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Abstract 

The principles of patient- and family-centred care (PFCC) have been adopted 

by healthcare services internationally, and position patients and their families in their 

rightful place at the centre of care. Further, these principles emphasise that patients 

and families should be treated with dignity and respect, be active partners in all 

aspects of their care, and contribute to the development and improvement of health 

care; yet how this is enacted in an adult acute hospital setting is not well understood. 

Therefore, to promote PFCC practices in the adult hospital setting, it is vital to 

understand how family participation is enacted and what helps or hinders the 

adoption of this approach in practice.  

The purpose of this research was to examine the beliefs, attitudes and 

perspectives of patients, family members and acute care nurses relating to PFCC 

practices in hospitals. To achieve this, a mixed-method, exploratory, sequential two-

phase study design guided by naturalistic inquiry was used. It included interviews 

and observations of practice. Potential barriers and facilitators were also explored to 

identify ways in which the practice of family participation in patient care within 

hospitals could be supported. The setting for this study was a medical assessment and 

planning unit of a regional referral hospital in Australia. The selection of this ward 

was guided by the results of a hospital-wide survey using the Families’ Importance in 

Nursing Care – Nurses’ Attitudes (FINC-NA) survey and reflected a unique case 

sampling approach. Observer-as-participant observations were conducted in Phase 1 

to describe the existing situations and patterns of behaviours related to family 

participation in patient care within an adult acute care ward. Analysis of Phase 1 data 

informed questions that were used in semi-structured interviews in Phase 2. Thirty 

hours of observational data were gathered. Eighteen patients, 15 family members and 
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14 nurses were interviewed. Following separate inductive content analysis, data were 

triangulated. 

Findings from the discrete analysis of patient, family and nurse data revealed 

that most patients and families perceived staff communication as disconnected and 

inadequate, which constrained them from engaging in care processes or decision-

making. However, when families felt empowered and participated in patient care, 

patients and families believed the quality of care was enhanced. Furthermore, 

analysis of nurse participant data revealed that nurses’ practices do not always align 

with healthcare policies. Nurses’ attitudes and beliefs towards involving family in 

care were perceived to either help or hinder family engagement in patient care 

planning and decision-making. Consequently, strategies should be implemented to 

support nurses to enact patient- and family-centred practices that align with national 

and international standards.   

Methodological triangulation of the discrete data was paramount and revealed 

that supporting meaningful family participation in the acute care setting requires 

supporting multiple levels of engagement. Further, these different levels of 

engagement are all legitimate depending on the goals, wishes, time frames of care 

and capabilities of patients and their families. Patients and family members 

expressed a shared view that family participation in care was vital because it helped 

nurses to keep the patient safe. Both patients and nurses stated family had a rightful 

role in making sure the correct treatments were given because their family often 

undertook a carer’s role and thus knew the usual healthcare routine.  

Finally, a contribution of this study is a preliminary conceptual framework 

that suggests contextual factors, nurses’ views towards family members and 

interpersonal communication influence the level of family participation. This 

framework and its description provide insights into understanding key elements of 
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family participation in an acute care setting. This has the potential to benefit patients 

and their families as nurses and researchers further explore supporting family 

participation in the clinical practice setting with consideration of the contextual 

factors identified in this study. 
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Glossary 

Acute care ward: An acute care ward was viewed as any ward within the hospital 

where an inpatient received active but short-term treatment for a severe injury or 

episode of illness (excluding palliative care or intensive care/life support). 

Australian Commission on Safety and Quality in Health Care (ACSQHC): The 

ACSQHC developed the National Safety and Quality Health Service (NSQHS) 

Standards to drive the implementation of safety and quality systems and improve the 

quality of health care in Australia (ACSQHC, 2017). The eight NSQHS Standards 

provide a nationally consistent statement about the level of care consumers can 

expect from health services. 

Enrolled nurse (EN): An EN in Australia holds at a minimum a Diploma of 

Nursing, which is delivered through the Vocation Education and Training sector and 

is a competency-based practicality. The EN is required to work under the direct or 

indirect supervision of the registered nurse, and the EN retains responsibility for their 

own actions and remains accountable in providing care that has been delegated 

according to the context, the health needs of the patient/client, the competencies 

required and the compliance with the employer’s policies and procedures. 

Family member: Family members were defined within the current study as anyone 

who the patient considered a family member and were not restricted to traditional 

definitions of the nuclear, legal or biological family. 
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Medical Assessment and Planning Unit (MAPU):  The MAPU is a clinical area 

accepting acutely unwell hospital patients direct from the emergency department. 

Once admitted to the MAPU, patients undertake rapid physician assessment, early 

referral to specialist medical doctors and interventions from 

allied healthcare professionals.  

National Safety and Quality Health Service (NSQHS) Standards: The NSQHS 

Standards were developed by the Australian Commission on Safety and Quality in 

Health Care with the Australian Government, state and territory partners, consumers 

and the private sector. The primary aim of the NSQHS Standards is to protect the 

public from harm and improve the quality of health care. They describe the level of 

care that should be provided by health service organisations and the systems that are 

needed to deliver such care. 

Patient- and family-centred care (PFCC): PFCC has been described as an 

innovative approach to the planning, delivery and evaluation of health care that is 

grounded in mutually beneficial partnerships among healthcare providers, patients 

and families. 

Registered nurse (RN): An RN with relevant qualifications (e.g., Bachelor-level 

degree) can determine, coordinate and provide safe, quality nursing. This practice 

includes comprehensive assessment, development of a plan, implementation and 

evaluation of outcomes. As part of practice, RNs are responsible and accountable for 

supervision and the delegation of nursing activity to enrolled nurses and others. RNs 

are responsible and accountable to the Nursing and Midwifery Board of Australia. 
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Chapter 1 – Introduction 

1.1 Introduction 

Patient- and family-centred care (PFCC) is an established model of care 

incorporating patient and family perspectives into care provision (Institute for 

Family-Centred Care, 2018). The focus of the PFCC approach is on meeting the 

unique needs of the patient while recognising their wellbeing is significantly 

influenced by their family. PFCC emphasises collaborating with patients of all ages 

and their families, at all levels of care and in all healthcare settings. Further, PFCC 

acknowledges that families are essential to patients’ health and wellbeing and are 

allies for quality and safety within the healthcare system (Conway et al., 2006). The 

PFCC approach has been recommended as evidence demonstrating the positive 

influence that patient and family participation can have on patient outcomes (Arnetz 

et al., 2010; Berger, Fickinger, Pfoh, Martinez, & Dy, 2014); however, there are 

limited studies in the adult acute care context outside those conducted in vulnerable 

populations (e.g., intensive care, acute mental health). 

In order to promote PFCC practices in the adult hospital setting it is vital to 

first understand what helps and hinders the adoption of this approach in practice. 

Moreover, understanding the meaning patients, their families and healthcare 

professionals (HCPs) ascribe to family involvement in this setting will help identify 

strategies to effectively implement and further promote PFCC. The purpose of this 

research was to examine the beliefs, attitudes and perspectives of patients, family 

members and acute care nurses relating to PFCC practices, addressing a current gap 

in our understanding of family participation and collaboration in the care of acutely 

ill hospitalised adult patients. Facilitators and barriers to involving family in care 

within this setting were also explored to further understand PFCC in practice. In 
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order to understand the context for this research, a description of the benefits of 

involving family in care and the attitudes and behaviours of HCPs regarding PFCC is 

provided. Next, the aims of the study are outlined, followed by the research design 

and methodology, and then the relevance of the research. Finally, an overview of the 

thesis chapters is given. 

 

1.2 Background 

The majority of the literature describing PFCC in the adult acute care setting 

has been conducted in the context of patients undergoing rehabilitation (Hirano et al., 

2012; Maeshima et al., 2003; Osawa & Maeshima, 2010; Tobiano, Chaboyer, & 

McMurray, 2013) or patients who have a cognitive impairment (Ewart, Moore, 

Gibbs, & Crozier, 2014; Rosenbloom-Brunton, Henneman, & Inouye, 2010), 

reflecting PFCC as an emerging area of research in the adult population. Family 

members are conceptualised in the PFCC approach as anyone who the patient 

considers a family member (Leske, 2002). Partnering with families and involving 

them in patient care is considered a key component of PFCC (Baas, 2012), and the 

clinical benefits of family partnerships have been demonstrated in both the paediatric 

and mental health settings. The clinical benefits that have been identified through a 

family partnership in paediatrics and mental health include: decreased mortality 

(Meterko, Wright, Hai, Lowy, & Cleary, 2010), reduced hospital length of stay 

(DiGioia, Greenhouse, & Levison, 2007), improved adherence to treatment regimens 

(Rukstele & Gagnon, 2013) and decreased readmission rates (Boulding, Glickman, 

Manary, Schulman, & Staelin, 2011). Further, recent studies have reported 

reductions in 30-day hospital readmission rates when family members were involved 
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in the postoperative care of elective surgical adult patients (Eskes et al., 2018; Van 

de Graaf et al., 2018).  

In the acute care setting, both patients and their families express the desire for 

a larger role in healthcare decision-making (Tobiano et al., 2013; Tobiano, Marshall, 

Bucknall, & Chaboyer, 2015); hence, PFCC has evolved to capture the patient’s 

voice while valuing the family’s role in optimising care (Ekman et al., 2011). It must 

be emphasised that within the PFCC framework the patient’s wants, needs and 

preferences are the central focus of care and may differ to those communicated by 

their family (Carman et al., 2013). Further, PFCC recognises the significance of 

patients being embedded within a social structure and web of relationships and, as 

such, a PFCC approach is incorporated into all communication and decision-making 

amongst patients, family members and the healthcare team (Bass, 2012; Huffines et 

al., 2013).  

