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Abstract  

Background: Patient-centered care (PCC) including collaborative practices are core components of 

modern health care. Despite this, it has proven difficult to implement.  

Aims: To examine (1) health-care professionals’ (HCPs) perception of whether they perceive a PCC 

culture, their attitudes towards involving patients in decisions, and their experiences of barriers for 

PCC; (2) variables that may contribute to explain differences in perceived person-centered culture. 

Methods: A questionnaire survey of HCPs from 27 different departments from two university 

hospitals in Denmark. HCPs were eligible if they held a profession as physician, registered nurse, 

nurse assistant, physiotherapist, occupational therapist, dietician, midwife or psychologist, and 

excluded if they reported not being involved in patient treatment and care. The questionnaire 

consisted of four items from the Context Assessment Index (CAI). The remaining items were 

purpose-designed.  

Results: In total 1,140 (24% response rate) HCPs completed the questionnaire and were included in 

the analyses. Most of the HCPs perceived a culture of PCC (e.g. 91% agreed or agreed to a high 

degree that patients were provided with opportunities to participate in decisions). Most HCPs also 

held positive attitudes towards involving patients in decisions. Time and prioritization from the 

management were perceived as barriers for PCC and many HCPs also believed that involving 

patients in decisions could be difficult for the patients. The HCPs who were least involved in 
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treatment and care, and working in the acute setting or in surgery, were least likely to perceive a 

PCC culture. HCPs with the longest or shortest educations, and HCPs working primarily with out-

patients or with planned in-patients, were most likely to perceive a person-centered culture.  

Conclusion: The HCPs generally perceived a culture of PCC and held positive attitudes towards 

involving patients in decisions. To further promote PCC, time and prioritization must be invested at 

an organizational level.  

 

Keywords: PCC; Collaborative practices; Health care professionals; Barriers and facilitators; 

Attitudes; Cross-sectional survey.     

Introduction  

Person-centered care (PCC) can be defined as an approach to treatment and care that aims at 

securing that patients or clients are at the center stage of care delivery, and is an approach 

underpinned by values of respect, understanding and the individuals’ right to self-determination [1-

6].  PCC is a broad concept that may be understood at different levels and it includes several 

components and processes [6-8]. E.g. Mead and Bower [7] included the following elements in their 

model of PCC: the biopsychosocial model, ‘patient-as-person’, sharing power and responsibility, 

therapeutic alliance, and ’doctor as person’. Accordingly, definitions and operationalizations of 

PCC varies as they put more and less emphasis on different aspects of the concept [6-8]. Lately, 

more emphasis has been put on PCC as a culture, involving formal, as well as informal, components 

[6,8,9], it is understood as a contextual phenomenon [8,10], and relationships and collaborative 

practices are seen as crucial elements [6,8,11].  

 

Today, PCC is accepted as one of the key goals of care and treatment in many countries, including 

Denmark [6, 12-15]. Introducing more PCC has been shown to result in more satisfied patients, 

fewer adverse events, and reduced health care utilization [16-18]. In addition, several studies have 

shown that HCPs also value PCC [19-21]. However, PCC has proven difficult to practice and 

implement PCC [2,12,15,22].  

 

Lack of PCC implementation and practice has been shown in several studies. For example, studies 

have shown that there are differences between the level of involvement patients wanted and the 
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level they experienced [15,23], that there are important differences in the goals of communication 

between HCPs and patients [21], and that some patients experience poor communication with HCPs 

about the risks and benefits of various treatment options [24]. In addition, many patients feel that 

their needs are not being heard or attended to [25-27], and when assessing patients’ perception of 

the level of PCC practices, scores are moderate [28]. Further, several studies have shown 

difficulties with implementing specific tools or procedures supporting PCC [13,27]. 

 

To further understand why it is difficult to implement and practice PCC, it is important to 

investigate the PCC culture in the health care system, attitudes towards PCC among HCPs and 

potential barriers of PCC perceived by HCPs. Most studies of these topics have focused more 

narrowly on shared decision-making [e.g. 13]. In the present study, we wished to adopt a broader 

understanding of person-centered care, however, still realizing that we could not cover all aspects of 

PPC. We decided to operationalize PCC as collaborative practices which is, as previously 

mentioned, a central component of PCC [6,11,21]. So far there have been few studies of barriers to 

PCC culture more broadly, only been relatively few studies in a European context, most studies 

have been qualitative, few studies have included HCPs with different professions, and few studies 

have investigated associations between experienced barriers of person-centered care and 

characteristics of HCPs and the setting in which they work.  

