centred Practice Framework.
Practice Pattern One: Mental health nurses maintain a separation from patients and often
deliver nursing care from a distance.

On inpatient units, there is a clear separation between nurses and the individuals in their
care. Nurses often stayed together in the nursing station, which had Plexiglas protection on two
units. Individuals remained on the outside and, often, nurses responded to their requests for care

from inside the nursing station. Individuals tended to mingle around the nursing station waiting
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to catch the attention of a nurse, but the opportunities to spend time with their nurse were
infrequent. Even when they sought out their nurse at the nursing station, interactions were short,
primarily transactional and experienced from a standing position.

Adequate staffing levels and skill mix did not change these practices. Individuals
receiving care described insufficient communication with nurses and a lack of knowledge about
their care plan. Given the few, brief interactions patients have with their nurses, this is a natural
but unfortunate consequence. Although most nurses reported exhibiting effective interpersonal
skills, patient accounts indicate that nurses use these skills inconsistently. Furthermore, nurses
demonstrated behaviors that, at times, did not respect the dignity of the individuals in their care.
Individuals waited varying lengths of time to be acknowledged by a nurse but some requests
made at the nursing station did not get a response.

Although nurses were noted to deliver competent care, the care was primarily of a routine
nature and did not focus on mental health needs. The majority of the care provided did not
require the nurse to spend time "with" the person and was task-based. Nurses were competent in
assisting patients in moving through the day and were responsive to their physical needs.
However, they were less likely to implement interventions or activities that were supportive of
the individuals’ mental health. Nurses did not initiate programming or other therapeutic activities
on inpatient units and there was little evidence of nurses spending one-on-one time with patients
to discuss their mental health concerns. In spite of the limited time that nurses and patients had

together, individuals expressed appreciation for the positive interactions they had with nurses.
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Practice Pattern Two: Mental health nurses practice in an organizational culture that
supports the status quo, which is not person-centred care.

Mental health nursing practice no longer has a strong relational foundation to support
individuals receiving mental health services. Practice has become primarily transactional, with
tasks completed upon request. Relationship building and therapeutic engagement between the
patient and nurse are not promoted or valued in the care environment. Patients and nurses spend
little time together. Given that person-centred and recovery-focused care have been a national
policy priority for almost two decades, current clinical mental health practices suggest that the
shift has stalled and the status quo prevails.

Nurses do not facilitate decision-making directly with individuals in their care. Patient
participation in care decisions is weak and advocacy related to patient rights was absent. The
only significant experience of shared decision-making involved patient participation in
interdisciplinary rounds, which was the practice on one unit only. However, the extent of the
individual’s participation in rounds is unknown.

Many nurses do not have a strong clarity regarding their beliefs and values or a strong
commitment to the job. However, nurses are working in an organizational cultural that does not
promote these personal attributes and no resources were identified that would build nurses’
capacity to engage in PCC with individuals. Not surprisingly, nurses also demonstrated little
capacity to practice innovation and risk taking, which also suggests that nurses are working in a
risk-adverse environment with reduced autonomy to provide PCC. It was also evident that
although nurses worked within collegial teams and were included in care decisions, they

continue to work in a hierarchical system with little evidence of power sharing. Mental health
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nurses were active members of interprofessional teams, but ultimately, they were not equal
partners in care.
Practice Pattern Three: When mental health nurses and individuals co-engage in person-
centred moments, the results are inspiring and foster hope

Although there was scant evidence of shared decision-making in the practices of mental
health nurses, there were instances of nurses implementing other person-centred practices. The
evidence revealed that nurses had the professional knowledge and skills to engage
therapeutically with individuals and families and co-create trusting relationships. Inspiring
connections were made between nurses and patients that went beyond social interaction, were
meaningful to the individual and provided opportunity for growth. When nurses took the time to
get to know and understand their patients, individuals felt accepted and supported. Working with
patients as valued individuals elicited new knowledge about the patients’ concerns and needs and
was helpful to their recovery. It also enabled nurses to provide more individualized responses
that were positively received by those receiving care.
Pattern Summary

Mental health nurses in this study respond to individuals’ requests for routine care but are
not proactive in anticipating their needs. Patient requests are typically fulfilled with the
individual standing in the hall, separated from the nurse by an enclosed nursing station barrier.
The time spent with nurses consists primarily of brief interactions between individuals and their
nurse that take place while standing outside the nursing station. There was limited evidence of
care that focused on the individual’s mental health needs or care that included an understanding
of the individual’s beliefs and values. The nursing care was not relationship-based. In addition,

there was little evidence to support shared-decision making between nurses and their patients.



174

These practice patterns are the norm and they reflect an organizational culture that has not made
the shift to PCC. No policies or education were identified that promoted person-centred
practices, which suggests that it is not an organizational priority. In some instances, however,
intrinsically motivated nurses and those they cared for did engage in person-centred moments.
These moments were valued by both the nurse and the individual and resulted in memories that
stayed with the individual long after discharge.

Discussion

In this study we aimed to describe the person-centred practice patterns of mental health
nurses. The Person-centred Practice Framework describes the interconnectedness of staff
attributes, the care environment, and the delivery of PCC (McCormack & McCance, 2016). The
three patterns that were developed from the integrated data are reflective of this interdependence.
In weaving each pattern, multiple constructs within the framework were considered and
addressed.

The first pattern revealed that mental health nurses often deliver care from a distance,
creating a gap between the patient and their nurse. This result was also reported in other studies
examining inpatient mental health care. For example, those receiving care in Denmark noticed
mental health care professionals were often positioned in their office, away from patients
(Waldemar et al., 2018). They felt health care professionals observed and assessed them from
their office, where they were separated by glass (Waldemar et al., 2018). As in our study, this
created a sense of distance from the health care provider and made participants feel as though
they, “were standing on ‘the other side’ looking in, but not seen” (Waldemar et al., 2018, p.
1182). As a result, these participants also felt opportunities to share their feelings and

experiences with care providers were limited, making some feel isolated (Waldemar et al., 2018).
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Integrated findings from our study revealed that patients often had to request care from
nurses. An integrative literature review of individuals’ experiences of acute mental health care
(Schmidt & Uman, 2020) and a participant observation study examining interactions between
health care professionals and those they care for on inpatient mental health units (Waldemar et
al., 2019) had similar findings. Waldemar et al. (2019) reported that individuals were required to
make requests to staff as they were restricted by unit rules, leaving the impression they had to
plead for favors. For example, they had to rely on staff to access their belongings. Waldemar et
al. (2019) also reported times when health care professionals would talk to patients in a
condescending manner, such as telling them to go to their room as a parent would tell a child.
Similarly, in our study, there were instances when nurses did not respect the dignity of patients,
such as when they provided disrespectful responses. Schmidt and Uman (2020) reported that
individuals had to seek out care and often experienced a number of staff-related barriers to
accessing care such as feeling dismissed, intimidated, and disliked by nurses (Schmidt & Uman,
2020). Interview participants from one study in Schmidt & Uman (2020)’s review suggested the
implementation of dedicated time for conversations between patients and their health care
professionals as a way to improve engagement (Kalagi et al., 2018).

The second developed pattern described the impact of organizational culture on nurses’
ability to deliver PCC. As in our study, Waldemar et al. (2019) and Waldemar et al. (2018) also
reported lack of shared decision-making between health care professionals and those receiving
care. Waldemar et al. (2019) described practices that initially appear to be shared-decision
making, such as asking patient preferences; however, care planning decisions were ultimately in
the hands of health care professionals. Further, health care professionals in this study often

referred to unit rules when responding to patients’ needs or requests. Similarly, Waldemar et al.
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(2018) reported that individuals’ involvement in care decisions was limited. Those interviewed
reported that their involvement extended no further then accepting or declining suggested
medicine changes and reporting side effects (Waldemar et al., 2018). Other studies have also
identified system-related issues, such as a biomedical model, outdated practices, and entrenched
workplace cultures, as constraining progress towards a more collaborative approach to care
(Isobel et al. 2021; Wand et al., 2022). For example, two studies (Wand et al., 2022; Wyder et
al., 2017) reported an unsupportive organizational culture where nurses’ administrative load left
them with insufficient time to practice in a person-centred way. Findings from one narrative
synthesis (Wyder et al., 2017) indicated that even when nurses found the time to engage in
shared-decision making, for example regarding discharge planning, it was not uncommon for
plans to be changed by medical staff. As in our study, this speaks to nurses’ lack of power and
low-level position on the health care hierarchy. Further, Wyder et al. (2017) and one other study
(Rio et al., 2021) reported nurses were left to balance patient preferences with organizational risk
management policies.

