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PATIENTS’ PERCEPTIONS OF PARTICIPATION IN NURSING CARE ON MEDICAL 

WARDS 

Abstract 

Aims and objectives: To explore hospitalised medical patients’ perceptions of participating in 
nursing care, including the barriers and facilitators for this activity.   

Background: Patient participation benefits the patient and is a core concept of patient-centred 
care. Patients believe in their ability to prevent errors, thus, they may play a vital role in 
combating adverse event rates in hospitals.  

Research methods: This interpretive study was conducted on four medical wards, in two 
hospitals. Purposeful maximum variation sampling was operationalized to recruit patients 
that differed in areas such as age, gender and mobility status. In-depth semi-structured 
audiotaped interviews were undertaken and analysed using inductive content analysis.  

Results: Twenty patients participated in the study. Four categories were uncovered in the 
data. First, valuing participation showed patients’ willingness to participate, viewing it as a 
worthwhile task. Second, exchanging intelligence was a way of participating where patients’ 
knowledge was built and shared with health professionals. Third, on the lookout was a type 
of participation where patients monitored their care, showing an attentive approach towards 
their own safety. Fourth, power imbalance was characterized by patients feeling their 
opportunities for participation were restricted.   

Conclusions: Patients were motivated to participate and valued participation. Cultivating this 
motivation may be crucial to patient empowerment and practices of safety-monitoring, a 
fundamental strategy to addressing patient safety issues in hospitals. Engaging nurse-patient 
relationships, inclusive of knowledge sharing, is required in practice to empower patients to 
participate. Educating patients on the consequences of non-participation may motivate them, 
while nurses may benefit from training on patient-centred approaches. Future research should 
address ways to increase patient motivation and opportunities to participate.  

Keywords: Consumer participation; nurse-patient relations; patient-centered care; patient 
engagement; patient involvement; patient participation; person-centred care; nursing care.  

Word count: 4120 
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INTRODUCTION 

Approximately 10% of hospital patients experience an adverse event while receiving 

hospital care (1), causing patient distress, disability or death (2). Yet over 40% of adverse 

events are categorised as preventable (1). Notably, 91% of patients believe they can help 

prevent hospital errors (3, 4) and demonstrate responsiveness to safety education and 

enactment (3). Globally, patient participation, sometimes termed patient engagement or 

involvement (5), is increasingly recognised as a vital strategy to improve patient safety (6). 

BACKGROUND 

Patient-centred and person-centred care are two terms (7) used to describe a focus on 

respect for patient individuality, values, perspectives, knowledge and autonomy, 

characterised by shared responsibility and communication (8). A patient-centred model of 

care is both holistic and therapeutic (8). The choice of term represents the context in which it 

is used (9). Ultimately, these terms are underpinned by similar values (8), and one common 

element is the role of patient participation in achieving patient-centred care (10).  

There is no accepted definition of patient participation (11, 12). The most recent concept 

analysis on patient participation highlights the requirement that patients be accepted as 

mutual partners by nurses, with this partnership demonstrated through engagement in many 

aspects of their own care (13). Additionally, for patients to participate there needs to be 

information sharing, power sharing and an established relationship between the patient and 

nurse (13). Findings from a more recent integrative review support Sahlsten et al.’s (13) 

earlier conceptualisation of patient participation (citation masked for blinded peer review). In 

other work, Eldh et al. (14) created a tool attempting to increase understanding of patient 

participation. Its underlying framework is based on patients’ experiences, and defines patient 

participation as having dialogue, sharing knowledge, partaking in planning and managing 

self-care (14). However, this framework is based largely on Swedish patients’ views and 



requires further testing, especially in other contexts. Ultimately, an agreed definition of 

patient participation, that includes the patient’s voice, is still required.  

Patient participation benefits patients in many ways. When patients participate in their 

care, there has been evidence of increased patient satisfaction (15), safety (16, 17) and quality 

of care provided (17). Further, patients feel humanised and respected when engaging in their 

nursing care (18), viewing respect as necessary for participation to occur (19, 20). In 

particular, patients with chronic illnesses benefited from participation in and management of 

their own care (21). This has demonstrated improved attainment of treatment goals resulting 

in increased mobility (22) and reduced complications (23). Not surprisingly, engaging 

patients at the point of care is a critical strategy for enhancing patient participation (24).  