The aims of this study were thus to investigate hospital employed HCPs’ perception of: a) PCC 

culture defined as the existence of collaborative practices, b) attitudes towards involving patients in 

decisions, and c) barriers for PCC and collaborative practices. Finally, we investigated d) which 

variables related to the health care system and the HCPs that may contribute to explain differences 

in perceived person-centered culture. 

 

Methods 

Overall design  

This was a cross-sectional survey that took place at two large University Hospitals in Denmark 

from January 2020 to March 2020.  
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Setting 

In total 27 departments from two University Hospitals were selected for the study. They were 

selected to represent at least one department of each somatic specialty (e.g. neurology, pediatrics, 

oncology, urology, surgery, and so forth). Psychiatry was not included in this study. To select 

which departments to include from each of the two hospitals, the first author flipped a coin to 

randomly select the departments. It is not possible to give a detailed description of the 27 

departments as there were large variations. Some of them had one or two wards and an out-patient 

clinic; others were large departments with up to six or seven wards, more than one out-patient clinic 

and sometimes also distributed across different locations. However, we also believe that this is less 

relevant, as this study was not designed to investigate differences between specific departments, but 

rather to make an overall assessment of PCC in the health care system.  

From each included department we received a list of all employees, their email, profession, and 

department.  

 

Inclusion and exclusion criteria 

Our inclusion criteria were a) working at one of the departments included (as described above) b) 

having one of the following professions: physician, registered nurse, nurse assistant, 

physiotherapist, occupational therapist, dietician, midwife and psychologist and c) participating in 

patient treatment and care. Regarding b) the questionnaire were sent to some HCPs that did not 

match the inclusion criteria of profession. These participants (n=17) were excluded from the 

analyses, please see the flow-chart in Figure 1. Regarding c), there was a filter question before the 

questionnaire opened. It said: “Do you have patient contact”, if respondents answered “No” they 

were asked no further questions. In addition, one of the first questions that participants were asked 

was if they participated in patient treatment and care. If they answered “not at all” they were 

excluded from the analysis. See details of the inclusion process in the flowchart, Figure 1.      

 

Data collection procedures 

After approval from the Hospital Directions, the head of each department was informed of the 

study. One department chose to withdraw from the study because they had another similar study 
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ongoing; all other departments participated. The HCPs from the included departments received an 

e-mail sent to their work-mail with an invitation that included a personalized link directing them to 

an online version of the survey. Data were collected and managed using REDCap (Research 

Electronic Data Capture), which is a secure, web-based application designed to support data capture 

for research studies. Non-responders received a reminder after two weeks.  

 

Questionnaire 

The questionnaire consisted of three sections. Section 1 assessed the HCPs agreement with 

statements indicating a PCC culture with four items from the Context Assessment Index (CAI) [29]. 

The CAI consists of 37 items that assess the context (or culture) in which people receive healthcare. 

We included four items from the eight item-scale ‘collaborative practices’ (e.g. “Patients are 

encouraged to be active participants in their own care”). In addition, we developed one item with 

the same format to measure the degree to which patients were encouraged to talk about their 

experiences. The items all had Likert-scale response options ranging from ‘agree very much’ to 

‘disagree very much’ (five options in total; ‘do not know’ being one of the options). The CAI has 

been translated into Danish and validated in a Danish context [30].  

Section 2 consisted of 10 items assessing the HCPs’ attitudes towards involving patients in 

decisions about treatment and care. The attitudes were developed with great inspiration from the 

review of facilitators and barriers to shared decision-making written by Gravel, Légaré, and Graham 

[13]. Items included statements such as “involving patients in decisions, makes them more 

satisfied”. Response-options ranged from ‘agree very much’ to ‘disagree very much’ (five options 

in total; ‘neutral’ as a middle category). 

In section 3, we used four of the five items from section 1 and asked about the potential barriers of 

the PCC culture described in the item. The selected barriers were also greatly inspired by the review 

of facilitators and barriers to shared decision-making by Gravel, Légaré, and Graham [13]. We 

included six different potential barriers for each item, including e.g. “lack of time is a barrier” and 

“lack of prioritization from management is a barrier”. For each barrier, respondents were asked to 

rate if this was a barrier with response-options from ‘not at all’ to ‘a very high degree’ (five 

response-options in total including ‘do not know’). 
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The questionnaire also included information about the HCPs (age, sex, profession, year of degree, 

level of education, level of participation in patient care, part of the management) and about the 

department in which the HCPs were employed (specialty and organization of department). 