The PFCC approach is now incorporated into healthcare standards and quality 

indicators in European and Western countries, such as Australia, the United States of 

America (USA), the United Kingdom (UK) and Sweden, advocating that 

opportunities be created to involve families in the care of hospitalised patients 

(Allen, Hutchinson, Brown, & Livingston, 2014; Docteur & Coulter, 2012). Despite 

the increased focus within hospital standards to involve families in patient care 

processes, how to involve families in the acute care setting is not well understood; 

thus, highlighting the need for explorative research to understand how it is enacted as 

well as the beliefs, attitudes and perceptions of those involved as they can influence  

human behaviour (Sharp, McAllister, & Broadbent, 2018). 

Large, national healthcare organisations highlight that opportunities to partner 

with patients and families are routinely missed by HCPs, thus reducing the quality of 

care (Australian Institute for Health and Welfare, 2014; National Health Service 
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Confederation, 2014; American Hospital Association, 2014). PFCC requires shared 

decision-making amongst the patient, their family and the healthcare team. However, 

the low level of engagement by healthcare teams with patients and families in 

decision-making has been highlighted as an area of concern in both adult and 

paediatric settings (Huffines et al., 2013; Mackean, Wilfreda, & Scott, 2005). 

Families too have been criticised by some for showing what is perceived as a lack of 

interest and involvement in their relative’s care (Astedt-kurki, Paunonen, & Lehti, 

1997), which may be presumptive and indicative of oversimplification of the actual 

situation. Evidence suggests that families have a preference to work collaboratively 

with healthcare teams in making treatment decisions and implementing care plans 

with their relative (Lowson et al., 2013; Tobiano et al., 2013). Despite the growing 

emphasis to adopt inclusive family approaches, challenges have been identified 

which limit family engagement in care processes (Berger et al., 2014). Improving the 

implementation of evidence-based practices depends on behavioural changes 

(Michie, van Stralen, & West, 2011), highlighting the need for further research to 

understand what helps and hinders family involvement in patient care across a 

variety of contexts. 

The attitudes of HCPs and the need to preserve patient autonomy have also 

been highlighted as hindering family participation in patient care (Jordan, 

Buchbinder, & Osbourne, 2010; Risjord, 2014). For example, when HCPs hold 

paternalistic attitudes, they are less likely to consider patient and family beliefs, 

values and care preferences, and meaningful participation may not occur (Gilbar, 

2011). Nurses, when compared to other healthcare staff, are recognised as key 

facilitators of PFCC (Larsson, Sahlsten, Segesten, & Plos, 2011) because they have 

prolonged direct contact with patients and their families (Bass, 2012; Coleman & 

Angosta, 2017). The ‘one size does not fit all when it comes to PFCC’ is an 
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important concept (Lin, 2013: 1376), and a tailored PFCC approach to the 

patient/family context is advocated. However, models of nursing care for PFCC have 

largely been informed by research from clinically disparate settings, such as 

paediatrics (Kuo et al., 2012), critical care (Mitchell & Chaboyer, 2010), mental 

health (McNeil, 2013) and primary care (Oates, Weston, & Jordan, 2000), which 

may not translate readily into the adult acute care context where, potentially, many 

patients have the capacity to self-advocate. 

A developing body of research exploring PFCC within adult acute care wards 

provides some insight into how meaningful family participation or collaboration is 

supported by nurses in this setting. For instance, bedside handover provides nurses 

with a structured mode of sharing information and engaging with patients and their 

families, thus developing a trusting tripartite relationship (Tobiano et al., 2013). 

Furthermore, when family members participate in their relative’s physical 

rehabilitation as a collaborative care activity, they are partnering with HCPs to 

support patient recovery (Hirano et al., 2012; Mazaleski, 2011); however, further 

research is needed to understand the key features that characterise meaningful 

participation from the patient and family perspective within the acute care setting. 

 

1.3 Research aims 

The aim of this research was to explore the perceptions of patients, family 

members and nurses regarding family participation and collaboration in patient care 

within an acute care setting. Understanding potential barriers and facilitators was 

explored in this study to find ways to support the practice of family participation in 

patient care within hospitals. The specific research questions are: 
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1. How is family participation and collaboration in the care of acutely ill 

hospitalised adult patients enacted? 

2. What are the beliefs, attitudes and perceptions of patients, family 

members and nurses regarding family participation and collaboration 

in the care of acutely ill hospitalised adult patients?  

3. What are the facilitators and barriers to enacting PFCC in the acute 

care setting as perceived by patients, family members and nurses? 

 

1.4 Research design, methodology and conceptual foundation 

A mixed-method qualitative design (Anguera, Blanco-Villaseñor, Losada, 

Sánchez-Algarra, & Onwuegbuzie, 2018) was used with two sequential phases. 

Observer-as-participant observations were conducted in Phase 1 and analysis of the 

data informed the semi-structured interviews in Phase 2. In Phase 1, observations 

were particularly useful to observe events where family participation in patient care 

may or may not have occurred (DeWalt & DeWalt, 2002). Interviews were used in 

Phase 2 to augment the observational data and aided in understanding the beliefs, 

attitudes and perceptions of patients, family members and nurses regarding family 

participation and collaboration in the care of hospitalised adult patients. Further, 

interview questions informed by the domains of the Theoretical Domains Framework 

(TDF) were designed to identify and understand nursing clinical behaviours that 

could help or hinder family participation and collaboration in patient care. The TDF 

is a psychological and organisational theory that recognises HCPs’ clinical behaviour 

change is key to improving the quality of patient care (French et al., 2012). Family 

members were defined within the current study as anyone who the patient considered 

a family member and were not restricted to traditional definitions of the nuclear, 
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legal or biological family (Leske, 2002). Family members, therefore, may include 

others who have a sustained a lasting relationship with the patient, and the patient 

considers them part of their family.  

The different methods of data collection that underpinned this qualitative 

study were analysed discretely and then integrated through triangulation (Anguera et 

al., 2018) until inferences could be made regarding the enactment of PFCC practices 

in the adult acute care setting. Further, it was vital that data from patients, family 

members and acute care nurses were triangulated because a tripartite relationship is 

essential within the philosophy of PFCC (Feinberg, 2014). 

Examining family participation and collaboration in care relies on 

understanding the beliefs and attitudes of patients, family members and nurses (Li, 

2002; Saveman, Benzein, Engstrom, & Årestedt, 2011; Takemoto et al., 2007). To 

date, much of this work is the result of self-report survey studies that are unable, by 

their very design, to explore or eliminate any bias introduced because of social 

desirability (Fisher, 1993); that is, systematic error in self-report measures resulting 

from respondents’ desires to avoid embarrassment and project a favourable image of 

themselves and align to what the researcher wants to hear, rather than data reflecting 

the true state of practice (Loewenthal & Lewis, 2018). Additionally, surveys 

frequently do not allow respondents to expand on their responses, thus limiting 

interpretation.   

Surveys of nurses’ attitudes towards involving family members in care have 

been undertaken in several European studies (Benzien, Johansson, Årestedt, & 

Saveman, 2008; Gusdal, Josefsson, Thors Adolfsson, & Martin, 2017; Rahmqvist, 

Benzein, & Årestedt, 2015), producing primarily descriptive information which limits 

a deeper understanding of practice issues (Taylor, Madjd, Macdonald, & Farshchi, 

2017). For this reason, naturalistic inquiry provided the framework for this study and 
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allowed for the authentic views of patients, family members and acute care nurses 

regarding PFCC practices to be revealed. These real-world findings may inform 

education and training strategies to assist clinicians with developing patient, family 

and nurse partnerships aimed at improving the quality of patient care. The findings can 

also guide the delivery of nurse education within universities and hospitals. The PFCC 

practices of nurses were explored in this study and provide insight into areas of 

importance when designing research and education.  

PFCC provided the underlying conceptual foundation for this study because 

there is growing awareness that to achieve optimum patient-centred outcomes, 

patients and families must be more actively engaged in decisions about their health 

care (Johnson et al., 2008). Critical to this philosophy is engaging patients and 

families as full partners in health care (Conway et al., 2006; Institute for Family-

Centred Care, 2018). Healthcare partnerships, involvement in patient care and shared 

decision-making are fundamental to the concepts of participation and collaboration 

(Penny & Windsor, 2017). Engagement and involvement are synonyms for 

participation (Gallivan, Kovacs Burns, Bellows, & Eigenseher, 2012), and they occur 

through reciprocal relationships and dialogue (Bolster & Manias, 2010). The PFCC 

approach advocates for the meaningful involvement of acutely ill hospitalised 

patients’ family members, as appropriate, in the planning and delivery of care. It also 

acknowledges the necessity to support family needs and views family members as 

partners in care (Feinberg, 2014), which becomes particularly important in cases 

where patients delegate decisions to their family members (Mitnick, Leffler, Hood, 

& American College of Physicians Ethics, Professionalism, and Human Rights 

Committee, 2010). Consequently, family members need to be able to both provide 

and receive information and support to function in a caregiver/care coordinator role. 