Despite these benefits, patients express barriers to participating in their care. For instance, 

feeling knowledgeable (25, 26) or well/unwell (26, 27) can influence patients’ engagement. 

Notably, patients express nurses as an influence on their participation, with authoritative 

manners hindering their participation (26, 28). Instead, patients desire participatory 

relationships with nurses based on shared dialogue and knowledge (20), and want a nurse 

who is inviting (29), respectful, listens (20, 25) and individualises care (25). Yet, other 

researchers suggest some patients may prefer to be more passive (30, citation masked for 

blinded peer review), suggesting complexity in understanding patient participation. 

Ultimately, patients appear to encounter difficulties in enacting what national and 

international policies are advocating. Patient participation is a right of all patients (31), and is 

accepted as a pillar for high quality care in hospitals internationally (32). For example, 

Australian hospitals are governed by ten safety and quality standards, with seven of the ten 

standards incorporating engaging with patients as a requirement, and one standard completely 

dedicated to partnering with consumers (33). To promote patient participation in nursing care, 



a better understanding on patients’ perceptions of participation is required, including deeper 

understanding of the barriers and facilitators encountered. Given patients have a vested 

interest in preventing adverse events and when they are actively engaged in their care, they 

may help prevent errors (34), it is important to know how to encourage patients’ 

participation.  

AIM 

The aim of this study was to explore patients’ perceptions of participating in nursing 

care, including the perceived barriers and facilitators for it. Understanding patient preferences 

provides a foundation to formulate evidence based approaches to promote patient 

participation in hospitals.  

METHODS 

Design  

Interviews with patients were conducted for this interpretive study, as part of a larger 

ethnographic study that included observations and interviews with nurses. Data were 

collected from four medical wards, in two metropolitan hospitals that differed in location, 

being two states in Australia; service, being private and public; and duration of establishment. 

In addition to general medicine, the participating wards specialised in gerontology, 

immunology, neurology and respiratory medicine. 

Participants  

To operationalise purposeful maximum variation sampling, data collectors liaised 

with nurse unit managers or their designate to discuss potential participants that differed in 

characteristics such as age, gender and mobility status. Inclusion criteria were aged 18 years 

or older, and able to provide informed consent. Medically unstable or palliative care patients 

were excluded.  

Data collection  



The nurse unit managers granted access to the medical wards and in-services were 

held to inform nurses of the project. After consenting, patients took part in in-depth semi-

structured interviews. The two data collectors maintained regular communication to discuss 

common probes and patient responses to ensure questioning was consistent. Examples of 

interview questions included ‘Can you describe what patient participation in hospital care 

means to you?’, ‘What do you see as the advantages/disadvantages of patient participation?’ 

and ‘What things will help/hinder you to participate in your own care?’ Interviews were 

recorded and transcribed verbatim; ranging from 15-65 minutes and were conducted in 

patient rooms. 

Data analysis  

Immediately after patient interviews, an initial analysis was conducted on recordings 

using ‘contact summary forms’ (35), which allowed data collectors to identify early patterns 

and areas requiring further investigation in subsequent interviews. Following this, formal 

inductive content analysis was conducted (36). Transcripts were read and re-read allowing 

the researchers to become immersed in the data. Open coding was then undertaken using 

words and sentences to describe the topic of each line. These codes were compared and 

contrasted, and aggregated into groups, resulting in the formation of subcategories. Finally, 

subcategories were abstracted to form higher order categories. The entire analysis process 

was iterative, with researchers constantly referring back to the raw data to substantiate 

emerging ideas and categories. The researchers at each site met and through the process of 

reflection and discussion, and returning to verbatim quotes and transcripts, agreement on 

categories and subcategories was reached. Data from individual hospitals were analysed 

separately prior to being combined. An intensive face to face workshop was held to review 

each sites data, identify commonalities and finalise the analysis using the same process as 

was undertaken in each site.  



Ethical issues  

Ethics approval was gained from the participating hospitals (CHREC-09-09-12-13, 

HREC/13/QGC/54) and the university human research ethics committees 

(NRS/42/13/HREC). All participants signed consent forms and were given a plain language 

statement outlining the study and their role.  

