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ABSTRACT

Objective: Few studies describe characteristics of content of person-centrered care (PCC) in hospital care. Therefore, this study
aim to describe and compare documentation in medical records regarding content of PCC for two diagnostic groups; Chronic
Obstructive Pulmonary Disease (COPD) and Chronic Heart Failure (CHF) at a medical department in a hospital in Sweden.
Methods: Documentation within medical records (n = 121) regarding content of PCC (patient resources, responsibility, i.e.
partnership) were analysed by a mixed methods.
Results: The results describe documented health care activities (medical records) among patients (COPD1 = 88; CHF2 = 33)
treated at medical wards practicing PCC (n = 69, 391/302) and traditional medical wards (n = 52, 491/32). The study showed
limited documentation in all medical records regardless of care; however, patients with CHF have higher documentation regarding
content of PCC compare to COPD in 6 (symptoms, home situation, objectives, caring activities, patients resources, continuing
care) out of 7 areas (planning processes).
Conclusions: To improve health care with limited resources, there is need to switch mind-sets from what (diagnosis) to who
(resources) using all evidence (expert = scientific to expert = lived experiences) by collecting narratives to facilitate mutual
health plans (partnership). This change in healthcare organisation facilitates by transformative and shared leadership to improve
teamwork (health professionals, patient, relative) in partnership with all involved.
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1. INTRODUCTION
Almost all health care in Sweden is founded by taxes and the
allocation of common resources puts focus on the efficiency
of governmental needs and goals. The increasing number
of elderly does gradually consume a more and more exten-
sive part of the health care forcing stakeholders to prioritize
limited public resources between generations.[1] Another
perspective is that new technology creates more options re-

garding diagnosing and treatments but raise the costs and
contribute to a competition of available resources.[2–4] Dur-
ing an upcoming generation and technology driven competi-
tion of public resources, the ability of the patient seems to
be forgotten. As a contrast to an impersonal public health-
care a movement, person-centred care (PCC) has rapidly
become popular. PCC is an approach grounded in philoso-
phy about being a person (patient, relatives, staff) and the

∗Correspondence: Kristina Rosengren, Assoc. Prof.; Email: kristina.rosengren@gu.se; Address: Sahlgrenska Academy, Institute of Health and Care
Sciences, University of Gothenburg, Sweden.

Published by Sciedu Press 7



jha.sciedupress.com Journal of Hospital Administration 2019, Vol. 8, No. 2

kind of resources the person possess. Patients’ narrative, the
partnership and documentation in a co-creation is a teamwork
between the patient and the health care professionals. This
cornerstones is the key factors in PCC to focus on available
resources possessed by the patient rather than routines and
technology in the health care sector.[5–8]

Background
Implementation of person-centeredness in Swedish health-
care is considered to be hindered by organizational bound-
aries that becomes obvious when patients move between
hospitals, primary health, community health and/or social
care. A strict separation of budgets between caregivers main-
tains procedures that disadvantage continuity and collabora-
tion. This problem becomes apparent when admissions and
discharges from hospital lack adequate care planning. It is
well known that patients who receive primary care and home
healthcare are sent to hospital without sufficient considera-
tion.[9–11] One of the effects is overcrowded emergency de-
partments and long waiting time for discharge from inpatient
care, especially for multiple comorbidity and frail elderly per-
sons.[12] In addition, when patients are transitioned between
in-patient care, municipal home care service and/or round-
the-clock home nursing, nursing homes and primary care
centres, health plans are still missing. It is known that lack of
planning contributes to frequent use of healthcare.[2–4, 13, 14]

Elements of paternalism, path-dependent behaviour and or-
ganizational inertia has been identified as reasons to the lack
of health care professionals-patient partnership.[15, 16] How-
ever, a successful implementation of person-centeredness
has proven to improve the health care professionals-patient
partnership. Such a partnership starts with patient’s narra-
tive, recorded and documented in a structured manner. The
narrative in combination with traditional examinations and
test results make a common ground for a mutual health care
plan. It incorporates goals and strategies such as discharge

planning as well as short and long term follow-up.[5–8] The
impact of PCC has been questioned regarding routines and
procedures in the clinic.[17] Consequently, the aim was to
study the impact of PCC by describing and comparing medi-
cal records from two diagnostic groups, chronic obstructive
pulmonary disease (COPD) and chronic heart failure (CHF)
at a medical department in a hospital in Sweden.