The questionnaire was pilot-tested with five HCPs outside the project group who were asked about 

the face-validity, relevance and comprehensibility of the questionnaire.  

 

Analysis 

All analyses were performed using SAS statistical software version 9.4.  We used descriptive 

statistics to report frequencies of each item in the questionnaire.  

The professions of responders and non-responders were compared using the chi-square test. We did 

not compare departments or hospitals of responders’ vs non-responders’, since this study was not 

designed to investigate differences between departments or hospitals.   

To identify the variables that may contribute to explain differences in PCC, we conducted 

explorative analyses using multiple ordinal logistic regression. Significance level was set to 0.05. A 

priori, we selected five independent variables to be included in the regression. We selected only five 

independent variables to have enough power for the tests.  They were selected because we expected 

that they could be most explanative of differences in perceptions of PCC. The independent variables 

selected were: the HCPs’ level of education, year of degree, and level of participation in patient 

care, together with the specialty of the department (surgery, medicine or other) and organization of 

department (primary in- or out-patients, primarily planned- or acute-care). To test for multi-

collinearity between independent variables, correlations were performed (Kendall’s tau for ordinal 

variables and Cramer’s’ V for nominal variables) [31]. These showed that all variables had 

correlations below 0.3 and most of them between 0 and 0.2 which are weak correlations [31]. The 

low level of multi-collinearity was supported by the fact that none of the model-parameters were 

affected by including all five variables in the regression.  

Year of degree was included as a categorical variable because there was not a linear relationship 

between this variable and the outcome variables tested. For the dependent variable, the response 

option ‘do not know’ was recoded as missing in the analysis, giving four ordinal response 

categories (‘agree very much’, ‘agree’, ‘disagree’, ‘disagree very much’).  
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We used available cases only in the logistic regression. Both independent and dependent variables 

had missing data of 3-4%. When recoding “do not know” as missing, the logistic regressions had 

missing data of between 8 and 13%. There were no significant differences between the HCPs with 

information on the dependent variables versus those with no information. 

 

Results 

We sent the questionnaire to a total of 4,764 HCPs. Of these, 3,543 did not respond to the 

questionnaire and 51 responded to the initial filter question that they did not have any patient 

contact and were therefore excluded. Thus, 1,170 HCPs responded to the survey. Of these, 17 were 

excluded from the analyses because they did not meet the inclusion criteria of profession and 13 

because they did not participate in patient treatment and care. The final sample consisted of 1,140 

(24%) HCPs (see Figure 1). There was a significant difference in the profession of non-responders 

and responders with physicians being less likely to participate (chi-square, p<0.001, results not 

shown in Table).  

The median age of the participating HCPs was 46 years; most were female (86%); most had an 

median-cycle education (64%), most were either registered nurses (63%) or physicians (22%); 18% 

obtained their degree before 1990 and 21% after 2010; and 14% of respondents were part of the 

management (Table 1). 

 

Perception of PCC culture 

Regarding PCC culture (Table 2), most of the HCPs agreed or agreed very much that HCPs 

provided opportunities for patients to participate in decisions (91%), that patients were encouraged 

to be active participants in their own care (92%) and were provided with opportunities to talk about 

their experiences (87%). There was also a high percentage (80%) of HCPs who agreed or agreed 

very much that HCPs and patients worked as partners providing individual care, although 16% of 

the participants disagreed or disagreed very much with this. The lowest level of agreement was 

found for the item assessing whether patients had a choice in assessing, planning and evaluating 

their care and treatment. Here, 25% of HCPs disagreed or disagreed very much that this was 

occurring (Table 2). 
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Attitudes towards involving patients in decisions 

Most of the HCPs expressed that they valued involving patients in decisions (Table 3). Of the HCPs 

answering the questionnaire, 87% agreed or agreed very much that involving patients in decisions 

increases patients satisfaction, improves relationships between HCPs and patients (87%), increases 

the HCPs’ work satisfaction (77%), strengthens patients’ self-care abilities (87%) and enhance the 

quality of care (84%). However, one out of 10 HCPs agreed or agreed very much that involving 

patients in decisions makes patients worried,  almost half of the HCPs (47%) agreed or agreed very 

much that it is difficult for the patients to participate in decisions and 15% disagreed or disagree 

that it is wanted by the patients most of the time (Table 3).  