Rigor 

Qualitative techniques for maintaining rigor were utilised (37). Reflexivity occurred 

in two ways. First, the use of contact summary forms enabled reflection on interview 

techniques and content to enhance future interviews. Second, data collectors reflected on their 

own background and perceptions of the topic to consider how this influenced their approach 

to interviews and subsequent analysis. Involvement of many researchers and a patient 

advocate enhanced the credibility and dependability of analysis and findings. The patient 

advocate assisted the researchers to make sense of the established categories and the 

relationships between categories. Having varied sites and participants facilitated a more 

complete understanding of patient participation, including identification of divergent cases, in 

the medical ward setting. An audit trail of analytical decisions was maintained.  

RESULTS 

Five patients from each of the four wards were interviewed, resulting in a sample of 

20 patients. Just over half of the patients were female, representing a variety of age and 

mobility statuses (Table 1). Patients had a median length of stay of about a week when 

recruited and were most commonly admitted for disorders of the respiratory system including 

exacerbations of chronic illnesses such as asthma and chronic obstructive pulmonary disease, 

as well as acute chest infections. Of all the patients, 65-70% reported daily visits by, and 

living at home with, family or significant others. All patients suffered from a chronic 

condition, with 70% reporting two or more chronic conditions, the most common diseases 



reported affected the ‘circulatory’, ‘endocrine, metabolic and nutritional’, and ‘respiratory’ 

systems. Only two patients were culturally or linguistically diverse. 

Table 1 here.  

Four categories of patients’ perceptions of participation were discovered (Figure 1). 

Patients’ age, feeling well or unwell, functional ability and experience of an adverse event 

appeared to affect their level of participation in all four categories. The analysis revealed 

older patients who were more unwell, seemed to have less desire to participate in their care. 

On the other hand, patients who had previously experienced an adverse event reported more 

active participation. Patients’ functional ability influenced the type of participation they could 

undertake. When comparing sites, patients admitted to the private hospital appeared to have a 

higher expectation of a service and experience from nurses and reported higher levels of 

participation by carers or family.  

Figure 1 here.  

Valuing participation  

 The category, valuing participation, highlighted patients’ ambition for participation. 

Patients outlined a variety of personal preferences for participation, with an overall sense of 

satisfaction with participating at their desired level. In the first subcategory, patients had a 

variety of approaches to participating, exemplified in their expressed mannerisms ranging 

from an enthusiastic “go-getter” who described participation as “something I want to do” 

(P1), to more determined approaches to participation. Patients’ personal style and approaches 

appeared to influence how actively they engaged with nurses:   

 

I think I'm a bit stubborn because I don’t like to give over my control, especially the diabetes 

stuff because I've had it for 31 years and I think I know myself better than anyone, and also I 



think too, I don’t want to become complacent, and I certainly don’t want to become 

institutionalised which is the other thing (P2) 

 

 Patients described patient participation as a worthwhile task in the second 

subcategory, which allowed them to achieve goals such as maintain and “settle into a 

routine”, “feel better” and “get home early” (P3). Maintaining previous level of function was 

another reason patients “try to participate”, given the perceived benefit was to “keep as much 

independence as possible” (P4). Seeing participation as worthwhile encouraged patients to 

participate in their care, especially undertaking physical activities like activities of daily 

living.   

Exchanging intelligence  

Exchanging intelligence was a form of participation where patients’ knowledge was 

built and imparted. Seeking understanding, the first subcategory, was exemplified by patients 

demonstrating that “having basic knowledge” (P5) was desirable and required as patients 

“can’t be sitting here like an idiot” (P6). Knowing what was going on was an important part 

of the hospital experience, making up patients’ needs. Patients outlined strategies they 

undertook to become knowledgeable health care participants, including gaining information 

from a variety of sources such as nurses, doctors’ rounds, family members, self-education, or 

reflecting on experiential knowledge. For instance, information was gained from nurses 

through bedside handover which “enlightens you a bit on what they’re doing” (P7).  

Patients used the knowledge they had pursued to share their understanding with 

nurses in the second subcategory. For example, one patient with chronic wounds used his 

knowledge of dressing products to participate:  “With the nurses I can help them… with what 

kind of dressings work the best…you give them information and they take that into account” 



(P8). Sharing understanding appeared to impact on patients’ everyday activities, patients felt 

nurses needed the right information to ensure their care was tailored to their needs. On the 

whole, feeling knowledgeable heightened the exchange of intelligence and enabled patients to 

be partners with their nurse.  