2. METHOD
2.1 Settings
The lack of knowledge regarding the presence of practicing
PCC during hospital stays and transfers between caregivers
motivated the use of a mixed method.[18] The study was con-
ducted in a medical department at a university hospital with
1,200 beds and 17,000 staff members in the western county
of Sweden populated with 1.6 million inhabitants. PCC was
implemented in five different hospital wards from the year
2010 to 2013. Using PCC assumes that the experiences, in-
dividual conditions, resources and restraints of the patient
are considered and documented in order to improve the out-
come of the health care. The movement from standardized
to person-centred is expected to be documented in a mutual
care plan within 24-72 hours from arrival to the caregiver.[17]

2.2 Sample and data collection
Inclusion criteria were medical records regarding the two
diagnostic groups (COPD and CHF) was divided into four
wards (50% practicing PCC, 50% non-practicing PCC) at a
medical department, university hospital in western part of
Sweden. The medical records were selected and followed
from January 2015 to December 2015 (121 medical records
were included, see Table 1) and were divided into two parts,
patients with hospital stay in a medical wards practicing PCC
(COPD = 39, CHF = 30) and wards with no PCC (COPD =
49, CHF = 3). Exclusion criteria were patients in hospice
care.

Table 1. Overview of data
 

 

 PCC/Non PCC ward Diagnosis Diagnosis/Care approach 

Number of 

patients 

PCC ward 

n = 69 

COPD  

n = 88  

PCC COPD  

n = 39 

Non PCC ward 

n = 52 
 

Non PCC COPD  

n = 49 

 
CHF 

n = 33 

PCC CHF 

n = 30 

  
Non PCC CHF  

n = 3 

Total N = 121 N = 121 N = 121 
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2.3 Data analysis
We used mixed methods,[18] descriptive statistics and qual-
itative content analysis[20] to map how PCC is documented
in medical records for two diagnostic groups (COPD and
CHF) at medical wards. The method was used to identify
conflicting opinions and unsolved issues regarding mean-
ing and use of concepts, procedures and interpretation. The
concepts of PCC were based on well-documented person-
centred approach,[5–8] i.e. patient as an equal partner and
obligation of staff to promote interaction regarding health
plans together with different caregivers (inpatient and home
healthcare). The review of medical records included diagno-
sis, symptoms/functions, home situation, goals to fulfil, care
planning, caring activities, patient’s resources and continuing
care (next caregiver). The quantitative approach involved
measurement and quantification of numbers. Descriptive
statistics (Microsoft Excel, 2013) were used for analysis of
the reviews of medical records variables (see Table 1). Data
was presented in proportion (%) focusing content of PCC
care, and findings are presented in Tables 2-4.

2.4 Ethical considerations
Ethical approval and permission for the study was obtained
from the regional ethical review board (diary number 098-15)
and the manager of the medical department. No information
about individual patients was obtained though respect for
the individuals was a main concern during the study why

confidentially were kept. In addition, a scientific systematic
data analysis was performed to ensure validity and reliability
of results. Ethical guidelines for human and social research
were considered throughout the study.[21]

3. RESULTS
The results are divided in two parts, descriptive proportion
regarding documented healthcare activities (medical records)
in relation to content of PCC due to if patients diagnosed
with COPD and CHF treated at medical wards that practicing
PCC (n = 69) or non-practicing PCC medical wards (n = 52).
The other part, focus on how PCC is described in medical
records.