 

Barriers of PCC culture  

Regarding barriers of PCC culture, (Table 4), time was considered a barrier to some or a high 

degree by the majority of HCPs: 92% found time to be a barrier to some or a high degree for 

providing patients with opportunities to participate in decisions, 85% found time to be a barrier for 

encouraging patients to be active participants in treatment and care, and 84% for providing patients 

with opportunities to talk about their experiences and working as partners. Prioritization from 

management was also considered a barrier by a large proportion of HCPs, e.g. 63% found it to be a 

barrier to at least some degree for providing patients with opportunities to participate in decisions 

and 52% for encouraging patients to be active participants in their own treatment and care. Lack of 

tools, procedures and guidelines was also considered a barrier, however only few considered it to be 

a barrier to a high degree. For example, only 9% considered lack of tools, procedures and guidelines 

to be a barrier to a high degree for providing patients with opportunities to participate in decisions. 

Lack of own competencies was also considered a barrier, however, again, only few HCPs 

considered own competencies to be a barrier to a high degree. The same was true for HCPs lack of 

interest and patient lack of interest, where only a small percentage of HCPs considered this to be a 

barrier to a high degree (Table 4).  

 

Differences in perceptions of PCC culture 
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The multiple logistic regressions showed (see Table 5) that HCPs with a long-cycle education 

(primarily physicians) were more likely to experience that patients were given opportunities to 

participate in decisions and that HCPs and patients work as partners than HCPs with a shorter 

education. HCPs with the shortest education (typically nurse assistants) were more likely to 

experience that patients were encouraged to be active participants in their own care and given 

opportunities to tell about their experiences.  

HCPs mostly working  in the acute in-patient setting were less likely than HCPs working in other 

settings to perceive that patients were given opportunity to participate in decisions, that HCPs and 

patients work as partners, and that patients have a choice in assessing, planning and evaluating their 

care. HCPs working with planned in-patients were more likely to perceive that patients were 

encouraged to be active participants in their own care, given opportunities to talk about their 

experiences, that HCPs and patients work as partners, and that patients have a choice in assessing, 

planning and evaluating their care. 

HCPs working in surgery, were less likely to experience that patients were given opportunities to 

talk about their experiences and that HCPs and patients work as partners.  

Finally, HCPs who were only involved in the patients’ treatment and care to a minor extent were 

less likely than HCPs involved to a larger extent, to experience that patients were given an 

opportunity to participate in decisions, to talk about their experiences and that HCPs and patients 

work as partners.  

 

Discussion 

In this large cross-sectional survey of HCPs from two university hospitals in Denmark, we found 

that HCPs in general perceived a PCC culture. However, 25% of the HCPs answered that patients 

were not included in assessing, planning and evaluating care, showing a potential room for 

improvement in more collaborative practices.  

In general, the HCPs also held positive attitudes towards involving patients in decisions. This 

finding is largely consistent with the existing literature [21,32-34], although earlier findings have 

indicated that HCPs may have difficulties fully endorsing PCC because it takes away their power 

and ability to plan [33].  
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Despite perceiving a PCC culture and having general positive attitudes towards the concept, barriers 

were also reported. As many as 47% HCPs believed that it is difficult for patients to be involved in 

decisions regarding their own treatment and care. Lack of time was a frequently reported barrier of 

PCC practices which is in accordance with many studies of shared decision-making [10,13,19], and 

so was lack of prioritization from management. Tools, procedures and guidelines, competencies of 

HCPs, and interest from patients and HCPs, were also considered barriers, however, only to a high 

degree by a smaller fraction of the HCPs (less than 10%). This is interesting, since in the health care 

system, efforts to increase PCC have often included introducing HCP training, tools and guidance 

[9; 10]. The results of the current study suggest that this is not so much what the HCPs seem to be 

missing. 

In accordance with the wider theory on PCC and organizational theory, the results of this study 

suggest that if PCC should be further implemented, it is not sufficient to introduce training and 

tools. Especially not, if these are focused purely on the technical skills and not including a broader 

understanding of the competencies needed [10]. Instead, a more thorough implementation strategy 

is needed that may also include incentives as well as strong leadership and an organizational culture 

that embraces feedback and continuous development [2,15,22]. A large proportion of the HCPs in 

the current study experienced that the managements’ lack of prioritization of PCC was a barrier for 

its implementation. One would expect that lack of prioritization of PCC practices from the 

management would be highly associated with lower levels of PCC culture and/or less favorable 

attitudes towards PCC. This, because research shows how supportive management is important for 

implementation of research evidence [8,35], novel interventions [36] and PCC [2,15,22]. However, 

it was beyond the present study to investigate this.     