On the lookout  

Being ‘on the lookout’ was a type of participation where patients monitored their care. 

This category describes patients participating by “keeping an eye” (P9) on their care and 

having an attentive approach towards their own safety. In the first two subcategories, patients 

monitored themselves and their physical environment. A female with multiple chronic 

conditions exemplified these monitoring behaviours: “…I used to do a lot more for myself 

but now I'm a bit shaky.  I’ll ring for the nurse, and get a little bit more help.  Especially at 

night time it's dark…” (P10).  

Monitoring treatment and hardwares was another subcategory, where patients ensured 

their safety. In terms of treatment, the majority of patients maintained their medication safety 

as they knew “what colour and shapes” their tablets were and they “notice(d) if something is 

missing (P11)”. In the remaining subcategory, monitoring information, bedside handover was 

an example where patients were “alert” and “listening to the whole thing”, which allowed 

them to identify if nurses “miss something or…say something that’s not quite right” (P12). 

Although most patients listened to information exchanges like bedside handover, not all 

patients felt comfortable clarifying information: “That’s their job, handover the bed, with the 

patient in it” (P13). In general, through observing patients became active participants, acting 

upon witnessed issues and speaking up. Most patients used ‘on the lookout’ behaviours at all 

times; part of their hospital experience was looking out for themselves and being cautious to 

ensure their own safety.  

Power imbalance 



The category, power imbalance, illustrates barriers patients encountered when 

attempting to participate. Obstacles patients outlined were congruent with a paternalistic 

model of health care. In the first subcategory, complying with nurses, patients described an 

imbalanced relationship where nurses held the power and expert knowledge, thus patients 

complied: “I suppose you’re… in here as a patient, aren’t you, and you’re under their care; 

they’ve got the responsibility of you, haven’t they?  I’m always prepared to respond to any of 

their directions and everything like that” (P14). Further, patients wanted to be viewed as 

pleasant, “never growl(ing)” at nurses and instead “just say(ing) thanks…so it keeps sweet 

with them” (P15). A few patients saw participation as a way of reducing demands on busy 

nurses, and many patients were reluctant to use their nurse call bell instead they “keep quiet 

and just let them do it” (P16).  

 In the second subcategory, interpreting nurses’ approaches, patients perceived 

negative nurse manners, which entrenched a passive approach by the patient: “…some 

(nurses) I wouldn’t bother, you just know by their manner…one woman was just so 

bombastic” (P17). Patients made it clear that not all nurses displayed these manners and on 

the large their care was “very satisfactory” (P18). Overall, these perceived barriers 

manifested in patient disempowerment, thus minimising patients’ engagement with nurses 

throughout their hospital stay and diminishing patient participation.  

DISCUSSION 

In this study we investigated patients’ perceptions of participation and found three out of 

the four categories identified in the patient data demonstrated patients’ motivation to 

participate, especially in knowledge exchange and monitoring. The remaining category 

suggests patients’ feel they have limited opportunities for participation. Overall, it appears 

that patients will have to feel motivated and able to participate, before they act it.  



Our findings suggest that patients need to feel capable for effective patient participation 

to occur. In particular, it was evident that knowledge was required to build patients’ self 

confidence in their participation capabilities. Consistent with this, other researchers have 

found that knowledge empowers patients (38, 39), particularly when participating in 

decision-making (40, 41), and is a pre-requisite for patient participation (14, 20, 25).  

The findings revealed patients used various strategies to increase their knowledge for 

participation, including employing nurses as a supplier of information. Similarly, researchers 

have shown nurses to be facilitators to patient empowerment through information-sharing 

encounters (20, 39, 42). Our participants perceived the nursing bedside handover as one 

strategy to increase their knowledge of their situation, an activity which other patients have 

found empowering (43). Asking questions was another method used by our participants for 

eliciting information from nurses. Finnish researchers demonstrated that 90% of hospital 

patients felt encouraged to ask nurses questions and 96% were provided with adequate 

information (44), however, patients’ comfort with asking nurses questions may depend on 

how challenging the question is perceived to be (45). On the contrary, others have implied 

when nurses do not effectively share information patient disempowerment results (28, 38) 

and patient participation is hindered (26, 29, 46). 