When nurses did engage individuals in person-centred moments, the results were
inspiring and hopeful. This third and final pattern was developed from integrated data that
supported nurses’ delivery of PCC. In our study, nurses more frequently engaged in person-
centred practices showcased by how they behaved when interacting with those they cared for.
This finding aligned with Ahn and Shin (2023) who found that participants experienced good
mental health nursing when it was perceived that mental health nurses genuinely wanted to spend
time with individuals and get to know them. When nurses conveyed empathy and listening, those
receiving care felt comfortable to express how they were feeling (Ahn & Shin, 2023). As in our

study, participants in Ahn and Shin (2023) favoured care that respected their individual values
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and beliefs. Further, participants felt free to seek help if their nurse conveyed understanding for
their personal difficulties and provided practical advice (Ahn & Shin, 2023). In other studies,
empathy and listening were identified as importing building blocks in the nurse-patient
relationship that, when delivered, also encouraged individuals to share their personal difficulties
(Horgan et al., 2021; Moreno-Poyato et al., 2021). In one international study examining the
desirable qualities of a mental health nurse, it was found that empathy and compassion were
highly valued by those receiving care (Horgan et al., 2021). As in our study, participants in
Horgan et al. (2021) were looking for skilled nurses who demonstrated caring behaviours,
sensitivity, and compassion. Further, they too sought nurses who were accessible, available, and
were willing to dedicate time to connect (Horgan et al., 2021).

In summary, not all moments between an individual and their nurse can be person-
centred. Everyday routine practices, especially on an inpatient unit are required and expected.
However, integrated findings revealed that person-centred moments were the exception,
conducted by a small number of intrinsically motivated nurses. When these moments did occur,
they were valued by patients. Although person-centred moments were rare, even more rare were
person-centred moments of shared decision-making. Individuals receiving care were not equal
partners in the care process.

Strengths and Limitations of the Work

This study is one of only a few studies that specifically examined person-centre mental
health nursing care and it is the first study where person-centred mental health nursing care is
examined using multiple methodologies. In this study, person-centred mental health nursing care
is examined from three viewpoints: nurses, patients, and participant observation. Together, these

three perspectives create a novel, multidimensional understanding of person-centered mental
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health nursing care. Examined in isolation, each viewpoint would only provide a partial
assessment of PCC. Combining multiple methodologies allows a broader, more complete picture
of person-centred mental health nursing care. Finally, the chosen integration method for this
study, the PILLAR method, is an established integration method that provided specific directions
on how to conduct the integration. Following this method, 17 themes were developed. In this
study an additional step was taken in the integration; the 17 themes were analysed and re-
integrated to create three meta-themes. This is an adaption of the established PILLAR method
that can be considered by future researchers.

There are limitations to the study findings. First, data were collected in one Canadian
province and the results may not be generalizable or transferable to other provinces or countries.
However, the samples were varied and included people of different genders, ages, diagnoses, and
professional roles. Second, participant observation was conducted by a research assistant who
was also a mental health nurse working within the hospital where the observations took place.
Although the research assistant made every effort to remain unbiased, it is possible that her
recorded observations were impacted by her familiarity with the setting and the staff.
Recommendations for Further Research

It is recommended that future research focus on identifying facilitators of PCC and
develop intervention studies to provoke culture change and practice change. This includes
involving people with lived experience to contribute to solving practice issues and improving
care experiences. Strategies to reduce or eliminate the barriers to PCC identified in this study
should be explored. Emancipatory practice development research has the potential to strengthen
the capacity in mental health nurses to take ownership of their practice and deliver PCC. Other

intervention studies aimed at fostering person-centred principles among nurses could help
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improve nurses’ engagement in PCC. Further, the impact of COVID-19 on nurse-patient
engagement as it relates to PCC remains unknown and should also be explored in future
research. Finally, how nurse burnout impacts PCC is another important avenue to explore in
future.
Implications for Policy and Practice

Study findings revealed fragmented and under-practiced PCC in mental health,
underscoring the need for a fundamental shift in the approach of healthcare professionals and
organizations. The significant gaps in PCC indicate that merely implementing isolated, one-time
change events is insufficient to bring about lasting improvements in person-centred mental health
care and the development of person-centred cultures. To foster a more consistent person-centred
practice, a sustained commitment from health care professionals and health organizations is
essential (Edgar et al., 2020). Creating person-centred cultures requires a comprehensive and
ongoing transformation of attitudes, policies, and practices within the healthcare system. Nurses
should be provided with regular education and training that supports and fosters person-centred
principles. This involves not only training on the clinical advancements of mental health nursing,
but also refining therapeutic communication skills, clinical leadership, critical thinking, conflict
resolution, and shared-decision making with patients. Embedding such person-centred principles
into the fabric of practice development would empower nurses to consistently deliver PCC.
Further, organizations play a pivotal role in the formation of person-centred cultures through the
prioritization and incentivization of person-centered approaches. This includes revising policies
and procedures to align with PCC principles. In part, this would include moving away from risk-
averse care environments. Allocating resources for ongoing training and mentorship programs

are also crucial steps. Further, creating environments that encourage collaboration and power-
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sharing both among healthcare providers and between health care providers and patients is also
important. Until the organization makes steps to empower nurses to take ownership and power of
their practice, give nurses more autonomy to engage in shared-decision making with patients,
and positions them as equals within the health care team, their ability to practice PCC will
continue to be diminished.
Conclusion

In this study we examined the person-centred practice patterns of mental health nurses.
Three themes were developed from the integrated findings that revealed the interconnectedness
of constructs within the person-centred practice framework. When nurses practiced in a person-
centred way, it was valued by those receiving care. However, person-centred mental health care
was found to be limited as a result of staff attributes and organizational practices, policies, and

structures.
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Chapter 5: Conclusion
Chapter 5 is the conclusion chapter and provides an overview of the mixed methods study
including key findings from each study phase. Recommendations for education, practice, policy

and future research are provided.
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This concurrent mixed methods study makes a significant contribution to the existing
person-centred care (PCC) literature, as person-centred mental health nursing care is
understudied (Jang et al., 2022; World Health Organization (WHO), 2021). Specifically, study
findings bring new insights and understanding of person-centred mental health nursing practices
in one Atlantic Canadian province. This is the first Canadian study to examine person-centred
mental health nursing care using three distinct methods: 1) survey of nurses, 2) interviews with
patients, and 3) participant observation of the inpatient setting. It is the first to explore person-
centred mental health nursing care using observations in combination with qualitative interviews
with individuals who had recently received inpatient mental health care. As well, the quantitative
survey, the Person-centred Practice Inventory, has rarely been used with mental health nurses
and thus provides new information on their perspective of PCC. In full, the findings offer a
broader, more complete understanding of person-centred mental health nursing practice and the
culture in which nurses practice. The study findings can serve as a baseline from which a
provincial mental health workforce that embraces PCC as the model of care and supportive
organizational culture can be developed.

PCC is an approach to nursing that prioritizes the person as a unique individual (WHO,
2015). It has been associated with enhanced patient satisfaction (Allerby et al., 2020; Kuipers et
al., 2019; Rossom et al., 2016) and improved health outcomes, including shorter hospital stays
and enhanced functional performance (Ballard et al., 2018; Ekman et al., 2012; Fors et al., 2015;
Olsson et al., 2014; Wynia et al., 2018). Although PCC is regarded a core component of high-
quality health care (Langberg et al., 2019; Santana et al., 2017), implementation remains
challenging in many care areas for reasons such as professional attitudes, time constraints, and

traditional practices and structures (Moore et al., 2017). Operationalizing PCC in mental health
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settings can be particularly challenging as patient insight, autonomy, and cognition may be
impacted as a result of their illness (Moore et al., 2017). Although Canadian healthcare systems
report both endorsing and delivering PCC (Montague et al., 2017; Canadian Medical Association
(CMA) & Canadian Nurses Association (CNA), 2011), the state of person-centred mental health
nursing care in at least one Atlantic Canadian province remained unclear. This research study
aimed to explore the PCC practice patterns of mental health nurses in one Atlantic Canadian
province.

The overarching mixed methods research question was: What are the PCC practice
patterns exemplified by mental health nurses in one Atlantic Canadian province? This study had
three different data collection methods that were conducted concurrently and used to answer six
research questions:

1) What are the self-reported PCC practices of mental health nurses?