Another important barrier found was that many HCPs experienced that it is difficult for patients to 

be involved in decisions, which has also been reported in other studies [13,19]. One could imagine, 

that involving patients in decisions would be made easier by introducing relevant patient-centered 

tools and guidelines. However, according to this study, this is not so much what the HCPs feel they 

need. The difficulty with involving patients may also be related to time, as it may take additional 

time to involve the patient in a way that is meaningful [14,21,37], although this may not always be 

the case.  

Our results also quite consistently showed that HCPs working in the acute setting and in a surgical 

specialty perceived less of a PCC culture. This may have to do with the framing of the questions. 
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The CAI was developed in a rehabilitation setting [29], and PCC may take different forms in 

different settings [10]. There may also be aspects of collaborative practices that are not possible in 

an acute setting, because the procedures are less flexible [10, 12]. For example, it makes sense that 

patients have less of a choice in planning their treatment and care in the acute setting. However, 

also in the acute setting, dignified care requires PCC and collaborative practices, and how to 

implement PCC practices in these settings must be considered [38].    

The analyses quite consistently showed that the HCPs with the longest education (mostly 

physicians) and shortest education (mostly nurse-assistants) were more likely to experience a PCC 

culture than HCPs with a medium-cycle education (mostly registered nurses). This is interesting and 

suggests that there are potential differences in standards of PCC between different professions and 

HCPs with different levels of education. It may also imply that there are different understandings of 

the concept. Registered nurses are the professional groups that have been working mostly with the 

concept and that may have impact on their perceptions [11]. It also indicates that there is a need for 

multidisciplinary initiatives to discuss how to conduct and facilitate PCC.     

Our results also consistently showed that those HCPs who were engaged to a little or some extent 

were less likely to experience that the culture supported person-centered care, compared to the 

HCPs who were involved to a larger extent. This is, we believe, a very positive finding that those 

HCPs who are most involved in the patients feel that the culture is supporting PCC 

 

Strengths and limitations  

This study is one of the largest studies of HCPs’ perception of PCC operationalized as collaborative 

practices. It is also one of few studies inviting HCPs with a number of different professions from a 

large number of different departments.  

Unfortunately, only 24% of the invited HCPs participated in the study, which is a low participation 

rate compared to similar studies [13]. It is possible that this have caused bias in the results. When 

comparing the profession of participants and non-participants, physicians were less likely to have 

participated in the survey. Since HCPs with the longest education (primarily physicians) were more 

likely to perceive a more patient-centered culture, it is possible that this study showed more 

‘negative results’ regarding PCC culture than is actually the case. The low participation rate may 

also suggest that some of the HCPs did not find the questionnaire relevant, which is unfortunate. It 
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may also have influenced the participation rate that the questionnaire was sent out at the same time 

as Covid-19 came to Denmark.   

This study set out to investigate collaborative practices and attitudes to involving patients in 

decisions quantitatively. Attitudes, cultures and practices vary between departments, hospitals (and 

countries), and management seem to have an important influence on this (8,35,36). We did not 

assess the extent to which the included hospital departments had a strategy of PCC, worked with the 

concept or had a management supporting PCC practices. It would have been interesting to evaluate 

these measures against the HCPs’ perceptions, however, this was beyond the scope of the present 

study. This was not a study comparing the departments against each other, although this could also 

have been interesting. We believe that asking the HCPs about their experiences are important 

indicators of the actual level of PCC. However, it is possible that the HCPs answered in ways to 

influence results in a desirable way and may have reported higher levels of a person-centered 

culture in order to make their department look good. However, since the study was conducted by 

the university and not the hospital and results were not stratified by department, we do not believe 

that this is likely. 

Our study may be criticized for not making an explicit example of what it means to involve patients 

in decisions regarding treatment and care and for having broad items assessing collaborative 

practices. The HCPs may have different conceptualizations of what this means, although studies 

have shown that most HCPs have an understanding in accordance with the literature [4]. 

Importantly, the HCPs’ experience of the practices of PCC and their own competencies in doing 

this, may not reflect the practices as they are experienced by the patients [10].  