In the adult acute setting, when compared to other HCPs, nurses play a key role in 
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sharing information with patients and family members and facilitating the PFCC 

approach to support family involvement (Bass, 2012). Thus, the core PFCC 

principles of dignity and respect, information sharing, participation and collaboration 

(American Hospital Association, 2004) were used in this study to understand the 

beliefs, attitudes and perceptions that patients, family members and nurses ascribed 

to PFCC practices in the care provided to acutely ill adult patients. 

 

 

1.5 Relevance 

This study addresses a gap in knowledge in the area of PFCC because it is not 

yet clear what patients and families view as meaningful participation, and what 

promotes or hinders the uptake of PFCC practices within the acute hospital setting.  

This study addresses this deficit by exploring from the perspective of patients, family 

members and acute care nurses: (a) how family participation and collaboration in the 

care of acutely ill hospitalised adult patients is enacted, (b) their beliefs and attitudes 

towards family participation in patient care, and (c) what helps or hinders family 

participation in patient care. This knowledge can be used to provide the theoretical 

underpinnings for developing, implementing and evaluating interventions that embed 

PFCC within clinical practice. 

Australian hospital standards advocate for patients and their families to 

become partners in care processes; however, to date, this has been difficult to achieve 

(Australian Commission on Safety and Quality in Health Care [ACSQHC], 2017). 

The findings of this study will inform the implementation of PFCC in the context of 

hospitalised adults and guide the development of organisational policies and 

strategies that build on the shared understandings of patients, their families and 
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nurses, ensuring sustainable, relevant PFCC practices. The significance of this study 

is threefold, with contributions to practice, education and research. 

This study investigated how PFCC is enacted in acute adult hospitals and its 

significance for patients, family members and nurses. The findings of this study can 

inform HCPs on how PFCC could be enacted in the acute care hospital setting. This 

knowledge may assist in developing and implementing interventions aimed at 

promoting family partnerships and collaboration to improve the quality of patient 

care in this setting. Further, the findings of this study can be used by nurses to 

maximise opportunities to partner with families and understand patient preferences 

leading to the provision of individualised patient care. The data collection 

approaches used in this study revealed the facilitators and barriers to collaborate with 

family members in this setting. This real-world knowledge can be used to inform 

policy, practices and the development of PFCC interventions that are more 

responsive to patient and family preferences and align with international healthcare 

standards (Hoffman, Montori, & Del Mar, 2014).   

 

1.6 Overview of thesis 

This thesis has six chapters and is supported by a glossary and list of 

abbreviations (see Figure 1). The thesis was prepared in accordance with Griffith 

University policy. Chapters 2, 4 and 5 include four published peer-reviewed papers, 

which report particular aspects of the study. These papers are formatted to meet the 

requirements of the academic journals in which they were published; hence, there is 

some unavoidable repetition in sections, including the literature reviews, description 

of the study sites, methods and reference lists. For readability, these papers have 

been inserted into this thesis in their original format; hence, while the page 



 

 

PFCC in Hospitals | 11 

numbering throughout this thesis is sequential, the thesis footers are missing from the 

journal papers. Thus, when details within these papers are referred to, it is the page 

number of the published paper that has been used.  

 

 

Note: *chapter includes published paper(s) 

Figure 1. Schematic overview of the content and structure of the thesis 

In the first chapter a background to this study is provided. Further, the aims 

and significance of involving family members in the care of hospitalised adult 

patients are discussed.  

A comprehensive critical appraisal of the literature relating to PFCC is 

provided in Chapter 2. This includes the origins, empirical evidence and policy 

Introduction

(Chapter 1)

Critical Appraisal 
of the Literature

(Chapter 2)*

Methods

(Chapter 3)

Factor Analysis

(Chapter 4 )*

Findings & Discussion

(Chapter 5)*

Conclusion & Recommendations

(Chapter 6)
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context for the PFCC approach. A published integrative review is presented in which 

a critical review of interventions used to promote family members’ participation in 

patient care within adult acute care wards is included. Finally, a summary of the 

literature published from the most proximal date limit of the published review to 30 

December 2018 is provided. 

The qualitative methodology is detailed in Chapter 3. The ontological and 

epistemological foundation, setting and sample for this study are justified and 

described. Next, data collection methods used for this mixed-method study are 

presented. An overview of the data analysis and approaches to ensure trustworthiness 

and ethical considerations are then detailed.  

The selection of the study site was guided by the results of a survey which 

formed the first part of this study, and reflected a unique case sampling approach 

(Patton, 2005; Richie, Lewis, & Elam, 2003). A hospital-wide survey of nurses using 

a revised version of the Families’ Importance in Nursing Care—Nurses’ Attitudes 

(FINC-NA) instrument (Saveman et al., 2011) was conducted. The FINC-NA 

assesses the attitudes of acute care nurses towards the importance of involving 

families in care. As this instrument required revisions to enable it to be used for this 

study, it was important to examine its construct validity (Marshall et al., 2007; West, 

Buettner, Foster, & Usher, 2011). The results from the psychometric testing of the 

revised FINC-NA instrument are presented in the published paper in Chapter 4. The 

findings described in this paper provide an important contribution to the literature 

regarding instruments that measure nurses’ attitudes towards PFCC practices.  

The findings that emerged from observations and interviews with patients, 

family members and acute care nurses are presented in Chapter 5 in two published 

papers. Thirty hours of observational data were gathered, and 18 patients, 15 family 

members and 14 nurses were interviewed. Whenever possible, interviews were 
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conducted jointly with the patient and their family member to facilitate richer 

descriptions and reveal what helped or hindered family participation in care 

processes from a joint perspective. An introduction to each paper is provided, and 

each published paper provides details on design, sample, data collection, data 

analysis and ethical considerations. Further, each paper includes a discussion about 

the findings. The triangulation process is then outlined, bringing together data from 

the patient–family/nurse observations and interviews, and ultimately an overarching 

examination and interpretation of the unified findings from the patient–family/nurse 

datasets. Finally, the implications of these triangulated findings are discussed. 

In the final chapter, Chapter 6, combined findings are discussed, and a 

conceptual synthesis is performed. A preliminary conceptual framework is then 

presented. The recommendations for clinical practice, education and future research 

are also provided. Finally, the strengths, limitations and conclusions from the study 

are presented. 
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1.7 Summary 

The PFCC approach has been promoted as family members represent the only 

constant in a patient’s hospital admission and are in a unique position to optimise 

patient care (Halm & Quigley, 2011). Despite its growing appeal to health policy-

makers, uptake of PFCC practices in acute hospitals has been slow. The aim of this 

study was to explore the perception of patients, family members and nurses regarding 

family participation and collaboration in patient care within an acute care setting. 

Understanding potential barriers and facilitators were also explored to find ways to 

support the practice of family participation in patient care within hospitals. The 

specific research questions included:  

(1) How is family participation and collaboration in the care of acutely ill 

hospitalised adult patients enacted? 

 (2) What are the beliefs, attitudes and perceptions of patients, family 

members and nurses regarding family participation and collaboration in the care of 

hospitalised adult patients?  

(3) What are the facilitators and barriers to enacting PFCC in the acute care 

setting as perceived by patients, family members and nurses?  

Examining this area of research led to new knowledge which can inform policy 

and practices that are more responsive to patient and family preferences and align 

with international healthcare standards. In the next chapter, the literature related to 

family participation in patient care is summarised and critically examined. 
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Chapter 2 – Literature Review 

 

2.1 Introduction  

In this chapter, the concept, origins, policy context and empirical evidence for 

the PFCC model of care are discussed. Next, a published integrative literature 

review, conducted as part of this study, is presented in section 2.6. In this integrative 

review, interventions used to promote family member participation in the patient care 

process within adult acute care wards were identified and critically appraised. Also, 

in the review, the barriers and facilitators for family participation in patient care in 

the acute setting are synthesised, and the methodological issues associated with 

interventional studies directed towards fostering family participation are critiqued. 

Finally, a summary of the literature published from the most proximal date limit of 

the published review to 30 December 2018 is provided. 

 

2.2 Statement of contribution to the co-authored published paper 

A statement of contribution to the co-authored published paper presented in 

this chapter is provided. 

The bibliographic details of the co-authored paper, including all authors, are: 

Mackie, B. R., Mitchell, M., & Marshall, A. (2018). The impact of 

interventions that promote family involvement in care on adult acute-care 

wards: An integrative review. Collegian, 25(1), 131–140. 

https://doi.org/10.1111/jan.13442 
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output. 
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(Countersigned) ___________________________ (Date) 24/09/2019 

Supervisor: Professor Marion Mitchell 

(Countersigned) ___________________________ (Date) 24/09/2019 
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2.3 The concept of patient- and family-centred care 

 PFCC was supported by the original work of Shields and Tanner (2004). In 

the 1970s the concept of family-centred care was introduced through the advocacy 

led by parents of children with special health needs. Shields and Tanner explored 

family-centred care further to determine its applicability in a variety of clinical 

settings, such as hospitals and community practice (Shields & Tanner, 2004). Other 

researchers have extended this work, and the concept of PFCC has now been 

advanced within the acute care setting (Carman et al., 2013; Demehri et al., 2015). 