2) To what extent is the practice environment associated with the delivery of PCC?
3) What occupational, environmental, and demographic factors predict nurses’
delivery of PCC?

4) What are the occupational and demographic factors that predict a PCC

environment?

5) What is the nature of the tertiary inpatient care culture as demonstrated by unit
observations?

6) What are the PCC perspectives of individuals who have received mental health

nursing care in the past year?
The study results were presented in three separate chapters. The quantitative descriptive,

cross-sectional sub-study results were presented in Chapter 2 and the qualitative interview results
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were presented in Chapter 3. The participant observation results were summarized in Chapter 1
and Chapter 4, however, additional details regarding this method will be developed as a
publishable manuscript upon completion of this dissertation. The integration results were
presented in Chapter 4. Chapter 5 continues with a synopsis of the key findings, followed by
recommendations for education, practice, research, and policy.
Key Results

The results of each phase of the study are briefly outlined below.
Quantitative Phase

Seventy nurses completed the online survey that included three questionnaires, resulting
in a response rate of approximately 17.5%. Once analyzed, their data were used to answer
research questions one through four. Each domain of the Person-centred Practice Inventory-Staff
(PCPI-S) was scored high by nurses. For example, the mean score for the prerequisite domain
was 75.73 (SD = 9.4; maximum possible mean score = 90) while the mean score for the care
environment was 91.97 (SD = 16.91; maximum possible mean score = 125) and the mean score
for the care process was 68.91 (SD = 9.01; maximum possible mean score = 80).

A positive, statistically significant (rs= 0.45, p < 0.001) association was found between
the care environment of the PCPI-S and the care process; the measure of delivery of PCC. This
association suggested that as the care environment improves, so does the delivery of PCC.

To determine the occupational, environmental, and demographic factors that predict
nurses’ perception of the delivery of PCC, the care process domain score of the PCPI-S was used
as the outcome variable. The final occupational and demographic predictor variables in the

model were: 1) the prerequisites domain score on the PCPI-S, 2) the environment domain score
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of the PCPI-S, and 3) relationship with manager. The model explained 76.1% of the variance
observed in the PCPI-S (care process) score.

To determine the occupational and demographic factors that predict a PCC environment
two different models were developed; one model with the care environment domain score of the
PCPI-S as the outcome variable and one with the PCCQ-S total score as the outcome variable.
When using the care environment domain score of the PCPI-S as the outcome variable, the final
occupational or demographic predictor variables in the model were: 1) the prerequisites domain
score on the PCPI-S, 2) the care process domain score of the PCPI-S, 3) relationship with
manager, and 4) role satisfaction. The model explained 71.8% of the variance observed in the
PCPI-S (environment) score. However, when using PCCQ-S total score the only significant
occupational or demographic predictor variable was role satisfaction. The model explained
20.5% of the variance observed in the PCCQ-S score.

Qualitative Participant Observation Phase

Seven themes were developed from the observational data, each aligning with a domain
of The Person-centred Practice Framework. Three themes aligned with the prerequisites domain,
three themes aligned with the care environment domain, and one theme aligned with the care
process domain.

The three themes aligning with the prerequisites domain suggested that the required
attributes for effective PCC may not always be exhibited in the daily behaviors and actions of
mental health nurses. The theme unstable foundations for PCC represented the, often, weak
clarity of person-centred beliefs and values as well as commitment to the job present in the
observational data. The theme the nature of the care delivered was developed to highlight lack of

mental health care being received by individuals who often had to seek out their nurse for care.
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The theme interpersonal skills varied was developed to because many nurses exhibited
developed interpersonal skills, however, there were also several examples of poor nurse-patient
interactions.

Themes aligning with the care environment domain represent the backdrop on which
care was delivered. Observations pertaining to the seven environmental constructs yielded three
themes. Barriers to the development of a PCC were represented in two themes: 1) lack of
organizational guidance for implementation of PCC and 2) a care environment of diminished
personhood. The final theme, supportive team work, was developed to capture the many
observed examples of nurses working well with each other, and with other members of the health
care team.

The care process domain of the Person-centred Practice Framework is represented by five
constructs: working with individuals’ beliefs and values, authentic engagement, sympathetic
presence, shared decision-making, and offering holistic care. Nursing actions and behaviors that
aligned with these five constructs were infrequent in the interview and observational data.
However, when they did occur, the interactions were appreciated by patients. A singular theme
was developed to represent this data: person-centred practices, inspiring but fleeting.
Qualitative Interview Phase

Three themes were developed that captured participants’ experiences of inpatient person-
centred mental health nursing care, as it pertained to PCC. The first theme, rare moments of
PCC, represented the lack of PCC experienced by individuals receiving services on an inpatient
mental health unit; the majority of care received by participants was not individualized and their

self-identified needs were not given priority.
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The second theme was, the relationship with my nurse: a fluctuating connection. It was
developed to characterized the nurse-patient relationship; it was changeable and shaped by the
feelings that participants had towards the nurses who cared for them. Some participants
described positive relationships with their nurses, which helped them feel safe, protected and
ultimately, well cared for. Other participants identified nurse-patient interactions that were
negative, leaving them to feel that they were not in control of decisions made about their care
and treatment. As a results two sub-themes were developed: in good hands and limited control.

The final theme, the care environment as an uncertain space, was developed to address
contrasting perspectives about the care environment, which suggested uncertainty and fear.
Several participants described feeling that they were left on their own to navigate serious issues,
including their own safety. The subtheme, perils of an unknown environment, was developed to
represent this data. Others who were hospitalized for a longer period or had repeat admissions,
perceived the unit as feeling familiar, which put them at greater ease. Further, multiple
participants spoke of the positive impact that unit activities had on their recovery. The subtheme,
pearls of the care environment, was developed to represent this data.

Integration Phase

The Pillar Integration Process (PIP) was used to integrate the data and resulted in 17
themes, one for each construct of the Person-centred Practice Framework. Based on the
integrated themes, three patterns were developed to describe the how nurses conduct and
navigate their practice within the care environment. These patterns captured the complex
interrelatedness of the prerequisites, care environment, and care process domains of the Person-

centred Practice Framework.
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The first pattern was, mental health nurses maintain a separation from patients and often
deliver nursing care from a distance. In inpatient settings, there was a division between nurses
and the individuals in their care, as nurses were primarily situated in the nursing station. From
outside, individuals made requests for care that nurses often addressed without leaving the
nursing station; opportunities for individuals to spend time with their nurse was limited.
Although nurses reported that they possess effective interpersonal skills, patient accounts
revealed that nurses inconsistently applied these skills. Nurses demonstrated competence in
assisting patients with daily activities and attending to their physical needs, but there was little
evidence to indicate that they were providing mental health care; for example, there was limited
data obtained to indicate that nurses spent individualized time with patients to discuss their
mental health concerns. Further, nurses did not take the initiative to provide patient programming
or therapeutic activities on inpatient units.

The second practice pattern was, mental health nurses practice in an organizational
culture that supports the status quo, which is not PCC. Relationship building between patients
and nurses was not emphasized or valued in the care environment. Further, patient involvement
in care decisions was limited and shared decision making was uncommon. Many nurses lacked
clarity regarding their beliefs and values or a commitment to their profession. This may be
attributed to the organizational culture within which they work, that appeared to neither foster
these personal attributes nor enable nurses to engage effectively in shared decision-making with
individuals. Despite working in collegial teams and contributing to care decisions, nurses
appeared to function within a hierarchical system with minimal evidence of power sharing.

While they were active members of collegial teams, they were not equal teammates.
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The third practice pattern was, when mental health nurses and individuals co-engage in
person-centred moments, the results are inspiring and foster hope. Nurses possessed the
professional knowledge and skills necessary to establish therapeutic connections with individuals
and families, fostering trusting relationships. Some interactions between nurses and patients
transcended beyond social interaction, into meaningful spaces that were essential for growth.
When nurses invested time into understanding patient concerns and priorities, they provided
helpful responses that were well-received. Moreover, when nurses showed a sympathetic
presence while learning patient concerns and priorities, patients felt cared for and accepted.
Finally, when nurses used this information and took an individualized approach to care, the
experience was perceived as beneficial and affirming.