The questionnaire was tested for face validity, comprehensibility and relevance by five HCPs. As 

the items of the questionnaire were only reported at single-item level, we believe this to be 

sufficient for the present study, as this is conceptualized and reported as an explorative study. We 

are aware that it is a limitation of the study that we did not use validated questionnaires only, 

however, we did not find any suitable for our purpose. Further, if the questionnaire should be used 

in another study, analysis of validity and reliability should be made beforehand. Finally, we selected 

only a few items (four out of eight items) from the CAI questionnaire. We did it because we wished 

to focus on the barriers of the collaborative practices assess. The items measuring barriers were 

quite extensive, and to reduce the length and burden of the questionnaire, the number of items 

assessing the collaborative practices were reduced.    
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Conclusion 

This was a survey of more than 1000 HCPs and whether they perceived a PCC culture, their 

attitudes toward PCC practices and perceived barriers to PCC (response-rate only 24%). The HCPs 

in general perceived a culture of PCC practices and held positive attitudes towards the concept, 

although there was also PCC practices that were less implemented. The HCPs also reported 

different barriers: they believed that it may be difficult for patients to be engaged in decisions, and 

that the HCPs lack time and support from the management in implementing PCC. Interestingly, 

only a small proportion of HCPs felt that they lacked tools, knowledge or guidelines in how to 

provide PCC or felt that that they lacked competencies. Thus, this study suggests that organizational 

measures related to time and prioritization has to be taken in order to increase PCC. HCPs working 

in the acute in-patient setting or in surgical specialty perceived less of a PCC culture; indicating that 

more attention could be given to the concept in these settings. HCPs with different levels of 

education had different perceptions of the PCC culture, suggesting a need for cross disciplinary 

development of practices supporting a PCC culture.  
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Table 1. Description of participating health care professionals (N= 1,140)  

Characteristic of HCPs and 

work-setting 

 N (%) 

Age (Median (Min-Max))  46 (23-73) 

Sex  

 

Male 

Female 

153 (14) 

950 (86) 

Level of education Short-cycle higher education (up to three years 

education after high school) 

Medium-cycle higher education (up to four years 

education after high school)  

Long cycle higher education (at least five years 

education after high school) 

 

107 (10) 

 

727 (64) 

 

281 (25) 

Year of degree  Before 1990 

Between 1990 and 1999 

Between 2000 and 2009 

After 2010 

206 (18) 

246 (22) 

314 (28) 

351 (31) 

Profession Registered Nurse 

Physician 

Nurse assistant 

Other 

710 (64) 

241 (22) 

105 (9) 

58 (6) 

Specialty of Department/ward Surgical 

Medical 

Other  

422 (38) 

518 (46) 

171 (15) 

Organization of 

department/ward 

Combination of in and out-patients; both planned 

and acute   

Primarily in-patients; both planned and acute  

Primarily out-patients; planned treatments  

Primarily in-patients; planned treatment  

Primarily in-patients; acute treatments  

248 (22) 

 

202 (18) 

279 (25) 

134 (12) 

248 (22) 

Participate in patient care… A little 55 (5) 
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To some degree 

To a high degree 

116 (11) 

948 (84) 

Part of the management Yes 

No 

158 (14) 

941 (86) 

The category ‘Other’ includes: physiotherapist, occupational therapist, psychologist, midwife, dietician, and not 

specified 

 

 

Table 2. HCPs agreement with whether or not they perceive a PCC culture (N=1,140) 

 Agree 

very 

much 

N (%) 

Agree 

N (%) 

Disagree 

N (%) 

Disagree 

very 

much 

N (%) 

Do not 

know 

N (%) 

HCPs provide opportunities for patients to 

participate in decisions about their own 

care 287 (27) 689 (64) 78 (7) 6 (1) 17 (2) 

Patients are encouraged to be active 

participants in their own care  383 (36) 607 (56) 60 (6) 5 (0) 23 (2) 

HCPs provide opportunities for patients to 

tell about their experiences  356 (33) 586 (54) 94 (9) 13 (1) 26 (2) 

HCPs and patients work as partners, 

providing individual patient care  232 (22) 621 (58) 162 (15) 15 (1) 39 (4) 

Patients have choice in assessing, 

planning, and evaluating their care and 

treatment  165 (15) 564 (53) 245 (23) 19 (2) 78 (7) 

 

 

Table 3. HCPs attitudes towards involving patients in decisions 

Involving patients in Agree Agree Neutral Disagree Disagree 
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decisions… very much 

N (%) 

N (%) N (%) N (%) very much 

N (%) 

Makes patients worried 9 (1) 79 (9) 151 (17) 406 (46) 236 (27) 

Makes patients satisfied 232 (26) 544 (61) 83 (9) 9 (1) 18 (2) 