The PFCC approach has now spread across various clinical settings and the PFCC 

core concepts can be found in critical care (Davidson et al., 2017) and aged care 

practices (Feinberg, 2014) to name but two. Throughout the literature, this initial 

concept has been discussed and refined under a variety of different terms, including: 

patient-centred care (Charmel & Frampton, 2008), family-centred care (Bamm & 

Rosenbaum, 2008; Gill et al., 2014), person-centred care (Ekman et al., 2011), 

consumer-focused care (Brenner, 2003), and patient and family engagement (Carman 

et al., 2013). The choice of term represents the context in which it is used (Morgan & 

Yoder, 2012). For instance, in paediatrics, PFCC is typically referred to as child-

centred care to acknowledge that children’s wellbeing is inextricably linked to that of 

their families (Ford et al., 2018). Ultimately, similar beliefs underpin these terms, 

and one common element is that families are the single most significant social 

institution that affects a person’s health and wellbeing and, consequently, should be 

encouraged to participate and collaborate in their relative’s care in a way that befits 

their personal circumstances (Friedman, Bowden, & Jones, 2003).  

The core concepts of PFCC are: (1) respect and dignity, (2) information 

sharing, (3) participation, and (4) collaboration (Institute for Patient- and Family-
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Centered Care [IPFCC], 2017). PFCC has been described as an innovative approach 

to the planning, delivery and evaluation of health care that is grounded in mutually 

beneficial partnerships among healthcare providers, patients and families (IPFCC, 

2017).  The PFCC core concepts are summarised in Table 1 and emphasise that 

specific behaviours within the healthcare team must be enacted before PFCC can be 

realised (Conway et al., 2006).  

Table 1. Core concepts for patient- and family-centred care (IPFCC, 2017, p. 4) 

Concept Definition 

Dignity and Respect Healthcare practitioners listen to and honour patient and family 

perspectives and choices. Patient and family knowledge, values, 

beliefs and cultural backgrounds are incorporated into the planning 

and delivery of care. 

Information Sharing Healthcare practitioners communicate and share complete and 

unbiased information with patients and families in ways that are 

affirming and useful. Patients and families receive timely, 

complete and accurate information to effectively participate in care 

and decision-making. 

Participation Patients and families are encouraged and supported in participating 

in care and decision-making at the level they choose. 

Collaboration Patients and families are included on an institution-wide basis. 

Healthcare leaders collaborate with patients and families in: policy 

and program development, implementation and evaluation; 

healthcare facility design; and professional education. Patients and 

families also collaborate in the delivery of care. 

 

In this current study, the term ‘PFCC’ was adopted because there is growing 

awareness that to achieve the best outcomes, patients and families must be more 

actively engaged in decisions about their health care (Johnson et al., 2008). This term 

clearly reflects the centrality of both patients and families. Critical to this philosophy 

is the engagement of patients and, where appropriate, family members at the level 

they choose, which may range from consultation to full partnership (Carman et al., 

2013; Conway et al., 2006; Institute for Family-Centred Care, 2018). Healthcare 
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partnerships, involvement in patient care and shared decision-making are 

fundamental to the concepts of participation and collaboration (Penny & Windsor, 

2017). Thus, the PFCC framework was used as the conceptual foundation in this 

study as it describes the essential elements necessary to cultivate partnerships in care, 

decision-making and individual patient–HCP interactions (Conway et al., 2006).  

PFCC has now become a recommended model of health care internationally 

and incorporates patient and family perspectives into care provision because it has 

been demonstrated to improve patient safety and the quality of health care (Berger et 

al., 2014; Calvert, Minford, Platt, & Chatfield, 2015; Feo & Kitson, 2016). Further, 

HCPs who adopt the PFCC framework move beyond the traditional patient–clinician 

interaction to consider and support the needs and values of patients and their families 

(Kuo et al., 2012). However, it must be emphasised that within the PFCC approach 

the patient’s wants, needs and preferences are the dominant and central focus of care 

and may differ to those of their family (Carman et al., 2013). 

The PFCC approach recognises that patients are embedded within a social 

structure and web of relationships and that this approach must be considered for 

potential to be incorporated into all communication and decision-making amongst 

patients, their families and members of the healthcare team (Bass, 2012; Huffines et 

al., 2013).  

Family members were defined within the current study as anyone who the 

patient considered a family member and were not restricted to traditional definitions 

of the nuclear, legal or biological family (Leske, 2002). Family members, therefore, 

may include others who have a sustained a lasting relationship with the patient, and 

the patient considers them part of their family.  
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2.4 The policy context for patient- and family-centred care 

In 2006, the Institute for Healthcare Improvement (IHI) in the USA published 

a discussion paper on redesigning the healthcare system and emphasised that families 

are essential members of a patient’s care continuum and must be part of any action 

plan to improve the current system (Conway et al., 2006). Within a decade, this 

discussion had gained momentum, with the PFCC approach incorporated into several 

Western and European countries’ healthcare policy and system reforms, such as 

Australia, Canada, the USA, the UK and Sweden, to create opportunities to involve 

families in the care of hospitalised patients (Allen et al., 2014; Docteur & Coulter, 

2012; McTavish & Phillips, 2014; Olding et al., 2015). Despite the increased focus 

on PFCC, and involvement of families in patient care processes by healthcare 

organisations, research to support its inclusion in the acute hospital setting is not well 

defined, highlighting the need for explorative research to understand its value and 

impact on patients and families. 

Partnering with patients and, where appropriate, their families to create health 

service organisations in which there are mutually beneficial outcomes is a significant 

issue for Australia. A set of overarching standards, known as the National Safety and 

Quality Health Service (NSQHS) Standards, have been implemented by the 

Australian Commission on Safety and Quality in Health Care (ACSQHC) to enhance 

the quality and safety of care through a partnerships approach. All health services in 

Australia are now required to meet these standards to achieve accreditation to operate 

as a health service. From 1 January 2019, healthcare services in Australia are being 

assessed against a new set of eight standards. The eight NSQHS Standards provide a 

nationally consistent statement about the level of care consumers can expect from 
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health services. Within the standards, the term ‘consumer’ is used to represent 

patients, family members or carers. One of the eight standards, Standard 2, is 

dedicated to ‘partnering with consumers’ (ACSQHC, 2017).  Standard 2 specifically 

outlines that patients and families should be involved in decisions and planning about 

current and future care and stipulates that nurses should partner with patients and 

families and involve them in care. Consequently, it is imperative that healthcare 

providers, including nurses, are well equipped to action PFCC.  

The concept of partnership is closely tied to terms such as participation and 

collaboration. Participation of family members in care processes consists of elements 

such as providing care for patients, taking care of patients and working together with 

HCPs (Li, 2002), as well as monitoring care, exchanging knowledge and being there 

as a family member (Weingart et al., 2011; Tobiano et al., 2015). To achieve family 

participation and collaboration, and involve patients and families in the care process, 

nurses must communicate effectively and develop trusting, respectful relationships 

(Feo, Rasmussen, Wiechula, Conroy, & Kitson, 2017). 

Dialogue amongst nurses, patients and their families is viewed by policy-

makers as being crucial to achieving effective patient–family care partnerships. Thus, 

Standard 8 ‘communicating for safety’ within the Australian healthcare standards 

emphasises to nurses that timely, effective interpersonal communication is needed 

throughout patient care processes to support continuity, and coordinated and safe 

care (ACSQHC, 2017).  

Effective interpersonal communication has long been recognised as an 

essential component of best practice in health care (Bolster & Manias, 2010), and 

aligns with a PFCC approach to share unbiased information with patients and their 

families in ways that are affirming and useful (O'Malley, Brown, & Krug, 2008). 

Tailoring information to the individual patient or family member allows nurses to 
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uncover knowledge deficits, health beliefs and establish from patients and family 

members their preferences for participation and decision-making. Nurses are 

uniquely placed within healthcare services to partner with patients and their families 

and support their participation and collaboration in care processes because they 

spend the most amount of time engaged in direct patient care when compared to 

other HCPs (Westbrook, Duffield, Li, & Creswick, 2011; Zomorodi & Foley, 2009). 

Healthcare policy-makers link the vision of more engaged and informed 

patients and families with improvements in health behaviours, health and wellbeing 

outcomes, and less (or less costly) service utilisation (Ahmad, Ellins, & Lawrie, 

2014). Thus, policy-makers focus on levels of engagement because it highlights to 

HCPs that the care they provide should be orientated and responsive to patient and 

family perspectives (Carman et al., 2013). Supporting meaningful family 

participation in health care means supporting multiple levels of engagement (Health 

Canada, 2000). However, patient and family member engagement may differ 

depending on the individual’s goals, time frames, resources and health literacy 

(Johnson, 2015). Also, patient, family and HCP priorities can vary, which may lead 

to dissonance and conflict (Siminoff, 2013). Family participation comprises many 

different, interwoven practices, and can reflect varying levels of engagement. Thus, 

family participation should not be viewed in isolation but as a spectrum of activities, 

and the multidimensional framework for patient and family engagement in health and 

health care (Carmen et al., 2013). Figure 2 provides a useful guide regarding the 

continuum of engagement that is achievable within the healthcare system.  
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Note: movement to the right on the continuum of engagement denotes increasing 

patient participation and collaboration. 