Strengths and Limitations

There are several study strengths to highlight. The Person-centred Practice Framework
was the theoretical framework for the study and it guided the study from development to the
interpretation of the result. The use of this established framework connected all aspects of the
study. In addition, person-centred mental health nursing was examined using three different
methods: 1) survey of nurses; 2) interviews with patients; and 3) participant observation of the
inpatient setting. Data collection resulted in three distinct data sets that were combined for a
more complete understanding of the current state of mental health nursing care in the province.
The existing literature on person-centred mental health nursing care from the viewpoint of
nurses, patients, and participant observation was either very limited or nonexistent. Further, this
was a provincial study with participants from all regions, also contributing to a more accurate
picture of the state of mental health nursing care. Finally, the PIP method is an established

integration method that provided specific directions on how to conduct the integration. The
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developed integration tables (Appendix H) show clearly the steps taken to developed integrative
themes. However, we built on the existing methods by adding an additional step; we re-analyzed
the 17 themes to create three meta-themes. There are additional strengths for each phase of the
research study that were described in chapter 2, 3, and 4.

There are some study limitations that must be presented. Although the three data sets
provided a more complete picture of PCC, the three data sets were collected during the period
between January 2022 and August 2022. Although changes or variations in PCC that took place
over this short period of time were likely captured, long-term potential fluctuations in PCC were
not captured. In addition, this study was conducted in one Atlantic Canadian province. As a
result, findings may not be generalizable to other provinces in Canada or other countries.

Recommendations

Outcomes of this study include recommendations for nursing education, practice,
research, and health care policy. These would be of particular interest to nurse educators, health
care administrators, nurse researchers, as well as government officials involved in policy
development and decision making.

Education

It is recommended that PCC competencies be emphasized during undergraduate nursing
education as it is important nursing students understand the many factors that contribute to
person-centred practice, including the required attributes of nurses. Learning ought to extend
beyond theory and into clinical practice settings so that nurses can understand the practical
implications of PCC. It is important for clinical instructors to model person-centred behaviors
and discuss with students how to independently practice PCC, even in instances when their co-

workers or the organization have not fully embraced person-centred practice. Critical thinking
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and problem-solving skills must be fostered, allowing students to navigate challenges in the
provision of PCC. Further, it is important for students to engage in self-assessment and reflection
on their person-centred practice. Constructive feedback from faculty is also vital to their
development, providing a means to refine and enhance their PCC skills. To provide guidance,
faculty themselves must also understand and embrace person-centred ways of working; PCC
education for faculty may be required

Practice

Complex challenges require complex solutions; the solution to operationalizing PCC is
multifaceted. The development of person-centred cultures must be continuous, collaborative,
participatory, and driven by health care providers and those receiving care. To change a health
culture is a significant undertaking that requires commitment from both staff and the
organization. One-off change events are ineffective for sustained cultural change; continuous
approaches to operationalizing PCC are supported in the literature (McCance et al., 2013).
Further, fostering reflective practice is important as nurses in this study primarily reported that
they provide PCC, which was not supported by results of the interviews conducted with
individuals who recently received inpatient care or participant observations.

Emancipatory practice development is one way to engage nurses in cultural change and
empower them practice in a person-centred ways; it is a recommended strategy to action PCC
(McCance et al., 2013). It gives nurses the power to make group practice changes that will
support PCC. Practice development is characterized as a continuous method for enhancing
quality of practice, prioritizing learning, and allowing flexibility in the implementation of
different care and work practices to promote effective PCC (Manley et al., 2008). Key to this

approach is transformational leaders and skilled facilitators, the capacity for learning within the
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context of practice, and the utilization of a systematic and rigorous change process (Manley et
al., 2011).

It is also important for the role of mental health nurses to be reconsidered within the
health care organization. A deconstruction of current practices is required to facilitate alignment
and focus on PCC and nurses’ professional identity. It is important for mental health nurses to
prioritize spending time with patients, including conducting unit programming, rather than
medication administration and unit management. There is an opportunity to leverage nurses’
skills and abilities to be clinical nurse leaders in the health care setting by providing mentorship,
acting as change agents, and coordinating care between patients, families, and the health care
team. Clinical supervision may be another way to support nurses in the provision of PCC.
Finally, managerial support for nurses is important; managers who are responsive and enable
effective workplace cultures and collective leadership are necessary to foster a culture of PCC.
Research

It is recommended the focus of future PCC research extend beyond nurses and examine
health care organizations. In order for PCC to be fully operationalized, mental health nurses must
have the autonomy to place the patient at the center of care and care decisions. In future,
researchers need to examine the organizational changes required for mental health nurses to fully
adopt person-centred practices. This ought to include how nurses are positioned in the health
care team and larger organization. In an organization that upholds person-centred principles, as
seen in magnet hospitals, nurses engage in clinical leadership and participate in shared
governance and organizational decision-making (McCaughey et al., 2020). They are valued
members of the health care team who do not work within a hierarchical structure. Future research

must highlight how organizations can alter practice structures to create space for and empower
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mental health nurses to practice PCC. Interventional studies to promote the operationalization of
PCC in mental health settings are limited. Determining the most effective interventions to
enhance person-centred practice among mental health nurses is a recommended research priority.
Policy

Review of policies that guide mental health nursing practice is important for PCC to be
fully operationalized. In order for individuals to guide their own care, mental health nurses need
the flexibility to make decisions with those receiving care. Therefore, a review of policies to
ensure they support autonomy among mental health nurses are recommended. Further, although
mental health nurses have the skills to conduct risk assessments, it is recommended that
organizational policies be reviewed to ensure they are non-punitive in the event that a patient
self-harms or completes suicide unexpectedly. Often, in inpatient settings, many policies support
a one-size-fits-all approach to care. As a result, regardless of ones level of risk, nurses are bound
by the same safety policies as every patient in their care. This contributes to a risk-adverse
system that does not support PCC.

Conclusion

We now know that person-centred mental health nursing care is not fully operationalized
within one Atlantic Canadian Province. Some nurses possess the attributes required for PCC,
however, often routine practice prevailed. Interview participants and participant observations
indicated that nurses do not regularly practice in a person-centred way, however, when they do it
is noticed and appreciated my individuals receiving care. There may be organizational barriers
that are resulting in diminished person-centred practice. A multifaceted approach including

strategies such as clinical supervision, emancipatory practice development, and policy



206

development, is required to make a successful cultural shift to one that upholds person-centered

principles and fosters person-centred nursing practice.
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Appendix A

The Person-centred Practice Inventory-Staff



Please indicate how much you agree or disagree with each of the following statements:

213

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

| have the necessary
skills to negotiate care
options.

When | provide care |
pay attention to more
than the immediate
physical task.

| actively seek
opportunities to
extend my
professional
competence.

| ensure | hear and
acknowledge others
perspectives.

In my communication |
demonstrate respect
for others.

| use different
communication
techniques to find
mutually agreed
solutions.

| pay attention to how
my non-verbal cues
impact on my
engagement with
others.

| strive to deliver high
quality care to people.

| seek opportunities to
get to know people
and their families in
order to provide
holistic care.

10.

| go out of my way to
spend time with
people receiving care.
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11.

| strive to deliver high
quality care that is
informed by evidence.

12.

| continuously look for
opportunities to
improve the care
experiences.

13.

| take time to explore
why | react as | do in
certain situations.

14.

| use reflection to
check out if my actions
are consistent with my
ways of being.

15.

| pay attention to how
my life experiences
influence my practice.

16.

| actively seek
feedback from others
about my practice.

17.

| challenge colleagues
when their practice is
inconsistent with our
team’s shared values
and beliefs.

18.

| support colleagues to
develop their practice
to reflect the team’s
shared values and
beliefs.

19.

| recognise when there
is a deficit in
knowledge and skills in
the team and its
impact on care
delivery.

20.

| am able to make the
case when skill mix
falls below acceptable
levels.

21.

| value the input from

all team members and
their contributions to

care.

22.

| actively participate in
team meetings to
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inform my decision-
making.

23.

| participate in
organisation-wide
decision-making
forums that impact on
practice.

24.

| am able to access
opportunities to
actively participate in
influencing decisions
in my
directorate/division.

25.

My opinion is sought
in clinical decision-
making forums (e.g.
ward rounds, case
conferences, discharge
planning).

26.

| work in a team that
values my contribution
to person-centred
care.

27.

| work in a team that
encourages everyone’s
contribution to
person-centred care.

28.

My colleagues
positively role model
the development of
effective relationships.

29.

The contribution of
colleagues is
recognised and
acknowledged.

30.

| actively contribute to
the development of
shared goals.

31.

The leader facilitates
participation.

32.

| am encouraged and
supported to lead
developments in
practice.
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33.

| am supported to do
things differently to
improve my practice.

34.

| am able to balance
the use of evidence
with taking risks.

35.

| am committed to
enhancing care by
challenging practice.