Is difficult for patients 32 (4) 381 (43) 231 (26) 197 (22) 42 (5) 

Is difficult for HCP 6 (1) 35 (4) 111 (13) 400 (45) 332 (38) 

Improves relationship 

between HCP and patient 

 

260 (29) 512 (58) 80 (9) 16 (2) 16 (2) 

Is wanted by the patients 

most of the time 119 (12) 391 (44) 241 (27) 123 (14) 20 (2) 

Increase work satisfaction 217 (25) 464 (52) 174 (20) 13 (1) 17 (2) 

Strengthens patients’ self-

care strategies 275 (31) 496 (56) 84 (10) 14 (2) 12 (1) 

Improves quality of care 263 (30) 473 (54) 113 (13) 17 (2) 13 (1) 

Reduced the number of 

adverse events 135 (15) 282 (32) 363 (41) 79 (9) 27 (3) 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 

 

 

Table 4. HCPs experiences of barriers to PCC  

 Not at all 

(%) 

 

To some 

degree (%) 

To a high 

or very 

high 

degree 

(%) 

 

Do not 

know 

(%) 

Time is a barrier for…     

HCPs to provide opportunities for patients 

to participate in decisions about their own 

care 

67 (7) 469 (46) 471 (46) 17 (2) 

Patients to be encouraged to be active 

participants in their own care  

 

117 (12) 502 (52) 316 (33) 31 (3) 

HCPs to provide opportunities for patients 

to tell about their experiences  

123 (13) 416 (45) 363 (39) 19 (2) 

HCPs and patients to work as partners, 

providing individual patient care  

 

115 (13) 424 (48) 326 (36) 24 (3) 

Lack of prioritization is a barrier for…     

HCPs to provide opportunities for patients 

to participate in decisions about their own 

care 

298 (29) 422 (42) 205 (21) 88 (9) 

Patients to be encouraged to be active 

participants in their own care  

 

355 (37) 374 (39) 130 (13) 102 (11) 

HCPs to provide opportunities for patients 

to talk about their experiences  

346 (38) 348 (38) 119 (13) 104 (11) 

HCPs and patients to work as partners, 

providing individual patient care  

316 (36) 360 (41) 132 (15) 80 (9) 
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Lack of tools, procedures and guidelines 

is a barrier for… 

    

HCPs to provide opportunities for patients 

to participate in decisions about their own 

care 

417 (41) 427 (42) 92 (9) 77 (8) 

Patients to be encouraged to be active 

participants in their own care  

 

416 (44) 394 (41) 62 (6) 83 (9) 

HCPs to provide opportunities for patients 

to talk about their experiences  

471 (51) 310 (34) 55 (6) 81 (9) 

HCPs and patients to work as partners, 

providing individual patient care  

 

390 (44) 358 (40) 67 (8) 71 (8) 

Lack of competencies is a barrier for…     

HCPs to provide opportunities for patients 

to participate in decisions about their own 

care 

611 (60) 322 (32) 49 (5) 36 (4) 

Patients to be encouraged to be active 

participants in their own care  

 

600 (63) 274 (29) 28 (3) 53 (6) 

HCPs to provide opportunities for patients 

to talk about their experiences  

616 (67) 232 (26) 23 (3) 43 (5) 

HCPs and patients to work as partners, 

providing individual patient care  

 

559 (63) 259 (29) 27 (3) 42 (5) 

HCPs lack of interest is a barrier for…     

HCPs to provide opportunities for patients 

to participate in decisions about their own 

care 

629 (62) 271 (27) 39 (4) 72 (7) 

Patients to be encouraged to be active 

participants in their own care  

 

578 (61) 273 (29) 35 (4) 68 (7) 

HCPs to provide opportunities for patients 

to talk about their experiences  

559 (62) 265 (29) 30 (3) 53 (6) 
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HCPs and patients to work as partners, 

providing individual patient care  

 

555 (63) 248 (28) 27 (3) 42 (5) 

Patients’ lack of interest is a barrier for…     

HCPs to provide opportunities for patients 

to participate in decisions about their own 

care 

322 (32) 521 (52) 71 (7) 96 (10) 

Patients to be encouraged to be active 

participants in their own care  

 

284 (30) 503 (53) 81 (9) 87 (9) 

HCPs to provide opportunities for patients 

to tell about their experiences  

470 (51) 331 (36) 36 (4) 76 (8) 

HCPs and patients to work as partners, 

providing individual patient care  

 

399 (45) 378 (43) 35 (4) 73 (8) 