3.1 Documented healthcare activities in relation to PCC
due to patients diagnosed with COPD and CHF

Over all, the results showed a modest documentation in line
with PCC regardless of care (PCC, non PCC) and content
(symptoms/functions, home situation, goals to fulfil, care
planning, caring activities, patients resources, continuing
care). However, wards practicing PCC (n = 69) documented
more in line with the content of PCC (patient resources, re-
sponsibility, i.e. partnership) regarding symptoms/functions,
home situation, goal to fulfil, patient’s individual resources
(effort and responsibility) and continuing care (next care-
giver) then non-PCC wards (n = 52), see Table 2.

Table 2. Documented PCC activities in medical records
 

 

Documentation according to PCC PCC ward (%) Non PCC ward (%) 

Symptom/function 36 15 

Home situation 29 12 

Goal settings 29 12 

Care planning 22 37 

Caring activities 39 42 

Patients resources 29 77 

Continuing care 22 73 

 

Accordingly, the results showed differences regarding the
visibility of PCC in the medical records, for example docu-
mentation of symptoms/functions from a patient’s perspec-
tive were more visible in medical records when staff used
PCC approach (PCC 36%) than traditional care (non PCC
15%). However, medical records in non-PCC wards showed
more elaborated records regarding care planning and caring
activities compared to medical records from PCC-wards (see
Table 3). Moreover, patient suffering from CHF treated at
medical PCC-wards (30 out of 33) showed more substantial

documentation regarding content of PCC (patient resources,
responsibility, i.e. partnership) than patients suffering from
COPD (39 out of 88). The use of patient’s resources when
planning the health care differed between the two diagnos-
tic groups (CHF = 97.7%; COPD = 74.4%). In addition,
the study showed differences regarding symptoms/functions
(CHF 53.3%; COPD 20.5%), home situation (CHF 44.3%;
COPD 15.4%), caring activities (CHF 63.3%; COPD 20.5%),
and continuing care (CHF 90%; COPD 76.9%) as shown in
Table 3.
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Table 3. Documented PCC activities, comparison COPD-CHF
 

 

Documentation according to PCC COPD (n = 39)  CHF (n = 30) 

Symptom/function 20.5% 53.3% 

Home situation 15.4% 43.3% 

Goal settings 17.9% 23.3% 

Care planning 20.5% 16.7% 

Caring activities 20.5% 63.3% 

Patients resources 74.4% 97.7% 

Continuing care 76.9% 90% 

 

The results showed differences in relation to age. The pa-
tients who suffered from CHF were older then patients with
COPD (80.2 year COPD and 88.4 year CHF). However, the
study showed significant differences (5 out of 8 factors) re-
garding comparison of means (STD) of documented PCC

due to diagnosis (COPD-CHF), especially regarding home
situation (1.8 COPD, 2.8 CHF). Despite of age, the patients
who suffered from CHF (n = 30) were more involved in
building the care plan than patients with COPD (n = 39), see
Table 4.

Table 4. Comparison of means (STD) of documented PCC due to diagnosis
 

 

Documentation according to PCC Means PCC COPD (n = 39)  Means PCC CHF (n = 30) 

Symptom/function 
1.9 (1.2) 

p < .05 

3.0 (1.3) 

p < .05 

Home situation 
1.8 (1.3) 

p < .01 

2.8 (1.1) 

p < .01 

Goal settings 1.7 (1.3) 1.9 (1.3) 

Care planning 1.8 (1.5) 1.7 (1.3) 

Caring activities 
2.02 (1.2) 

p < .01 

3.07 (1.1) 

p < .01 

Patients resources 3.3 (1.4) 4.1 (0.6) 

Continuing care 
3.4 (1.2) 

p < .05 

4.1 (0.5) 

p < .05 

Hospital stay 5.6 (5.7) 7.2 (4.3) 

Age 
80.2 (9.3) 

p < .01 

88.4 (4.2) 

p < .01 

 

3.2 Content of documented healthcare in relation to
person-centred approach

The second part of the results described the documentation
of PCC in medical records (n = 69) at the PCC-wards due
to use of words focusing on partnership (patient, relatives,
staff). The PCC-wards used more general Swedish words
and less Latin or medical jargon, for example “infections in
his/her lungs” instead of “pneumonia”. A person-centred
approach could be viewed in the text of medical records such
as:

“. . . dialogue with patients and review of basic diseases, no
use at present to carry out further investigations or new med-
ications, got support from physiotherapist regarding mobi-
lization and advice on home exercise. Patient is satisfied with
the decision and agree regarding the care plan.” (Women 73

year)

“. . . carried out investigations, initiate treatment of heart fail-
ure with fluid-inducing medication to facilitate breathing,
body examination, sampling, patient receiving a mutual care
plan describing the cause of admission, examinations, assess-
ments and treatment. Offered care planning, patient decide
to say no to further care planning though patient highlight
that it works well at home without adding more home care.”
(Man 95 year)

Another example to describe PCC in medical records was
the use of narrative with focus on patient’s resources as a
tool in the rehabilitation phase.

“. . . would like to dance again and to visit a dance competi-
tion that are running in a few weeks, very active, good social
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life situation.” (Women 75 year)

“. . . The patient thinks she got enough home health care right
now, the patient believes that she can manage a cord at home
despite impaired eyesight.” (Woman 82 year)

The practice of PCC was visible by a scheduled hospital stay
already included in the first mutual care plan:

“. . . Scheduling with cardiac monitoring, blood samples, ultra-
waves and X-ray chest and heart. Planning treatment with
diuretic and antihypertensive medications, expected hospital
stay 4-7 days. Care plan is written, the nurse go through the
content as planning, investigation, treatment and continued
care. The patient get successfully recovery when he is admit-
ted from hospital; follow up at the clinic for heart failure.”
(Man 87 year)

Moreover, documentation regarding patient’s resources was
frequently described in medical records from PCC-wards
compare to non-PCC wards.

“. . . Have driving license and drive his car. . . Self-managing
daily living activities, is verbal and communicative.” (Man
82 year)

“. . . Like to take a walk, visit theatre and be with her children
and friends.” (Women 79 year)

Furthermore, the content in the mutual care plan was doc-
umented as discussions between staff members such as
nurses/physicians and patients as well as relatives, which
is exemplified in the following text:

“. . . the patient is very determined and don’t wanted to be
actively exercised, training independently with PEP, does not
want home healthcare, say no to care planning.” (Man 74
year)

“. . . Have been happy to try xx for help quit smoking. The
patient does not feel able to go home today despite being
relatively affected and therefore she stay for another few
days.” (Woman 80 year)

“. . . The patient is informed of cause of hospital stay, results
of blood samples and treatment. Meet a physiotherapist be-
cause that patient feels unstable when he walks ... Nurse
informs his wife of the planned admission home. Say no
to care planning, denies meeting with staff from community
care. It works well with the wife’s home service.” (Man 69
year)

“. . . Say no to care planning, gradually improved, the pa-
tient will arrange follow-up at the health centre by herself.”
(Women 58 year)

In summary, documentation regarding content of PCC in

medical records was modest regardless of care (PCC, non
PCC) and content (symptoms/functions, home situation,
goals to fulfil, care planning, caring activities, patients re-
sources, continuing care). The majority of all text in medical
records focused on physiological health care aspects.