36.

| pay attention to the
impact of the physical
environment on
people’s dignity.

37.

| challenge others to
consider how different
elements of the
physical environment
impact on person-
centredness (e.g.
noise, light, heat etc).

38.

| seek out creative
ways of improving the
physical environment.

39.

In my team we take
time to celebrate our
achievements.

40.

My organisation
recognises and
rewards success.

41.

| am recognised for
the contribution that |
make to people having
a good experience of
care.

42.

| am supported to
express concerns
about an aspect of
care.

43.

| have the opportunity
to discuss my practice
and professional
development on a
regular basis.

44.

| integrate my
knowledge of the
person into care
delivery.
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45.

| work with the person
within the context of
their family and carers.

46.

| seek feedback on
how people make
sense of their care
experience.

47.

| encourage the people
to discuss what is
important to them.

48.

| include the family in
care decisions where
appropriate and/or in
line with the person’s
wishes.

49.

| work with the person
to set health goals for
their future.

50.

| enable people
receiving care to seek
information about
their care from other
healthcare
professionals.

51.

| try to understand the
person’s perspective.

52.

| seek to resolve issues
when my goals for the
person differ from
theirs perspectives.

53.

| engage people in
care processes where
appropriate.
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Appendix B

The Person-centred Climate Questionnaire — Staff
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Instructions for use:
This questionnaire aims to measure the extent to which the climate of a health
care setting is perceived as being person-centred. The questionnaire provides
14 statements for which you are asked to agree or disagree by ticking the most
appropriate box. Please respond to all statements.

I experience this No, [ No, I No, I Yes, | Yes, | Yes, |
disagree disagree partly partly agree agree
ward as: completely disagree agree completely
0 1 2 3 4 5

1. A place where I

feel welcome. |:| |:| |:| |:| |:| |:|

2. A place where |
feel

acknowledged as |:|
a person.

[]

L1 O

[]

[]

3. A place where I
feel I can be
myself.

4. A place where
patients feel safe.

5. Aplace where
staff talk to
patients so that
they can
understand.

6. A place which
feels homely.

7. Aplace that has
something nice to
look at (e.g.
views, artwork
etc)

I I O R
I I I o O R
I I I o O R
I I I B o O R
I I I B o O R
I I I B o O R

8. A place where it
is quiet and
peaceful.

[]
[]
[]
[]
[]
[]
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10.

A place where it
is possible to get
unpleasant
thoughts out of
your head.

A place which is
neat and clean.

N I I e B N I

I 0 T I (I e B

I experience this

ward as:

No, I
disagree
completely

0

No, |
disagree

1

No, |
partly
disagree

2

Yes, I

partly

agree
3

Yes, I
agree

4

Yes, |
agree
completely
5

11.

A place where it
1s easy for
patients to keep in
contact with their
loved ones.

[]

[]

[]

12.

A place where it
is easy for
patients to receive
visitors.

13.

A place where it
is easy for
patients to talk to
staff.

14.

A place where
patients have
someone to talk to
if they so wish.
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Appendix C

Demographic and Work-Related Survey Questions



5)

6)

7)
a)

What is your sex?
Male
Female

Rather not say

What is your age in years?

In which setting do you practice?
Community

Inpatient

Emergency services

other

Which best describes the population you care for in your nursing practice?
adult mental health

geriatric mental health

child/youth mental health

adult addictions

youth addictions

forensic

other

How many years since your graduated as an RN?

How many years have you been nursing with mental health/addictions?

What is your highest level of nursing education?

Diploma

222



9)

Undergraduate
Masters

PhD

Which health care authority do you practice in?
Eastern

Central

Western

Labrador-Grenfell

Private practice

Do you hold a current certification in psychiatric mental health nursing from the

Canadian Nurses Association?

a)
b)

10)

yes

no

Which best describes you nursing role?
direct care nurse

nurse practitioner

patient care facilitator

management

nurse educator

clinical nurse specialist

other

How satisfied are you in your current nursing position?
very satisfied
satisfied

Not satisfied
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12)

13)

Do you intend to leave your position in the next 12 months?
yes
no

undecided

How would you describe your relationship with your immediate manager?
Good
Fair

Poor
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Appendix D

Workplace Culture Critical Analysis Tool Revised
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Workplace Culture Critical Analysis Tool Revised (WCCATR)

Date: Unit: Time Period: hrs to
hrs
Normal Staffing level (RNs & LPNs): Number of RNs/LPNs present:

Number of Constants:

General comments on care environment as relevant to the observation (is there anything out
of the ‘ordinary’ that will influence or interfere with the observation?)

What is the overall milieu of the ward environment during the observation time? Circle terms
that apply.

- Emotional state: calm (tranquil), uncomfortable (uneasy), anxious (on edge), very

tense, frightening (terrifying)

- Aggression: cooperative, uncooperative, argumentative (conflict, shouting, making
threats), violent (combative)

- Activity: goal directed, aimless, disruptive




- Social cohesion: cohesive, fragmented

Observation Area 1: PREREQUISITIES
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Observer Prompts

Observation Notes

Context

What do you observe
that indicates:

Professional
competence -
practitioner
development/use of
knowledge, skills and
attitudes to negotiate
and provide care. For
example:

e Delivering
competent care

e The knowledge
and learning
that is
privileged in the
care setting

® Practitioners
learning and/or
developing
their
professional
competence




Developed
interpersonal skills -
communicating and
engaging with service-
users and significant
others. For example:

® Paying
attention to
non—verbal
communication
and how this
might impact
on others

e Using
interpersonal
skills to
negotiate care

e Demonstrating
respect for self
and others
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Commitment to the job
- commitment to
providing person-
centred, evidence
informed care. For
example:

e Delivering high
quality care
that is
informed by
evidence

e Spending time
with people
receiving care




Clarity of beliefs and
values — being clear
about the values and
beliefs that influence
care. For example:

e Demonstrating
actions that
reflect core
values and
beliefs

e Working with a
shared vision

e (Consistency
between
desired values
and beliefs and
those
experienced by
others

Knowing ‘self’ -
awareness of ‘self’
when engaging with
others. For example:

e Drawing on
own and
others
strengths and
skills

e Seeking out
and making
use of
feedback

e  Providing
challenge and
support in the
setting
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Observation Area 2: PRACTICE ENVIRONMENT
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Observer Prompts

Observation Notes

Context

What do you
observe that
indicates:

Appropriate skill mix -
practitioners experience
and expertise to care for
patients. For example:

e Skill mix in the
team delivering
care

e Visibility of
practitioners

e Input fromall
team members
being valued

e level/type of
busyness within
the environment




Shared decision-making
systems and power
sharing - evidence of
practitioners discussing
decisions. For example:

Practitioners
(across
disciplines) and
leaders actively
engage with
each other in
decision making
and taking
action

How people are
talked about and
the language
used
Practitioners
appear well
informed about
what is going on
in the team and
the wider
organisation

Effective staff
relationships -
Practitioners working
together, evidence of
collegiality. For example:

Everyone being
encouraged and
supported to
contribute to
person-centred
care
Practitioners
offering and
receiving
challenge and
support
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Supportive
organisational system -
polices and other
resources that support
care delivery. For
example:

e Drawing on
evidence
informed policies
supporting the
delivery of
person-centred
care

e Practitioners
feeling
recognised,
supported and
involved in
decision-making
about care
(environment)
and
organisational
governance

Potential for innovation
and risk taking - Support
for sharing ideas to
improve practice. For
example:

e Preparedness to
take calculated
risks and/or
utilise new ways
of working

e  Promoting
innovation in
care

e  Proportionate
risk assessment;
where people’s
needs are
balanced with
risk reduction




The physical
environment - The care
environment is
welcoming and conducive
to delivering person-
centred care. For

example:

e People
friendliness of
the physical
environment

e  (leanliness,
safety, tidiness,
light, colour,
noise

e Use of space and
spaces
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Observation Area 3: PERSON-CENTRED PROCESSES
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Observer

Prompts

Observation Notes

Context

What do you observe
that indicates:

Working with persons’
beliefs and values-
Practitioner is aware of
and works with service-
user’s values (what is
important) and beliefs
(how things are). For
example:

Diversity is
respected and
included in care
Privacy is
honoured

Needs and
choices are
known and
included in care
processes
Practitioners get
to know service
users and use the
knowledge as
part of
engagement and
care
Practitioners
seeking feedback
on how people
make sense of
their experiences




Engaging authentically -
Practitioners are genuine
in the way they engage
with others. For example:

e  Practitioners
being their
natural-self

e Understanding
the person’s
perspective and
where
appropriate
resolving
differences

e Being present
when working
with service users
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Shared decision making -
Evidence of practitioners
involving patients and
those important to them
in decisions about care.
For example:

e  Choices and
decisions are
represented in
care planning,
documents, and
discussions (such
as hand-
overs/reports and
meetings)

e Others that
matter to the
person receiving
care are included
and involved in
care

e  Shared decisions
are being made
and acted on




Being sympathetically
present - Practitioners
listen and take time to find
out what is important for
the patient. For example:

e  Persons
narratives/care
experiences is
listened to and
responded to

e  Practitioners pay
attention to the
person’s needs
and not only the
immediate task
at hand

Working holistically -
attentive towards a
person’s physical,
emotional, sociocultural
and spiritual needs. For
example:

e  Persons are
receiving care
that reflects all
the domains that
matter to them

e Choices are
reviewed and
care plans
updated as
needed
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Feedback from staff:
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Reflect on how what you have observed contributes to the existence of a healthful culture.
What have you observed that indicates that service-users and practitioners experience the
way things are done within the setting as being conducive to their well-being and personal

growth?
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Appendix E

Information Poster for Participant Observation
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For Your Information!