 

 

 

 

Figue 1. Flow chart. 
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Table 5. Variables that may explain differences in perceived person-centered culture 

  HCPs provide 

opportunities for patients 

to participate in decisions 

about their own care 

Patients are encouraged 

to be active participants 

in their own care  

 

HCPs provide opportunities 

for patients to tell about 

their experiences 

HCPs and patients work 

as partners, providing 

individual patient care  

 

Patients have choice in 

assessing, planning, and 

evaluating their care and 

treatment 

  ORa (95% Cl) ORa (95% Cl) ORa (95% Cl) ORa (95% Cl) ORa (95% CI) 

Education 

 

Median-cycle 1.00 - 1.00 - 1.00 - 1.00 - 1.00 - 

Long-cycle 1.91 (1.41-2.58) 1.24 (0.92-1.66) 1.12 (0.84-1.50) 1.75 (1.29-2.36) 1.22 (0.90-1.65) 

Short-cycle 1.28 (0.81-2.01) 1.78 (1.150-2.28) 1.55 (1.00-2.32) 1.41 (0.91-2.19) 1.17 (0.75-1.83) 

Degree 

obtained 

Before 1990 

(refernce) 

1.00 - 1.00 - 1.00 - 1.00 - 1.00 - 

Between 1990- 

1999 

0.93 (0.69-1.39) 0.97 (0.65-1.43) 1.10 (0.75-1.63) 0.95 (0.64-1.41) 0.91 (0.61-1.34) 

Between 2000 – 

2009 

0.84 (0.58-1.23) 0.93 (0.64-1.35) 0.99 (0.69-1.44) 0.93 (0.64-1.36) 0.93 (0.64-1.34) 

Between 2010- 

2020 

0.10 (0.68-1.46) 1.08 (0.74-1.56) 1.07 (0.74-1.55) 1.07 (0.74-1.56) 0.97 (0.67-1.42) 

Specialty of 

department 

 

Medicine 

(reference) 

1.00 - 1.00 - 1.00 - 1.00 - 1.00 - 

Surgery 0.95 (0.71-1.28) 0.88 (0.67-1.17) 0.71 (0.54-0.94) 0.74 (0.56-0.99) 0.71 (0.53-0.95) 
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Other 1.29 (0.89-1.89) 0.78 (0.55-1.14) 1.02 (0.72-1.47) 1.41 (0.98-2.04) 1.30 (0.90-1.87) 

Organization 

of department 

All types of 

organization 

(reference) 

1.00 - 1.00 - 1.00 - 1.00 - 1.00 - 

 In-patints, acute 0.57 0.38-0.85 0.69 (0.47-1.03) 0.93 (0.63-1,36) 0.57 (0.38-0.84) 0.64 (0.44-0.95) 

 Out-patients, 

planned 

1.27 0.87-1.85 1.06 (0.73-1.52) 1.53 (1.06-2.20) 1.41 (0.97-2.05) 1.79 (1.23-2.61) 

 In-patients, 

acute & planned  

0.76 0.50-1.16 0.72 (0.48-1.067) 0.90 (0.61-1.33) 1.11 (0.75-1.66) 0.85 (0.57-1.26) 

 In-patients, 

planned 

1.16 0.73-1.83 1.99 (1.21-2.97) 2.06 (1.32-3.22) 1.63 (1.03-2.58) 2.00 (1.26-3.18) 

Engaged in 

treatment and 

care 

 

To a high extent 

(reference) 

1.00 - 1.00 - 1.00 - 1.00 - 1.00 - 

To a little or 

some extent 

0.59 (0.41-0.87) 0.72 (0.50-1.03) 0.69 (0.48-0.98) 0.69 (0.48-0.99) 0.74 (0.511-1.06) 

 

a For all items an OR above 1 indicate that the group experiences more person-centered care. 

*Other includes: Nurse assistant, physiotherapist, occupational therapist, psychologist, midwife, dietician, and not specified. 
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Figue 1. Flow chart. 

 

 

                                                                                                                                                                                                        

 

 

4,764 HCPs received the 

questionnaire 

1,170 (25%) HCPs responded to 

the questionnaire  

1,140 (24%) responses were 

included in the analysis 

3,543 HCPs did not answer the 

questionnaire 

30 responses were not included 

in the analysis: 

17 not meeting the inclusion 

criteria of profession 

13 not meeting the inclusion 

criteria of participating in 

patient treatment and care 

51 answered in the filter 

questions that they did not have 

any patient contact  
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