Other sources that enhanced patient knowledge were family members and personal 

experience. Researchers affirm the role of family members as a supplier of information, 

sometimes being the conduit between nurse and patient (47). In addition, patients’ using their 

experiential knowledge when participating, is characteristic of patients with chronic illnesses 

(39). The sources of information we discovered may be indicative of our sample, given the 

majority of patients were visited daily by family or significant others, suggesting patients 

were well-supported, and the entire sample had at least one chronic condition, which may be 

why patients held experiential knowledge. Nethertheless, our findings show gaining 



information as a facilitator to patients participating in their care, as well as revealing some 

channels patients used to gain this information.     

Our patients not only sought information, but comprehended it, using it as knowledge 

(48) to participate with nurses. Other patients have spoken of interpreting information as vital 

to participating and maintaining a sense of control in the health care environment (49), 

characteristic of empowered patients (50). In turn, nurses would need to legitimise patients’ 

shared knowledge to achieve effective participation (25, 51) and patient-centred care (8). 

Although there is evidence that gaining knowledge heightens patient participation (52), 

information does not always result in engaged patients, as some patients gain a sense of 

security and assume passivity from being informed (53).    

Our study revealed patients’ perceived they were actively monitoring their own 

safety; motivated by expectations of better outcomes by participating in this way. Other 

researchers have described patients’ monitoring behaviours (34), in activities such bedside 

handover (18), medication administration (30, 54, 55) and identification of symptoms (42, 

49), however, monitoring is not widely performed by all patients. According to Schwappach 

and Wernli (56), when patients perceive they receive safe care, they are less attentive in 

ensuring their own safety.  

In our study, part of the sample expressed the confidence to speak up based on what 

they monitored. This resonates with Schwappach and Wernli’s (56) findings, where 

chemotherapy patients voiced eagerness for intercepting errors, particularly using 

communication strategies. However, speaking up can be challenging for patients. Patients’ 

thoughts on the seriousness of the outcome, ability to monitor and the manner of nurses can 

influence patients’ courage to speak up (57). Further, feeling monitoring safety is a taboo 

activity can cause patients to conceal their concerns from nurses (56). Schwappach and 



Wernli (58) further support the difficulty patients have speaking up, reporting patients may 

value the positive outcome expected from preventing errors more than actually participating 

in error prevention. Nevertheless, our findings suggest that heightening patient awareness of 

the consequences of non-participation in safety is instrumental to heightening patients’ value 

for participation, which may reduce adverse events and limit patient harm.  

For some patients, the value of participation was more than foreseeing a positive 

outcome; some patients had objectives they wanted to achieve and participation was a way to 

achieve these goals. Other patients have identified being confident in their own goals as a key 

feature of participation (49). The major goals identified by patients in this study included 

maintaining previous level of function and independence and hastening recovery. According 

to Hӧglund et al. (29), getting better was identified by patients as a means of participating in 

their care in order to increase their commitment to recovery. Older patients have shown value 

for the goal of maintained level of function, with sustaining independence and self-care 

abilities seen as an important feature of patient participation (59). 

Our findings indicate that social impacts influenced patients’ perceptions of 

participation. For instance, patients held set ideas about how to behave as a patient, 

characterised by being compliant and easy. Viewing patients’ role in participation as being 

obedient and accepting of nurses’ instructions appears to be widely reported (30, 60). Some 

suggest patients’ fear being labelled as difficult by participating (61, 62), instead taking on 

the good and passive patient role in order to receive sound nursing care (63, 64). For other 

patients, they attempt to address their own needs first, before disturbing nurses (65). One the 

contrary, some patients’ motives for compliance stem from their assumptions that 

participation is the nurse’s duty and their role is to receive a service (66), which was 

particularly evident in our sample of patients in private hospital.     



Another social influence evident in the data was the role of power. Our patients 

believed nurses held expert power, which entrenched a passive approach to participation.  