You may note that there is a nurse researcher present on
the unit from time to time. Your personal information is
NOT being recorded. The researcher is studying the
nursing care practices of mental health inpatient units.

The data is being collected as part of a research study title “Exploring the person-centred
care practice patterns of mental health nurses: A mixed methods study.” If you have any
qguestions regarding this study please contact study lead Chantille Isler, PhD Candidate
at Memorial University Faculty of Nursing (Phone: 709-765-4047 Email:
v43cihb@mun.ca). You may also contact the Health Research Ethics Authority at (709)
777-6974 or info@hrea.ca should you have concerns about this study.

n

Eastern

Health

- A

UNIVERSITY


mailto:info@hrea.ca
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Appendix F

Interview Recruitment Poster
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Were you recently admitted to a psychiatric
inpatient unit in the past year?

Would you like to share your experience as part
of a research study?

We are trying to gain an understanding of the nursing care experiences of
those who have received adult inpatient mental health nursing treatment
in the past year. The data is being collected as part of a research study
title “Exploring the person-centred care practice patterns of mental
health nurses. A mixed methods study.”

Contact study lead Chantille Isler (phone: 709-765-
4047 Email: v43cihb@mun.ca) if you are interested in

participating in a 45-minute interview. You will be
provided with a $100 gift card as a thank you for your
time.

If you have questions regarding your rights as a research participant please
contact the Health Research Ethics Authority at (709) 777-6974 or info@hrea.ca

Eastern

Health

Vi | A
UNIVERSITY
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Appendix G

Semi-Structured Interview Guide



10.

1.

12.
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Can you describe your experience of receiving mental health nursing care as an inpatient?
Describe your favorite nurse?

a) What did they do?

b) How did they act?

¢) Can you tell me about a time when you had a particularly good experience being
cared for by a mental health nurse?

Could you share any experiences you have had where the mental health nursing care you

received was particularly unhelpful?

Was there anything about the inpatient environment that you found particularly helpful to
your recovery?

. Was there anything about the inpatient environment that you found particularly unhelpful

to your recovery?

What advise would you give to a mental health nurse on how to better care for those with
mental illness in future?

How were your ideas incorporated into the care you received?
Can you tell me about a time when you felt herd and your ideas were respected?

Do you feel that nurses got to know you while you were there? For example, did they
spend time with you? Did they talk to you?

Did the nurses take a caring approach with you? For example, did you feel good when
you were in their company? Did they help you?

Did anything happen during your stay that you felt uncomfortable about?
a) Did you ever feel unsafe?

b) How did your nurse respond?

Did you feel your nurse was working for you or in your best interest?
a) What did they do to show you that?
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Appendix H
Joint-Display of the Care Process Domain using the PIP Method
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Care QUANT PILLAR INTER- INTERVIEW OBSER- OBSERVATION
Process DATA VIEW QUAL VATION QUAL
Construct Category QUAL DATA QUAL DATA
THEME THEME

Holistic High Integrative | Theme: Exert 1: I think the fact that they Theme: Exert 1: Staff celebrating a
Care Agree- Theme: Rare allowed me like quiet space [was PCC patient’s weight loss as it is his
Nurses were in | ment When moments of | helpful to my recovery] because the | practices, goal for discharge to lose weight
high agreement mental PCC unit was so busy and [ was having inspiring but | and better his mobility. The RN
that they Mean health anxiety issues while I was in there, fleeting and LPN provided positive
provide score = professional what if I came up to the nursing reinforcement for person to keep
treatment and 4.4 (SD = | s took an station and just asked, can I just go up the good work (2E_13h_19S).
care that pays 0.7) individualiz into this quiet room and read or do
attention to the ed approach whatever? They were very helpful in Exert 2: The social worker used
whole person with their doing that (2_53-57) . paper and a pen to communicate

through the
integration of
physiological,
psychological,
sociocultural,
developmental
and spiritual
dimensions of
persons”
(Slater et al.,
2017, p. 544).

patients, it
was
experienced
by the
individual as
helpful and
affirming. It
also
provided
new
knowledge
to support
the
individual’s
recovery.

Exert 2. Oh yeah. | have a stuffed
animal that goes everywhere with
me. It’s a cat, a stuffed cat. Well I’ve
had him for years and years and he’s
an exact duplicate of a real cat I had
at one time. And my daughter had
given me this stuffed animal and of
course I slept with it and hugged it
and it was a kind of a security
blanket I guess. And of course, by
the time I left everybody knew its
name which is Ginger. Then when I
left that day, they all said, goodbye
Ginger. [laugh]Like they got to
know me. They got to know my
personality. Yea, it did. It made me
feel like they were paying attention
to me. You know they knew I was
there (8_187-200).

with a person who has a speech
impediment. This was very
successful and she understood
what he was looking for in terms
of housing for discharge. She told
the nurses that this was the best
form of communication with this
particular person. The RN
assigned to the person indicated
she would add it to his handover
report for other nurses to see
(13E_13h_19S).
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Sympathetic
presence: “An
engagement
that recognizes
the uniqueness
and value of
the individual,
by
appropriately
responding to
cues that
maximize
coping
resources
through the
recognition of
important
agendas in their
life” (Slater et
al., 2017, p.
544).

High
Agreeme
nt

Mean
score =
44 (SD=
0.6)

Integrative
Theme:
When
mental
health
nurses spent
time getting
to know
their
patients,
patients felt
cared for
and
accepted.

Theme:
Rare
moments of
PCC

Exert 1: ...I had tried to commit
suicide and that’s why I was in there.
And every day she [a nurse] came in
and she would ask my mood. She
wouldn’t say, do you feel like killing
yourself today? Like the other nurses
would come in and say, do you feel
like you want to take your own life
today but I mean she didn’t phrase it
that way. It was more of a
sympathetic thing. She was just so
nice (8_37-45).

Exert 2: [One nurse] took an interest
in getting to know me as well. Like
he noticed my tattoo and he talked to
me about a show that I liked and he
watched and that sort of thing. A
personal sort of connection but not
like unprofessional, just knew that it
would calm me down and so he
started talking about something
while he had to do what he was
doing (2_84-86, 88-90).

Theme:
PCC
practices,
inspiring but
infrequent

Exert 1: RN used positive
reinforcement and encouraging
language when discussing with a
patient her plan to go on a day
pass. RN and patient discussed
the importance of this next step in
her treatment plan. This
interaction occurred in the
doorway of the patient’s room
(31W_09h_8A).

Exert 2: A patient ... came to the
nursing desk. The person was
tangential and started talking
about his family. An RN ... was
actively listening to the person.
When they paused, the RN asked
him a follow up question ... This
got the [person] to answer her
question and he went into more
detail about his childhood. The
nurse continued to actively listen,
leaning toward the person,
maintaining eye contact and
nodding her head. She continued
to ask the [person]| questions
about his life where she could. At
the end of the conversation the
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person was becoming
increasingly tangential and the
story was no longer making sense
therefore she dismissed the
conversation by indicating to the
person that she had to prepare her
report (17W_19h_A16).

Engaging
authentically:
“The
connectedness
of the
practitioner
with a patient
and others
significant to
them,
determined by
knowledge of
the person,
clarity of
beliefs and
values,
knowledge of
self and
professional
expertise”
(Slater et al.,
2017, p. 544).