 

Figure 2. A multidimensional framework for patient and family engagement in 

health and health care (Carman et al., 2013, p. 225, reproduced with permission) 

 

Three critical aspects exist within the multidimensional framework for patient 

and family engagement in health and health care. Developed in conjunction with 

patient and family representatives (Carmen et al., 2014), the first critical aspect 

emphasises that engagement activities range along a continuum (Health Canada, 
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2000), from consultation to partnership and shared leadership. Second, engagement 

occurs at different levels and is not confined to individual health behaviour or direct 

care interactions; it should be identifiable in organisational design and governance as 

well as policy-making. Third, multiple factors affect the willingness and ability of 

patients to engage (Carmen et al., 2014). Thus, at one end of the continuum, 

engagement is characterised by shared power and responsibility with patients and, 

where appropriate, their family being active partners in defining agendas and making 

decisions. Information flows bi-directionally throughout the process of engagement, 

and decision-making responsibility is shared. However, at the continuum’s lower 

end, patients and family members are involved but have limited power or decision-

making authority. Providers, organisations and systems define their agendas and then 

seek patients’ input. Information flows to patients and then back to the system, such 

as via hospital-wide surveys of patient/family experiences of care (Carmen et al., 

2014). Therefore, a range of opportunities exist along this continuum for 

patients/family members to engage in care, but the degree of engagement is 

influenced by patients’/families’, HCPs’ and policy-makers’ preferences, interests, 

goals and capabilities.  

Regrettably, the framework for patient and family engagement does not 

emphasise the PFCC principles of shared-decision making or collaboration, and 

treatment decisions within the direct care level of engagement still involve a degree 

of medical paternalism (Chin, 2002). Emerging evidence suggests that engagement 

can be a pathway toward realising PFCC healthcare services (Berger et al., 2014; 

Nickel, Weinberger, Guze, & Patient Partnership in Healthcare Committee of the 

American College of Physicians, 2018).  Because the evidence base for how the 

PFCC approach can be achieved in the adult acute care setting is not well defined in 
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the literature, a broader examination of the empirical evidence for PFCC is outlined 

in the following section. 

2.5 The empirical evidence for patient- and family-centred care 

PFCC interventions have been successfully implemented in a variety of 

healthcare settings. The majority of the studies describing PFCC interventions have 

been conducted in the context of patients who are typically unable to advocate for 

themselves or are vulnerable, such as those found within paediatric, critical care and 

persons with a disability, elderly and mentally ill populations (Huffines et al., 2013; 

Mitchell & Chaboyer, 2010; McNeil, 2013; Van Voorhis & Willis, 2009). For many 

of these people, communication and collaboration with HCPs can be difficult, and by 

necessity involves their family, friends, carers or spiritual advisers (Allen et al., 

2014; Olding et al., 2015).  

HCPs in the paediatric setting have led the way, with patient- and family-

centred rounds actively incorporating young patients and their families in planning 

care (Benjamin et al., 2015; Davidson, 2013; Kuo et al., 2012). Nurses working in 

intensive care units have used the PFCC approach to improve communication and 

facilitate close physical and emotional contact between patients and their families 

(Mitchell & Chaboyer, 2010; Wyskiel, Weeks, & Marsteller, 2015). Further, 

intensive care unit nurses who facilitate family participation in care may improve 

patients’ and families’ psychological recovery and wellbeing (Black, Boore, & 

Parahoo, 2011). Mental health HCPs have also implemented PFCC practices, such as 

family psychoeducation and support groups, which have improved outcomes such as 

reducing patient relapses, reducing hospital readmissions and decreasing criminal 

activity (McNeil, 2013). Thus, adoption of the PFCC approach by HCPs can help to 

address some of the challenges these populations experience and foster greater 
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involvement of all people in the healthcare process to achieve better outcomes 

(ACSQHC, 2017).  

The clinical benefits that have been identified through a family partnership 

approach in these varied clinical settings include: decreased mortality one year post 

hospital discharge (hazard ratio 0.992, 95 % confidence interval 0.986–0.999) 

(Meterko et al., 2010), reduced length of stay (91% of patients undergoing total joint 

replacement at a university hospital were discharged directly home) (DiGioia et al., 

2007), improved adherence to treatment regimens (early mobility activity sessions 

increased from 66% to 94% following an initiative to involve family) (Rukstele & 

Gagnon, 2013) and decreased readmission rates (lower 30-day risk-standardized 

hospital readmission rates for acute myocardial infarction (odds ratio [OR] for 

readmission per interquartile improvement in hospital score, 0.97; 95% confidence 

interval [CI], 0.94-0.99), heart failure (OR, 0.96; 95% CI, 0.95-0.97), and pneumonia 

(OR, 0.97; 95% CI, 0.96-0.99) (Boulding et al., 2011). 

The reporting of PFCC research has been limited in the acute care setting 

(Alharbi, Ekman, Olsson, Dudas, & Carlstrom, 2012; Berger et al., 2014) despite its 

emphasis within healthcare standards such as by the Joint Commission International 

(JCI, 2017), the National Institute for Health and Care Excellence (NICE, 2017), and 

the ACSQHC (2017). One reason given as to why the implementation of PFCC 

research has been limited is related to the legal context of care that focuses on 

maintaining individual patient rights (Gilbar, 2011). Tensions arise for HCPs who 

may view family members as potentially jeopardising patient privacy and autonomy. 

Therefore, HCPs are encouraged to communicate more fully with patients to 

establish their preferences for involving their family in treatment decisions and direct 

care opportunities (Nickel et al., 2018), thereby ensuring patient autonomy is 

maintained and families are afforded options to engage in PFCC. To support PFCC 
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implementation, various international and government bodies, such as the JCI 

(2017), the ACSQHC (2017) and NICE (2017), have developed a range of resources 

and evidence-based recommendations to assist in aligning clinical practice with a 

PFCC approach. Currently, despite the existence of these resources, consistent and 

widespread research into the implementation of PFCC in clinical practice remains 

sporadic (Palonen, Kaunonen, & Astedt-Kurki, 2016). Further, the meaning of 

working in partnership is still not clearly defined in the context of adult nursing 

practice (Woodman, Baillie, & Sivell, 2016). 

A central feature of PFCC involves information sharing that supports shared 

decision-making with patients and, when appropriate, their families. Adult 

hospitalised patients have highlighted that they value the involvement of a surrogate 

in decision-making (Torke et al., 2014). Families also have a preference to work 

collaboratively with HCPs and contribute to treatment decisions with the support of 

their relative (Lowson et al., 2013; Tobiano et al., 2013). However, patients, family 

members and nurses have reported some unique challenges in the acute care setting 

that affect the sharing of information and ability to engage in shared decision-

making.  For instance, patients report that they often do not understand their 

treatment plan and the information provided by HCPs (Cornett, 2009) or are too 

unwell to become actively involved in decision-making (O’Leary et al., 2016). Role 

ambiguity and the capability of family members to participate in the care of acutely 

ill hospitalised adult patients has been identified as restricting their level of 

involvement in care processes (Bell, 2015; Laidsaar-Powell, Butow, Bu, Fisher, & 

Juraskova, 2016). Nurses in the acute setting have reported they have insufficient 

time to communicate effectively with patients and family members (Hemsley et al., 

2012), are restricted in the information they can share with families due to patient 
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privacy (Gilbar, 2011) or they believe the onus is on family members to initiate 

interactions (Astedt-Kurki et al., 2001).  

When PFCC is described in the literature, the words participation and 

collaboration are often used without definition. Consequently, the concept of PFCC 

is not fully understood by many HCPs (Feinberg, 2014), which has led many HCPs 

to perceive themselves as being collaborative towards family members while 

families find discord with HCPs’ words and actions. However, the potential for 

patients and families to partner with HCPs and participate in patient care within acute 

adult hospitals is significant (American Hospital Association, 2014; Australian 

Institute for Health and Welfare, 2014; NHS Confederation, 2014). There are, 

however, limited studies exploring the PFCC approach within the context of 

hospitalised adult patients who are able to advocate for themselves. Therefore, to 

promote PFCC practices in the adult hospital setting, it is vital to first understand 

what helps and hinders adoption of this approach in practice and this, therefore, is the 

focus of this study. Moreover, interpreting the meaning patients, their families and 

acute care nurses ascribe to family involvement in this setting will reveal practical 

ways to promote PFCC. An integrative review of the literature examining the 

evidence of implementation strategies for PFCC practices in the adult acute care 

setting was undertaken and is outlined in section 2.6. 

 

2.6 The impact of interventions that promote family involvement in 

care on adult acute-care wards: An integrative review 

Citation: Mackie, B. R., Mitchell, M., & Marshall, A. (2018). The impact of 

interventions that promote family involvement in care on adult acute-care wards: An 

integrative review. Collegian, 25(1), 131–140. https://doi.org/10.1111/jan.13442 
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The publisher’s permission to reprint this publication is included in Appendix 

A. 
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2.7 Further evidence regarding interventions directed towards 

involving family members in the care of acutely ill adult patients 

The published integrative review provided a critique of interventions that 

have been used to promote family involvement in patient care within adult acute care 

wards. Following acceptance for publication of this integrative review in January 

2017 (Mackie, Mitchell & Marshall, 2018), an expanded search of the literature was 

performed in 2018 for publications encompassing the original review (i.e., January 

1994 and January 2016) until 30 December 2018 using the same databases, search 

terms and methods (described on page 132 within the published paper). Also, during 

the updated search, the inclusion criteria were expanded to include grey literature. 

The decision to broaden the inclusion criteria was in recognition that the peer 

review/publication timelines vary greatly among healthcare journals (Likis, 2018), 

and authors may choose to report their findings as advanced reports, within a thesis 

or conference proceeding. Moreover, having the most current and comprehensive 

literature review to compare to the current study findings was paramount.  