This is congruent with Soleimani’s (60) findings, whereby patients believed nurses knew 

better, thus patients adhered to nurse instructions. In our study, another power issue identified 

by patients was nurses exerting authoritative mannerisms. Complementing our findings, 

researchers have identified dominant nurse manners as a barrier to patient participation (5, 

26), with examples of nurse manners including lack of respect for patient knowledge (25, 53), 

lack of information (53, 67, 68) and being belittled (51, 69). These nurse mannerisms are 

evident during episodes of patient vulnerability (38) and have been linked with increased 

patient passivity towards participation (60, 63, 70). These social influences uncovered are 

barriers to patient participation, highlighting the important role nurses play in the success of 

patient participation.    

 Some of the influencing factors we found to inhibit or facilitate participation have 

been shown to impact patient participation in other studies. In terms of generation, our older 

patients tended to prefer a passive approach to patient participation, which is supported in the 

safety (4, 27) and decision-making literature (62, 71). Older generations appear to be more 

trusting of health care professionals, lacking the self-confidence to participate (72), thus 

hindering patient participation (73). Low levels of participation when patients are unwell is 

well-supported by previous researchers (26, 27, 42). Conversely, our patients who had past 

negative experiences of health care emphasized participating more actively in their care. 

Other researchers have found the link between previous adverse events and higher levels of 

concern for safety (74) and more proactive patient involvement in some activities (67, 75). 

Less reported is the effect of functional ability. Our findings revealed that some 

patients had physical limitations which influenced their ability and willingness for 

participation. Being physically dependent on care affects the nurse-patient relationship, as 



patients have to accept nurses’ assistance in tasks they are unable to independently perform 

(76-78). This dependence is associated with loss of control and powerlessness (79), and 

patients commonly participate by communicating their needs to nurses (76, 77, 79). 

Maintaining patients’ decisional autonomy and effective nurse-patient dialogue in these 

instances is necessary for patient-centred care to occur (80).  

Overall, these findings resonate with behaviour change theories, which can be used to 

help understand how patients construct their approach towards participation. For example, 

given the way patients spoke about their motivation and ability to participate, the theory of 

planned behaviour (TPB) may be useful in understanding patients’ intentions to undertake 

participation in nursing care.  

The TPB consists of three levels of concepts that are used to sequentially predict 

behaviour. We accessed patients’ constructed beliefs; these belief concepts make up the first 

level of TPB. These beliefs directly influence and provide understanding for the second level 

of concepts or predictors; attitudes, subjective norms and perceived behavioural control (81). 

Attitudes reflect a person’s positive or negative appraisal of the outcome of the behaviour 

(81), and was reflected in the way patients’ viewed the outcome of participating as beneficial 

and advantageous, heightening patients’ willingness to engage. Subjective norms illustrate an 

individual’s perceived support for the behaviour from important individuals and groups (81), 

which were evident in the social pressure patients felt to not engage in participation, which 

may have been influenced by perceived nurses’ manners.  

The final concept, patients’ perceived behavioural control, describes one’s belief in 

the extent to which the behaviour is under their control, as well as the perceived ease or 

difficulty of performing a behaviour, thus, comprising of two factors, controllability and self-

efficacy (82). Consistent with the TPB, knowledge was one factor that increased patients’ 



self-efficacy, increasing the ease of participation. That is, their understanding increased their 

belief in their ability to participate and ultimately, their perceived behavioural control.  

Patients’ sense of controllability, another factor that influences perceived behavioural control, 

was less clear and would require further investigation. 

Together these second level concepts (i.e. predictors) reflect intention, being the third 

and final concept to impact behaviour (81).  Schwappach and Wernli (58) confirm the use of 

theory of planned behaviour when investigating patient engagement in safety. In fact, the 

findings in our study resonate with many patients’ views on engaging in safety behaviours, 

with knowledge beliefs, attitudes and role approval from health care professionals being key 

factors in the success of patients’ participation in safety activities (83).  Other researchers 

investigating patient participation may benefits from using similar concepts.  

LIMITATIONS 

The study has certain strengths and limitations. This interpretive study was conducted 

with attention to maintaining the rigor of qualitative research. The repetitiveness of patterns 

in the data demonstrates a consensus of patient views on the topic. However, the data are self-

reported, which may not reflect patients’ actual practice of participation, nevertheless, it did 

demonstrate patients’ beliefs, with TPB suggesting beliefs influence action. Because patients 

have reported their perceived beliefs and practices, it would be important to consider patient 

complexities such as capability and preference before involving patients in their care (84).  