4. DISCUSSION
This study’s aim was to compare documentation regarding
content of PCC in medical records for two diagnostic groups
(COPD, CHF) at a medical department in a hospital in Swe-
den. The medical and care planning records were analysed
regarding diagnosis, symptoms/functions, home situation,
goals to fulfil, care planning, caring activities, patient’s re-
sources and continuing care (next caregiver). The results
showed differences due to diagnosis PCC-wards. Patients
with CHF (n = 30) showed more documented care activities
in line with PCC than medical records from patients suffer-
ing from COPD (n = 39). Another aspect was that 30 out
of 33 CHF patients stayed at a PCC-ward, compared to 39
out of 88 COPD patients. Those differences could be related
to wards working according to PCC approach, documented
more frequently than non PCC-wards, i.e. an effective hos-
pital care with less hospital stays.[22–24] In addition, the re-
sults show a modest number of medical records in line with
PCC regardless of wards (PCC/non PCC) or diagnosis (CHF,
COPD) why improvement is needed to visualize all resources
(patients, health professionals) to improve health care and
quality of life.[7, 8, 25] One example is prolonged hospital stay,
re-admission and less satisfied patients due to lack of partner-
ship that influence recovery and/or rehabilitation as well as
quality of life. Improving healthcare due to limited resources,
partnership and teamwork (patient, relatives, staff) is key fac-
tors to acknowledge patients experiences of his/her body
and everyday life situation, as well as health professional’s
knowledge in caring and curing. Research shows[22–27] that
PCC is one tool to fulfil this gap, though health care need to
improve the use of available resources (staff/patients experi-
ences, knowledge).[7, 10] It could be viewed as unethical only
to use part of the resources that are evidence based (health
professionals knowledge) though patients experiences is sig-
nificant to improve quality of care.[1, 28]

One conclusion of the results is that health professionals
think they work according to PCC, but the concrete working
organisation is still not structured to a PCC approach.[7]

By highlight resources instead of shortcomings such as
health problems, tacit knowledge can be visible and doc-
umented.[7] Such partnership has proven to be dependent
on agreements between patients and health professionals.[8]

PCC approach[19] is highlighted as a switch of mind-sets by
health professionals and patients, from what a patient are, di-
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agnosis as CHF, COPD with health problems, moving to who
the patient is (strengths, resources, interests = forces) that
could be used to improve health by using available resources.
In Sweden there is a growing movement in implementing
PCC,[19] that include a structural working organisation (narra-
tive, mutual health plan) in partnership, i.e. shifting mind-set
in a structural teamwork.[10, 25] All health professionals (as-
sistant nurses, nurses, occupational therapists, physicians,
physiotherapists etc.) and patient’s as well as relatives follow
a mutual health plan as partners (expert-expert). This organi-
sational change is considered to need a firm leadership[28] to
improve a public health care with long traditions and deeply
rooted routines. For example, research showed that imple-
mentation of PCC in a hierarchical health care organisation
need a structural working approach built on evidence-based
knowledge, no ad hoc way of working.[8, 10, 25] Moreover, a
relationship based leadership as transformative leadership[29]

and shared leadership[30] is one way of change mind-sets in
health care. Leader’s/manager’s role is to find solutions to
improve quality of care by using all available resources in
health care working together all actors involved as a team
(health professions, patients, relatives), all on board with no
exception.[19]

Limitations

A limitation of this study is that data is collected from one
medical department at one university hospital in Sweden.
However, the data collection was performed within four dif-
ferent medical wards (2 traditional care, 2 PCC-approach),
which makes the study results more transferable. However,
the degree of transferability of these results to other settings
outside medical departments must be considered carefully,
why more studies are needed in other settings with other
diagnostic groups then COPD and CHF. Furthermore, the
trustworthiness of the results[18, 20, 21] was ensured through
a scientific systematic analysis that used well-documented
methodology of mixed methods.[18] Our data from medical
records improve our knowledge regarding content of PCC

in relation to hospital stays, which could improve PCC dur-
ing hospital care. However, the study’s validity should be
discussed considering to its limitations above, why further
studies are needed to develop knowledge of the characteris-
tics of PCC.

5. CONCLUSIONS
Limited documentation in line with PCC approach high-
lighted a switch of mind-sets by health professionals and
patients, from what a patient are (object) to who the patient
is (resources) to improve health care, i.e. using all avail-
able resources (expert-expert, synergy effects) though it is
unethical to miss use limited resources in health care. Man-
age and lead a structural teamwork (health professionals,
patient, relatives) that include collecting narrative to build a
mutual health plan in partnership (expert to expert) with all
involved need a kind but firm leadership to improve health
care with limited resources. A relation based leadership as
transformative leadership as well as shared leadership based
on PCC approach is leadership models that facilitate change
of mind-sets in healthcare organisations (resources versus
problem/needs) to use limited resources based on evidence
(scientific, lived experiences).
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