The phenomenon of interest for this subsequent review remained focused on 

PFCC interventions in the context of adult patients in acute care wards. In this 

updated review, one study was found from the empirical literature (Van De Graaff et 

al., 2017) and one from the grey literature (Eskes et al., 2018); a summary of both 

studies is provided in Table 2. The study by Eskes et al. (2018) met inclusion criteria 

for title/abstract and was located within the Sigma Theta Tau International (Sigma™) 

nursing repository. This study’s abstract was published within the Sigma™ 29th 

international nursing research conference abstracts in 2018.  

The two new studies were both single-centre quantitative studies that 

evaluated a family-focused intervention to help prepare postoperative patients and 
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their families for discharge. One study was as feasibility/pilot research (Eskes et al., 

2018) and the other was a quality improvement initiative (Van De Graaff et al., 

2018). One study originated from the USA and one from Europe: study setting, 

design, sample, intervention components, and outcomes of these studies are provided 

in Table 2. A standardised framework (Whittemore & Knafl, 2005) and data coding 

spreadsheet were used to extract and summarise data from the primary sources. The 

appraisal of the studies’ interventions followed the same process outlined in the 

original review, as detailed on page 133 of the published paper. 

 

 

 

 



 

42 | PFCC in Hospitals 

Table 2. Overview of new studies 

Author/ 

Country 

 

Setting/design Sample 

 

Intervention Patient outcomes 

 

Van de 

Graaf et al. 

(2018) 

USA 

 

Acute 

cardiovascular 

unit 

 

Quantitative— 

retrospective 

case-control  

(1:1 matching),  

survey 

 

 

465 patients 

 

200 patients 

were matched to 

control patients 

on procedure, 

age, surgeon 

and year of 

procedure 

 

Partners in Healing program to involve family 

members in patient care. Three key aims of 

Partners in Healing were: 

 

(1) help prepare patients (and their families) to 

more effectively manage their health needs 

after discharge from the hospital; 

(2) meet the patient’s needs more efficiently 

while in the hospital; and  

(3) improve family communication with the 

healthcare team while in the hospital. 

 

Family members were introduced to the program 

by nurses pre-operatively and throughout the 

patient’s hospitalisation, with actual program 

involvement occurring in the acute surgical ward 

postoperatively.  

 

 

The 30-day readmission rate was 

lower among participants compared 

with matched control subjects (5% 

vs 13.5%; P = .007). 

 

Readmission rate remained 

significantly different between 

matched participants and control 

participants in a multivariate 

logistic regression that controlled 

for age, sex and severity of illness 

with an Odds Ratio of 0.34 (CI, 

0.16–0.74; P = .007). 

 

No significant difference in hospital 

length of stay, 30-day, all-cause 

mortality or emergency room visit 

rate in the first 30-days after 

discharge. 
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Author/ 

Country 

 

Setting/design Sample 

 

Intervention Patient outcomes 

Eskes et al. 

(2018) 

Netherlands 

 

 

Two surgical 

wards within a 

Dutch 

University 

Hospital 

 

Quantitative 

feasibility study 

 

 

Intervention 

group 

20 patients and 

their family 

caregivers 

Control group 

First 20 patients 

who refused the 

intervention 

acted as 

controls  

Patients were 

included if they 

required 

pancreatic or 

oesophageal 

surgery, and had 

a suitable 

family caregiver 

who was willing 

and able to 

participate and 

undergo training 

Components of the intervention package 

included: 

  

(1) information about fundamental care activities 

(i.e., early mobilisation, breathing exercises, 

dental hygiene, orientation to time and place 

video guides, e.g., 

https://www.youtube.com/watch?v=sUp8Ros

j1Lg&feature=youtu.be) 

(2) goal setting with patients, family caregivers 

and nurses; 

(3) presence of family caregivers during ward 

rounds; and 

(4) optional rooming in. 

Patient satisfaction and quality of 

care with family caregiver 

involvement measured via 

Happiness Rating Scale (HRS) (1 

to 10; 1 = not happy to 10 = 

extremely) 

With family caregiver mean HRS = 

9.1 

Without family caregiver HRS = 

7.1 

Hospital readmission rate reduction 

(non-significant) seen. Control 

group (35%) vs intervention group 

(20%; P = .48) 

Incidence of postoperative 

pneumonia was slighter higher in 

the control group (20%) compared 

to intervention group (0%; P = .11)  

Incidence of delirium and 

postoperative wound infection non-

significant in both groups (P > .99) 

  

https://www.youtube.com/watch?v=sUp8Rosj1Lg&feature=youtu.be
https://www.youtube.com/watch?v=sUp8Rosj1Lg&feature=youtu.be
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A critical appraisal of these two quantitative, non-randomised studies using 

the updated Mixed Methods Appraisal Tool (MMAT) (Hong et al., 2018) is 

summarised in Table 3. Both studies failed to provide sufficient information on how 

they selected their sample size or addressed the risk of nonresponse bias. Further, 

selection bias may have occurred in the study by Eskes et al. (2018) when they chose 

to use the first 20 patients who refused to participate in the intervention to then form 

the control group (Smith & Nobel, 2014). The initial MMAT screening questions 

were used to confirm that the studies’ abstracts reported an empirical study, and 

sufficient information existed from online supplementary material for the study by 

Eskes et al. (2018) to allow for further appraisal. No quality threshold for inclusion 

was used (Dirnagl & Lauritzen, 2010) because of the limited number of articles 

identified in this updated review, which supported a broader overview of current 

research. When the MMAT was examined with the template for intervention 

description and replication (TIDieR) checklist, a complete appraisal of the 

interventions was undertaken (see Table 4). The full MMAT and TIDieR screening 

and appraisal questions are provided in Appendices B and C respectively. 
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Table 3. Updated MMAT appraisal of quantitative, non-randomised studies.  

Author S1 S2 3.1 3.2 3.3 3.4 3.5 

Van de Graaf et 

al. (2018) 

Yes Yes No Yes Yes Yes Yes 

Eskes et al. 

(2018) 

Yes Yes No Yes Yes Yes Yes 
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Table 4. TIDieR appraisal 

A
u

th
o
r 

B
rief n

a
m

e
 

W
h

y
 

W
h
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 W
h

o
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ro
v
id

ed
 

H
o
w

 

W
h

ere
 

W
h

en
 a

n
d

 h
o
w

 m
u

ch
 

T
a
ilo

rin
g
 

M
o
d

ifica
tio

n
s 

H
o
w

 w
ell 

 Item 1 Item 2 Item 3 Item 4 Item 5 Item 6 Item 7 Item 8 Item 9 Item 10 Item 11 Item 12 

Van de 

Graaf et 

al. (2018) 

 
✓ 

 
✓ 

 
✓ 

 
✓ 

 
✓ 

 
✓ 

 
✓ 

 

x 

 

x 

 
✓ 

 

x 

 

x 

Eskes et 

al. (2018) 

 
✓ 

 
✓ 

 

✓# 

 
✓ 

 

x# 

 
✓ 

 

x 

 
✓ 

 

x 

 

N/A 

 
✓ 

 

x 

Note: # = additional information on study gained from online supplementary material 
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The primary aim in both studies was to reduce hospital readmission rates after 

major surgery (Eskes et al., 2018; Van de Graaf et al., 2018). Acute care nurses from 

the surgical wards led and facilitated the delivery of intervention components in both 

studies. Interventions typically involved nurses helping the patient and family 

members to perform discrete skills, such as incentive spirometer, fluid intake and 

output measurement, activity/early mobilisation support, goal setting, dental hygiene 

or compression stocking changing (Eskes et al., 2018; Van de Graaf et al., 2018). 

Posters, a brochure and videos were used in one study to provide education to the 

intervention group (e.g., family caregiver) (Item 5 of Table 3). One study (Eske et 

al., 2018) described intervention adherence (Item 11 of Table 3). However, it was 

unclear if all components of the interventions described in the studies should have 

been delivered as a bundled intervention or if one or more was sufficient (Item 12 of 

Table 3).  

Both studies focused on facilitating families to participate in their relative’s 

care; however, the amount of time or cost needed to provide instruction and prepare 

nurses to support family members to undertake patient care activities was not made 

explicit in the methods or findings. Understanding the processes required for 

implementation and economic evaluation is highly valuable because it provides 

insights into why a successful intervention works and how it can be optimised in 

different contexts together with its sustainability (Craig et al., 2007).  

Evidence of patient and family participation in intervention design was absent 

in these studies. Collaborating with patients and family members is a core concept of 

PFCC (Johnson, B., Abraham & Shelton, 2009) and, as crucial stakeholders, their 

active participation should be included in the design of interventions that aim to 

promote PFCC participation in patient care (Mackie, Mitchell, & Marshall, 2018). 

Further, evidence suggests that if the patient and family member have not been 
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engaged and consulted, they are less likely to comply with the treatment plan, which 

results in less than optimal outcomes and a potential waste of resources (National 

Patient Safety Foundation, 2014). 

Reported patient outcomes were similar across the studies (Eskes et al., 2018; 

Van de Graaf et al., 2018). Both reported 30-day hospital readmission rates as their 

primary outcome measure and proposed that the recruitment of family members as 

clinical care partners during hospitalisation reduced postoperative readmissions; 

however, this reduction was not statistically (p = 0.48) significant in the study by 

Eskes et al. (2018). This pilot study was not, however, powered for significance. 