High
Agreeme
nt

Mean
score =
44 (SD=
0.6)

Integrative
Theme:
Authentic
engagement
b/t the nurse
and patient
went beyond
social
interaction
and came to
rest at a
place
meaningful
to the
individual.
It was an
opportunity
for growth.

Theme:
Rare
moments of
PCC

Exert 1: There was another nurse in
PAU. She would get really personal
with you, not really personal with
you but kind of the same thing like
she’d have a conversation with you
and take care of you in a way that’s
not just oh, yeah, this is what’s
wrong with you, you need this.
She’d actually say, I saw you here
yesterday and you weren’t acting
like that, what happened? Like
really, and I think we need that
especially (1 _143- 149).

Exert 2: Like she [a nurse] could
talk to me on my level and I really
liked that. (1_142-143).

Theme:

PCC
practices,
inspiring but
infrequent

Exert 1: RNs seem to have
rapport with patients allowing
them to adjust their tones and
their communication style with
different patients. For example,
the RN joked with a patient after
he had come out of the tub as he
stated, “That tub is huge!” and the
RN replied, “We’ll have to get
you rubber ducky for the next
time!” Patient laughed with
nursing staff (18W_13h_8A).

Exert 2: A patient approached
nursing desk asking for pain
medication. The RN checked the
MAR and noticed that he could
not have any at this time due to
already receiving the medication
within a recent timeframe. The
patient then became upset and
started raising his voice at the
RN. The RN used a calm tone of
voice and suggested other
methods [non-medicinal] to
alleviate his pain. RN was able to
deescalate patient within 5
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minutes and the patient walked
away from desk (3W 13h 8A).

Working with
persons’
Beliefs and
Values:
“Having a clear
picture of what
the patient
values about
his/her life and
how

he/she makes
sense of what is
happening from
their individual
perspective,
psychosocial
context and
social role”
(Slater et al.,
2017, p. 544).

Moderat
Agree

Mean
score =
4.1
(SD =
0.6)

Integrative
Theme:
When
nurses
understand
patients’
concerns
and wishes,
they provide
helpful
responses
that are
positively
received.

Theme:
Rare
moments of
PCC

Exert 1: If there was a medication I
found I didn’t like, I would say to
them, I don’t think this is working
for me and they would talk to the
doctor or sometimes they would
even research it for me and print out
the information for me and kind of
go over it with me and show me why
it’s good for what I need (1_461-
465).

Exert 2: Like I did find my ideas
were listened to. I didn’t feel like I
was pushed aside (1_465-466).

Sub-theme:
Limited
Participation
by
individuals
in care
decisions

Exert 1: RN using deescalating
techniques with a patient who
was experiencing paranoia. The
patient asked for juice however he
indicated that he could only drink
out of Styrofoam cups because he
believed he was allergic to paper.
The nurse reminded him that he
had drank from a paper cup the
day prior however if he was more
comfortable with Styrofoam cups
she would have some ordered for
him. This interaction took place
in the kitchen. The nurse then
came back behind the nursing
desk and promptly asked the
MSA to bring Styrofoam cups to
the unit. Styrofoam cups were
brought to the unit 30 minutes
later (15W_13h_8A).

Exert 2: The night shift RN went
around and introduced herself to
her assigned patients. One person
was in their room and the other
was in the TV room. She had a
patient who identified as a trans
female and she asked the person
their preferred name and
pronouns. The person thanked the
RN for asking and told her their
name and desired pronouns
(8W2_19h_158).
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Shared Integrative | Theme: Exert 1: If [ wanted to take my Sub-theme: | Exert 1: A RN noted to be
Decision Lower Theme: Rare medication a little bit earlier one Limited speaking to a family member
Making: The Agreeme | Mental moments of | night, I could say to the nurse, you Participation | about a patient’s care plan before
facilitation of nt health PCC know, what do you think if I tried by letting them off the unit. RN
involvement in nurses made this, and they’d say, well, it would individuals | using sympathetic language.
decision- few attempts be better if you did it this way or it in care Family member thanked RN for
making by Mean at shared would be better if you tried it this decisions the care being provided to the
patients and score = decision way. Maybe we can switch it to the patient (7W2_09h 12S).
others 3.7 making with morning. Let me talk to the doctor.
significant to (SD = patients. They were really open to anything I Exert 2: Another RN was in the
them by 0.8) They did had to say (1_455-459). rounds room with her patient
considering pass patient from 0956 to 1021
values, requests on (28W_09h_8A).
experiences, to the
concerns and physician
future and speak
aspirations with family
(Slater et al., members
2017, p. 544). about the

patient’s

plan of care.

Listing Matching checking Checking Matching Listing

1 2 3 3 2 1
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Appendix I

Recruitment Email Sent by Provincial Nursing Regulatory Body
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Dear Registered Mental Health Nurse

We welcome you to participate in a research study that is exploring the person-centred care
practice patterns of mental health nurses. You are invited to complete this survey package
because you identified as a mental health nurse on your 2021/22 registration and you indicated a
willingness to be contacted for research purposes. Your input is valuable in collecting
information that represents the voice of mental health nurses in the province. To read more about

the survey and to participate, please click the link below.

https://mun.azl.qualtrics.com/jfe/form/SV_8J2orMAGMsPA4D4



https://mun.az1.qualtrics.com/jfe/form/SV_8J2orMAGMsPA4D4
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Appendix J

Participant Recruitment Poster - Survey
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Registered Nurses working In Mental
Health & Addictions! Let your voice
be heard!

You are invited to complete a survey regarding the care
you provide in your work environment!

Survey Link: https://mun.azl.qualtrics.com/jfe/form/SV_8J2orMAGMsPA4D4

The data is being collected as part of a research study title “Exploring the person-
centred care practice patterns of mental health nurses: A mixed methods study.” If you
have any questions regarding this study please contact study lead Chantille Isler, PhD
candidate at Memorial University Faculty of Nursing (phone: 709-765-4047 Email:
v43cihb@mun.ca). If you have questions regarding your rights as a research participant
please contact the Health Research Ethics Authority at (709) 777-6974 or info@hrea.ca

Vi VI O R 1A
UNIVERSITY


https://mun.az1.qualtrics.com/jfe/form/SV_8J2orMAGMsPA4D4
mailto:info@hrea.ca
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Appendix K

Information Letter - Survey
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0

UNIVERSITY

Information Letter

Study Title: Exploring the person-centred care practice patterns of mental health nurses: A
mixed methods study proposal

Principle Investigator: Chantille Isler, MN RN PhD(c) Co-PI: Joy Maddigan PhD RN

Faculty of Nursing, Memorial University Faculty of Nursing, MUN

Email: v43cihb@mun.ca email: jmaddigan@mun.ca
Co-Investigator: Alice Gaudine, PhD RN Co-Investigator: Robin Burry PhD RN
Faculty of Nursing, Memorial University Faculty of Nursing, MUN

Dear Registered Mental Health Nurse

You are being asked to participate in a research study that is exploring the person-centred care practice
patterns of mental health nurses in your province. You are invited to complete this survey package
because you identified as a mental health nurse on your 2021/22 CRNNL registration and you indicated
a willingness to be contacted for research purposes. This study is part of my PhD dissertation. | hope to
establish the types of person centered care practices that are demonstrated by mental health nurses
while caring for individuals on an inpatient unit. The survey package includes three short questionnaires.
The first is a 13 item demographic questionnaire. The second questionnaire is the Person Centered Care
Inventory that consists of 59 items that uses a Likert scale. This tool measures different aspects of
person-centered care demonstrated by nurses. The third questionnaire, the Person Centered Climate
Scale, contains 14 items and focuses on measuring aspects of a person-centred unit climate. The three

guestionnaires will take less than 15 minutes to complete.

Taking part in this study is voluntary. You may take as much time as needed to complete the survey. It is
possible that you will become upset or distressed while answering the survey questions. At the end of
the survey, we have provided a list of mental health resources that you can contact. We also encourage

you to seek assistance from your medical provider if required.

There is no direct benefit to you in participating in the study. The survey is anonymous meaning that
there is no way for the researcher to determine who submitted the survey. This also means that once

you have submitted your responses there is no way for your questionnaires to be removed. Only three


mailto:v43cihb@mun.ca
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people will have access to your completed questionnaires: Chantille Isler (study PI), Dr. Joy Maddigan
(Chantille’s PhD Supervisor & Co-Pl), and members of the Health Research Ethics Board who oversee the
conduct of ethical research in our province. If you have any questions about taking part in this study,
you can contact the investigator who is in charge of the study. That person is: Chantille Isler PhD (c) RN

(Tel: 709 765 4047/ E-mail: v43cihb@mun.ca). Alternatively, you can talk to someone who is not

involved with the study at all, but can advise you on your rights as a participant in a research study. This
person can be reached through the Ethics Office (Tel: 709-777-6974/ Email: info@hrea.ca). This study

has received ethics approval.