CONCLUSION  

Data from four medical wards, in two hospitals in two Australian states, with 20 

patients provides four categories relating to the value for, ways of and factors influencing 

participation. The findings provide a better understanding of patients’ perceived role, which 

may be useful in promoting patient participation. In particular, enhanced knowledge appears 



to facilitate patient participation in nursing care. This analysis demonstrated that patients 

were motivated to participate, evident in the positive outcomes and goals patients perceived 

for participation in nursing care. Cultivating this motivation and encouraging patients’ 

monitoring behaviours may be crucial to increasing patient empowerment and patients’ 

involvement in safety, a fundamental strategy to addressing patient safety issues in hospitals. 

Patients felt their opportunities for participation were restricted, due to a sense of power 

imbalance. Now that the influence of this barrier has been confirmed, strategies to overcome 

this barrier are required so that core concepts of patient participation and patient-centred care 

are to be achieved.  

Recommendations 

A number of recommendations can be made based on the findings and are 

summarised in Table 2. In practice, patients will need to be activated, meaning they need the 

knowledge, motivation and confidence to participate (85); required qualities highlighted in 

our study. To activate patients, they need to feel empowered and engaged (86), which nurses 

can achieve through sharing knowledge and power (13, 87). Knowledge transfer in practice 

should be seen as a two-way process to attain patient empowerment. Engaging patients in 

goal setting may be another way to nurture patients’ motivation for participation. Further, 

nurses should foster patients’ confidence for acting as an added safety net. Finally for 

practice, creating ward environments that embrace patient-centred care may also assist in 

activating patients (86).  

For education, if patients understand the benefits and risks of participation and non-

participation, they may feel more persuaded to participate, given the advantages of 

participation. Having nurses engage patients in a patient-centred way, inclusive of building a 

relationship, sharing knowledge and power, is a pre-requisite to achieving patient 

participation (88), thus, nurses may benefit from training in patient-centred and interpersonal 



skills to enhance their readiness to engage. Future research investigating ways of motivating 

patients’ participation and conquering barriers related to nurses’ approaches would be 

beneficial. Researchers may benefit from using behavioural theory concepts, such as those 

used in the TPB, when investigating patient motivation for and ability to participate. To 

conclude, practice, education and research approaches could be utilised to enhance patient 

participation.  

Table 2 here. 
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TABLES AND FIGURES 

Table 1 Demographic data of participants  

Patient Hospital  Gender Age  Hospital 
admissions 
last 6 
months  

Required 
assistance 
mobilising  

Required 
mobility 
aids 

Previous 
experience 
of adverse 
event 

P1 Public F 32  1 No No No 

P2 Private F 43  2 No Yes No 

P3 Public M 80  3 No Yes No 

P4 Public F 52 3 No No Yes 

P5 Public M 30 1  No No Yes 

P6 Public M 66 2 Yes Yes No 

P7 Private F 87 1 No No No 

P8 Public M 40 3 No Yes Yes 

P9 Private M 47 2 Yes Yes Yes 

P10 Private F 78 3 Yes Yes No 

P11 Private F 35 4 Yes Yes No 

P12 Public F 31 2 No No No 

P13 Public M 54 1 Yes Yes No 

P14 Private M 78 1 No No No 

P15 Private F 84 3 Yes Yes Yes 

P16 Public F 80 2 No Yes Yes 

P17 Private F 86 1 Yes Yes Yes 

P18 Private F 92 2 No No No 

P19  Public F 60 7 No No No 

P20 Private M 89 1 Yes Yes No 

 

 

 

  



Figure 1 Patients’ perceptions of participation in nursing care 

 

(EPS hardcopy available). 

  



Table 2 Recommendations for nurses 

Practice recommendations Education recommendations 

- Facilitate patient knowledge 
- Undertake two-way knowledge 

transfers 
- Help motivate patients to participate 

in care 
- Undertake goal setting with patients 
- Encourage patients to monitor 

practice 

- Enhance own understanding of 
patient-centred care practices 

- Enhance own interpersonal skills  
- Educate patients about the 

consequences of non-participation  

 

 