Patients’ satisfaction with care was a secondary outcome reported in one study 

(Eskes et al., 2018); however, it was not clear how these data were collected or 

analysed as there is a lack of detail in the study methods. Interestingly, despite the 

different-sized samples, 92% of families in these studies rated the intervention highly 

for enhancing the transition/discharge to home (Eskes et al., 2018; Van de Graaf et 

al., 2018).  

The studies included in this updated review highlight that early (<30 days) 

hospital readmission is a contemporary and relevant clinical and policy outcome 

measure within the adult acute care setting (Leppin et al., 2014; Merkow et al., 2015; 

Yeo et al., 2017). Although previous studies examining readmission reduction have 

emphasised case management interventions and post-discharge follow-up (Leppin et 

al., 2014), these studies are the first to suggest that recruitment of family members as 

clinical care partners may reduce postoperative readmissions. Further, as a result of 

advances in anaesthesia and surgical procedures, increasing numbers of patients are 

being discharged 'early' into the home environment with continuing care 

requirements (Boughton & Halliday, 2009). The participation of family members in 

current and ongoing patient care after major surgery is seen as a prospective strategy 
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to reduce postoperative readmissions, as families and patients become more aware 

and informed of continuing care and potential complications (Eskes et al., 2018; 

Najafi et al., 2014; Van de Graaf et al., 2018). Thus, frequent patient discharge from 

the hospital into the home environment has led to a significant increase in post-

discharge care being provided by family members (Walton, 2018). The ‘transition to 

home’ for postoperative patients typically begins when they are admitted to a 

surgical ward and is seen as a period of uncertainty for family caregivers because 

they feel unprepared and concerned as to the amount and type of care required by 

their relative at home (Plank, Mazzoni, & Cavada, 2011).  Fostering early family 

involvement in patient care is viewed as a pragmatic strategy to prepare patients and 

their families for discharge and the transition to care at home (ACSQHC, 2017).  

The treatment of surgical patients in the acute care setting differs when 

compared to those with an acute/chronic medical condition who are hospitalised. 

Discrete procedures and structured rehabilitation plans are characteristics of many 

surgical admissions, which permit educational opportunities during the in-hospital 

period (Carli et al., 2011). However, a similarly planned trajectory is not always 

possible for those experiencing a long-term illness or chronic disease, which may be 

why both studies selectively included patients and families from surgical care areas; 

that is, the same interventions may not translate well to contexts for people with 

chronic illnesses and multiple co-morbidities.  

Feasibility or pilot studies are useful to test that interventions can be delivered 

as intended and estimate recruitment rates (Arain, Campbell, Cooper, & Lancaster, 

2010; Craig et al., 2007). The recruitment rates in the study by Eskes et al. (2018) 

were low. For instance, approximately 63% (n = 41) of eligible patients/family 

members did not participate in the intervention (Eske et al., 2018). The main reasons 

for declining to participate in the intervention were: (a) family members were unable 
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to actively complete intervention components (n = 10), (b) family members did not 

want to participate (n = 11), or (c) patients were concerned about the additional 

burden this would place on their family member (n = 3). Equally importantly, 

patients who were eligible declined to participate in the intervention because they 

were concerned about family caregiver burden (Eskes et al., 2018), but it is unclear 

what could have helped to overcome their concerns. Evaluating the reasons why 

eligible participants chose not to participate in a clinical study is challenging (van 

den Berg et al., 1997); however, it would be of benefit if future studies exploring 

PFCC in the acute care context evaluated what strategies could support 

patient/family involvement in care.  

Healthcare service policy promotes PFCC interventions, yet the majority of 

acute care research fails to take patient, family and healthcare perspectives into 

consideration when designing an intervention. Qualitative research provides a unique 

opportunity for patients, family members and HCPs to express their views, and 

provides valuable insight into the intervention process and what helps or hinders 

family participation in the care of acutely ill adult hospitalised patients. 

The expanded search of evidence regarding interventions directed towards 

involving family members in the care of acutely ill adult patients highlighted that 

family-focused interventions remain a priority in the adult acute care setting and are 

important to researchers. A noticeable gap in the literature are multi-centred studies, 

which may permit higher numbers of patient and family enrolment thereby 

generating data that have greater impact and international significance.  
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2.8 Summary 

In this chapter, the relevant literature relating to the PFCC philosophy and 

model of care across a variety of contexts has been summarised, synthesised and 

critically reviewed.  Although research is emerging, family participation and 

collaboration in the care of hospitalised adult patients remains an elusive concept. 

Thus, a broader understanding of family participation in patient care is needed from 

the perspective of patients and family members. The perspective of acute care nurses 

is also crucial as there is a consensus in the literature that nurses are pivotal in 

promoting family participation in patient care. Further, understanding the behaviours 

of patients, family members and nurses who support PFCC practices in an Australian 

acute adult hospital may provide insight into how to optimise family involvement in 

other settings.  

Currently, our knowledge of acute care nurses’ attitudes towards involving 

family in patient care mainly come from self-report survey data from Nordic 

countries, like Sweden, affecting the transferability of these findings. This study 

addresses these issues by providing a better understanding of the beliefs, attitudes 

and perceptions of patients, family members and nurses regarding family 

participation and collaboration in the care of their hospitalised adult patients, how it 

is enacted, and the barriers and facilitators to it in an Australian setting.  
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Importantly, this study contributes necessary qualitative research as our 

understanding of PFCC in the adult acute care setting is underdeveloped. The 

following chapter presents an overview of the paradigm and methodology to address 

the research questions. Subsequently, the design, setting and site selection are 

described. Next, the methods of data collection and analysis consistent with the 

methodology are presented. Finally, how trustworthiness was maintained is detailed 

and the ethical considerations are outlined.    
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Chapter 3 – Methods 

 

3.1 Introduction  

Collaborating with patients and families is at the forefront of healthcare 

service delivery and quality improvement efforts globally (Suter & Murphy, 2015). 

In the literature review provided in Chapter 2, it was evident that some researchers 

have attempted to foster a PFCC approach by implementing interventions to support 

family participation in patient care in the acute care setting; however, methodological 

limitations have confounded the evidence base for family involvement having a 

direct and positive impact on patient outcomes. Allowing patients and family 

members to participate in intervention design may enhance uptake and improve 

outcomes. Because the effects of these interventions varied, a better understanding is 

needed regarding the challenges and complexities of supporting the PFCC approach 

in the adult acute care setting. Therefore, to understand the challenges and 

complexities surrounding family participation and collaboration in the care of 

hospitalised adult patients, further research was needed to explore this contemporary 

issue within the natural context in which it occurs. Specifically, the research 

questions for this study were to explore:  

(1) how family participation and collaboration in the care of acutely ill 

hospitalised adult patients is enacted;  

(2) the beliefs, attitudes and perceptions of patients, family members and 

nurses regarding family participation and collaboration in the care of hospitalised 

adult patients; and  

(3) the facilitators and barriers to enacting PFCC in the acute care setting as 

perceived by patients, family members and nurses. 
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A constructivist paradigm provided the lens through which the research was 

conducted and informed the naturalistic approach. This is further outlined in sections 

3.2 and 3.3. PFCC provided the underlying conceptual foundation for this study and 

is detailed in section 3.4. Naturalistic studies employ multiple methods of data 

collection, and the relevant methods and analysis are described in sections 3.5 and 

3.6. Following this, how trustworthiness was maintained in this study is presented 

within section 3.7. Finally, ethical considerations for the conduct of the research are 

addressed in section 3.8. 

 

3.2 The constructivist paradigm 

The constructivist paradigm is the ontological and epistemological foundation 

for this study. The constructivist paradigm holds the assumption that human beings 

construct their social reality, and the social world cannot exist independent of human 

beings (Holloway & Wheeler, 2013). These social constructions are intangible, 

mental representations that are only true for groups or individuals, and are tentative 

(Lincoln & Guba, 1989). People within a setting/group may hold similar views about 

the nature of reality, or these may differ (Appleton & King, 1997). Applying the 

constructivist lens in this study meant that family participation and collaboration 

were explored as entities that exist through the various meanings attributed to them 

by patients, family members and acute care nurses. To gain this constructed reality 

(Guba & Lincoln, 2001), patients’, family members’ and nurses’ multiple, mentally-

constructed realities of family participation and collaboration within the local context 

of an adult acute care hospital are described. Reality was represented by producing 

the most informed and defensible construction possible, inclusive of divergent 
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constructions of reality, which could be agreed upon at the time (Lincoln & Guba, 

1989).  

Regarding epistemology, the researcher has taken a subjectivist and 

transactional approach to produce knowledge (Appleton & King, 1997), with the 

findings in this study created by the interaction and relationship between the 

researcher and participants (Lincoln & Guba, 1989). The creation of an interactive 

process with participants allowed the researcher to obtain in-depth understanding and 

interpretations that convincingly describe the entity; that is, family participation and 

collaboration in the care of hospitalised adult patients.  

 

3.3 Naturalistic inquiry 

Naturalistic inquiry, which stems from the constructivist paradigm (Tullis 

Owen, 2008), was adopted in this study because it holds a central value that there are 

multiple realities that are socially constructed (Lincoln & Guba, 1985). Since these 

realities are wholes that cannot be understood in isolation from their context 

(Armstrong, 2010), this study was conducted to ensure that the perspective of acutely 

ill hospitalised patients, family members and acute care nurses were sought. 