You can access the survey package by clicking on the following link:

Once you click on the link, you are giving your consent to participate in the study.
Thank you

The Research Team


mailto:v43cihb@mun.ca
mailto:info@hrea.ca
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Appendix L

Interview Consent Form
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\'i % -
UNIVERSITY
Consent to Take Part in Research

QUALITATIVE COMPONENT

TITLE: Exploring the person-centred care practice patterns of mental health nurses: A mixed
methods study

RESEARCHER(S): Chantille Isler RN PhD(c) Phone Number: 709-765-4047
SUPERVISOR(S): Dr. Joy Madigan

SPONSOR/FUNDER: N/A

You have been invited to take part in a research study. Taking part in this study is voluntary.
You may choose to take part or you may choose not to take part in this study. You also may
change your mind at any time.

This consent form has important information to help you make your choice. It may use words
that you do not understand. Please ask Chantille Isler, the researcher who will talk with you, to
explain anything that you do not understand. It is important that you have as much information
as you need and that all your questions are answered. Please take as much time as you need to
think about your decision to participate or not, and ask questions about anything that is not clear.
You may find it helpful to discuss it with your friends and family. Chantille Isler will tell you
about the study timelines for making your decision.

1. Why am I being asked to join this study?

You are asked to join this study because you have received inpatient hospital care from mental
health nurses sometime during the last year. This study will gather information about mental
health nursing practice. Your time as a patient will provide helpful information about what
mental health nurses do, and how they do it. We will measure the kind of care that you received
from nurses to better understand ways to improve it.

2. How many people will take part in this study?

Eight individuals will be interviewed about the care they received from mental health nurses
while they received treatment on a mental health inpatient unit.

3. How long will I be in the study?
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As a participant of this study, you will be asked to take part in one interview only. The interview
will take no more than one hour (60 minutes) and you can decide when you want to stop.

4. What will happen if I take part in this study?

If you agree to be interviewed for the study, a meeting with the researcher will be made for a
time that is good for you. You can choose to meet in person or by video. The researcher, who is
also a nurse, will first talk to you about the study and the kinds of questions you will be asked.
The researcher will go through the consent form with you and when you are sure you understand
the study, you will sign the consent form. A copy of the consent will be given to you. When you
are ready, the researcher will start the interview. The interview will be about one hour but you
can stop the interview at any time. You will be asked to talk about the care you received from
nurses during your most recent inpatient admission Waterford admission (that occurred within
the last 6 months). You can choose not to answer questions if you wish. You can stop the
interview if you become upset or distressed and continue at another time. Those individuals who
choose video conferencing as a means to be interviewed do not have to turn on their camera,
unless they choose to do so.

Your interview with the researcher will be audio recorded. The researcher will not ask for your
name or any other identify information during the interview, but if you provide identifying
information, she will ensure this is not entered into the transcript. If you like, I can call you by a
different name to keep the information in the interview even more private. The recorded
information will be written out (transcribed) by a professional and confidential service that will
also double check that the written interview does not contain any information that could identify
you. The information from the interview will be analysed by the researcher and the researcher’s
PhD supervisor. The audio recording will be destroyed after it has been transcribed and checked
for accuracy.

5. Are there risks to taking part in this study?

During the the interview, you may become uncomfortable or experience some anxiety, emotional
and/or psychological distress due to the nature of the questions. Remember, you can skip
questions, take a break or stop answering at any time. The researcher can also provide you with a
list of mental health resources to contact if you need support after the interview.

It is important for you to understand if during the interview your responses indicate that there is a
serious risk of harm to yourself or others, confidentiality will be broken in order to protect you or
another person from harm. If we feel that you need urgent care as result of participating in this
research study we will intervene according to routine clinical care practices.

Even though your name will not be part of the audio recording or the written interview, your
voice may still be identifiable as your voice. Three people, the researcher, the researcher’s
supervisor and the professional who writes out the interview will be the only ones to hear the
audio recording.

There is an inconvenience of time. Each study interview will take about approximately 90
minutes as the consent process will be done prior to the interview.
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Despite protections being in place, there is a risk of unintentional release of information.
Researchers will make every attempt to protect your privacy.

6. What are the possible benefits of participating in this study?

There may not be direct benefit to you from taking part in this study. We hope
that the information learned from this study can be used in the future to benefit
other people with mental health nursing care.

7. IfI decide to take part in this study, can I stop later?

It is your choice to take part in this study, participation is voluntary. You can change your mind
at any time during the interview, or after the interview is completed. The study team may ask
why you are withdrawing for reporting purposes, but you do not need to give a reason to
withdraw from the study if you do not want to. Withdrawal from the study will not have any
effect on the care you will receive. If you decide to leave the study, you can contact your
researcher. If you withdraw after the interview is completed you have the right to request the
destruction of your information collected during the study, or you may choose to leave the study
and allow the investigators to keep the information already collected about you until that point. If
your interview data has been analyzed it cannot be removed from the study findings.

8. What are my rights when participating in a research study?

You have the right to receive all information that could help you make a decision about
participating in this study, in a timely manner. You also have the right to ask questions about
this study at any time and to have them answered to your satisfaction.

Your rights to privacy are legally protected by federal and provincial laws that require safeguards
to ensure that your privacy is respected.

Signing this form gives us your consent to be in this study. It tells us that you understand the
information about the research study. When you sign this form you do not give up any of your
legal rights against the study doctor, sponsor or involved institutions for compensation, nor does
this form relieve the study doctor, sponsor or their agents of their legal and professional
responsibilities.

You have the right to be informed of the results of this study once the entire study is complete.

You will be given a copy of this signed and dated consent form prior to participating in this
study.

9. What about my privacy and confidentiality?
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Study information collected during the study will kept at Memorial University and stored in a
secure, locked place that only the researcher and the researcher’s supervisor will be able to
access. Study information is kept for 5 years before it is destroyed.

All information that identifies you will be kept confidential, and to the extent permitted by
applicable laws, will not be disclosed or made publicly available, except as described in this
consent document. Every effort to protect your privacy will be made. Even though the risk of
identifying you from the study data is very small, it can never be completely eliminated. The
study data will be stored securely at Memorial University of Newfoundland, in the Faculty of
Nursing, Room 5004 Education Building for 5 years and then destroyed. If there is a breach of
your privacy resulting from your participation in this study within that time you will be notified.

10. Your access to records

You have the right to see the information that has been collected about you for this study. If you
wish to do so, please contact the researcher.

11. Declaration of financial interest, if applicable
Not applicable

12. What about questions or problems?

If you have any questions about taking part in this study, you can meet with the principal
investigator who is in charge of the study. That person is:
[Chantille Isler, 709-765-4047]
Or you can speak with her supervisor:
[ [Dr. Joy Maddigan at 709-864-3606]

Or you can talk to someone who is not involved with the study at all, but can advise you on your
rights as a participant in a research study. This person can be reached through:

Ethics Office at 709-777-6974
Email at info@hrea.ca
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Signature Page

My signature on this consent form means:
e [ have had enough time to think about the information provided and ask for advice if
needed.

e All of my questions have been answered and I understand the information within this
consent form.

e Junderstand that my participation in this study is voluntary.

e [ understand that I am completely free at any time to refuse to participate or to withdraw
from this study at any time, without having to give a reason, and that this will not change
the quality of care that I receive.

e Junderstand that it is my choice to be in the study and there is no guarantee that this
study will provide any benefits to me.

e [ am aware of the risks of participating in this study.
e I do not give up any of my legal rights by signing this consent form.
e [ understand that the interview will be audio recorded for the purpose of data analysis

e T understand that all of the information collected will be kept confidential and that the
results will only be used for the purposes described in this consent form.

e [ agree to take part in this study.

Signature of participant Printed name Day Month Year

Signature of person conducting Name printed Day Month Year
the consent discussion

To be signed by the investigator:

I have explained this study to the best of my ability. I invited questions and gave answers. |
believe that the participant/substitute decision maker fully understands what is involved in being
in the study, any potential risks of the study and that he or she has freely chosen to be in the
study.
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@nature of Researcher Name Printed Day Month

Year