Naturalistic inquiry is characterised by research in natural settings (Bowen, 2008). 

Therefore, in recognition that social interactions and multiple subjective realities 

exist, the study required patients, family members and nurses to be studied as a 

whole in the context where family participation and collaboration in care occurred. 

Rich and in-depth descriptions of how family participation and collaboration in care 

were achieved in the acute care setting were gained through this approach and 

exposed the facilitators and barriers to PFCC from multiple dimensions.  
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Ultimately, the aim of this study was to understand the beliefs, attitudes and 

perceptions that patients, their families and nurses ascribed to family participation 

and collaboration in the acute care setting. This aim was achieved through the 

collection and analysis of data that were viewed as credible and could inform future 

research, health policy and clinical practices. Inductive, interactive and recursive 

processes were used to understand and explain the behaviours and beliefs under 

study (LeCompte & Schensul, 2012) and informed how to promote PFCC in the 

adult acute care setting.  

  

3.4 Patient- and family-centred care  

PFCC provided the underlying conceptual foundation for this study. PFCC is 

an approach to the planning, delivery and evaluation of health care that is grounded 

in mutually beneficial partnerships (Baas, 2012). The core concepts of PFCC, as 

described in Chapter 1, were used to understand the beliefs, attitudes and perceptions 

that patients, their families and nurses ascribed to family participation and 

collaboration in the care provided to acutely ill hospitalised adult patients and are 

summarised in Table 1 (IPFCC, 2017, p. 4). PFCC as a philosophy for care 

recommends health professionals move beyond the traditional patient–clinician 

interaction to consider and equally support the needs of the patient’s family (Kuo et 

al., 2012). The PFCC approach emphasises the significance of treating the patient in 

the context of their family as the basic social unit and the primary educator, supporter 

and shaper of each person (Bamm & Rosenbaum, 2008). The core principles of 

PFCC emphasise that specific behaviour, attitudes and beliefs must be enacted by 

members of the healthcare team before PFCC can be realised. Consequently, these 

principles informed the research aims and design of this study, highlighting critical 
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areas of interest to be explored. In this study, family participation and collaboration 

were defined as nursing care that was informed by the patient’s and family’s 

preferences and expressed needs. 

 

3.5 Design 

 A mixed-method, exploratory, sequential design was used (Anguera et al., 

2018; Athens, 2010; Lincoln & Guba, 1985). Observer-as-participant observations 

were conducted in Phase 1 to describe the existing situations and patterns of 

behaviours (Kawulich, 2005) related to family participation in patient care within an 

adult acute care ward. Analysis of Phase 1 data informed the semi-structured 

interviews in Phase 2. The, mixed-method approach to data collection was necessary 

to fully understand the beliefs, attitudes and perceptions of patients, family members 

and nurses concerning family participation in patient care within the adult acute care 

setting (Greene, 2015).  

 

3.5.1 Setting and site selection 

The study setting was a 28-bed medical assessment and planning unit 

(MAPU) located within a 324-bed regional referral hospital in Queensland, 

Australia, that provided medical, surgical, obstetrics and coronary care services. The 

hospital provided care for 13,136 non-emergent medical admissions in 2015–16 and 

was staffed by 870 full-time equivalent nurses. A unique case sampling approach 

was applied to select the study ward (Patton, 2005; Ritchie et al., 2003), whereby a 

hospital-wide survey of nurses was conducted using the FINC-NA instrument 

(Saveman et al., 2011). The purpose of using this survey was to identify an adult 
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acute care ward where nurses held positive attitudes towards involving family in care 

and could be anticipated to yield valuable information regarding PFCC practices. In 

this study, an acute care ward was viewed as any ward within the hospital where an 

inpatient received active but short-term treatment for a severe injury or episode of 

illness (excluding palliative or intensive care). 

Initially developed in Sweden, the FINC-NA is a 26-item self-reporting 

instrument with a five-point Likert response scale (see Appendix D), with reported 

reliability and validity (Saveman et al., 2011). The FINC-NA is a multidimensional 

instrument and comprises four subscales (Benzein et al., 2008): family as a resource 

in nursing care (Fam-RNC, 10 items), family as a conversational partner (Fam-CP, 

eight items), family as a burden (Fam-B, four items) and family as its own resource 

(Fam-OR, four items). The item-total correlations for the subscale of the revised 

FINC-NA are .869 (Fam-RNC), .833 (Fam-CP), .728 (Fam-B) and .786 (Fam-OR), 

indicating strong correlations, and the Cronbach’s alpha coefficient is high at .92 

(Saveman et al., 2011). The higher the total FINC-NA score, the more positive the 

nurse’s attitude is towards the importance of involving families in nursing care. The 

selection of the study ward was guided by the results of the FINC-NA, in which the 

MAPU nurses had the highest positive overall attitude towards involving family in 

nursing care. The results of the hospital-wide survey are described in full within 

Chapter 4. 

The MAPU was a clinical area accepting acutely unwell patients direct from 

the emergency department (ED). In this unit, the median length of stay was 72 hours. 

Once admitted to the MAPU, patients underwent rapid physician assessment, early 

referral and interventions from HCPs. The MAPU had set visiting hours from 

08:00hrs to 20:00hrs daily. Bed areas in MAPU included four separate, open-plan 

pods with eight beds each, separated by curtains, and five single-bed isolation areas 
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to care for patients with a notifiable infection (e.g., methicillin-resistant 

staphylococcus aureus). Male and female patients were together within each pod, and 

each patient had a telephone and access to a television in their bed-space. A separate 

waiting room with 10 chairs and tea/coffee-making facilities existed at the entrance 

of the ward; however, this room was also used regularly during the daytime by the 

MAPU multidisciplinary team to conduct case-conference meetings. A team 

approach to nursing care was used in MAPU, with registered nurses (RNs), enrolled 

nurses (ENs) and assistants in nursing working collaboratively to provide care. The 

RN-to-patient ratio was 1:4. 

 

3.5.2 Sample  

Patients, their family members and nurses in the MAPU were invited to 

participate. This sample was chosen because a tripartite relationship amongst 

patients, family members and acute care nurses is fundamental within the philosophy 

of PFCC (Feinberg, 2014). Nurses represent the largest group of health professionals 

and are in a unique position, providing daily, direct patient care, and can facilitate 

PFCC practices in the acute care setting. 

To be included, patients had to be aged 18 years or older, needed to 

understand and be able to communicate in English, be able to provide informed 

consent and identify a family member who was in contact with them during their 

hospitalisation. Medically unstable or palliative care patients were excluded for 

humanitarian reasons, so as not to add potential additional stress to the patient and 

their family.  

 A family member was defined as an individual aged over 18 years who had a 

close and continuing relationship with the patient or formed part of the patient’s pre-
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existing support system. To be included in this study, family members needed to 

understand and communicate in English and provide informed consent. A purposive 

maximum variation sampling strategy was used to ensure a broad range of 

perspectives were gained (Holloway & Wheeler, 2013). Family members who 

differed in age, ethnicity, gender and relationship to the patient were sought for 

inclusion in the study.  

Nurse participants including RNs and ENs were eligible to participate in the 

study if they were permanent staff of the hospital and who, in their day-to-day work, 

had direct contact with adult patients and their families within MAPU. While an RN 

has an increased scope of practice compared to an EN, they both work 

collaboratively to assess and meet patient needs. The nurses were also purposively 

selected (Holloway & Wheeler, 2013) to ensure a range of years of clinical adult 

acute care experience was represented. Additionally, purposive sampling of nurses 

with differing levels of education reflected a growing body of literature linking the 

uptake of PFCC to the level of nurse education (Benzein et al., 2008; Bolster & 

Manias, 2010; Coyne et al., 2013; Rahmqvist et al., 2015).   

 

3.5.3 Recruitment 

The researcher liaised with the ward nurse in charge each shift to identify 

patients and family members, where family members differed in age, ethnicity, 

relationship to the patient and gender. Nurses were contacted by the senior nurse unit 

manager to determine if they were willing to speak to the researcher about 

participating in the study and aided in identifying nurses who ranged in clinical 

experience and educational preparedness. Following this process, potential 

participants had the study explained to them by the Researcher and were provided 
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with an opportunity to ask further questions. Participants in the observation and 

interview groups differed.  

 

3.5.4 Data collection  

Demographic data were collected from all participants and included: age, 

gender, the highest level of education, relationship to the patient (family members), 

living with someone at home (patients only), years practising as a nurse, and their 

role (nurses only). Data collection occurred between June and August 2016. 

Participants in the Phase 1 observation period and Phase 2 interview groups differed. 

The Researcher was the observer and interviewer, and was an experienced master-

prepared male RN with over a decade of clinical experience in the acute and critical 

care areas. 

 

3.5.4.1 Phase 1—Observation data collection 

Observations, which are consistent with naturalistic inquiry, were adopted to 

search for patterns of behaviours and unique experiences related to family 

participation in patient care (Angrosino, 2007). Observations of nurses’ interactions 

with patients and family members were undertaken due to the unique role that nurses 

perform in fostering patient–family participation in care (Tobiano, Bucknall, 

Marshall, Guinane, & Chaboyer, 2016). An observer-as-participant approach 

(Kawulich, 2005) was adopted where a participating nurse was shadowed by the 

researcher for two hours to observe for family partnering and collaboration in care 

that may or may not have occurred.  
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The observation periods varied across times and days of the week and were 

purposefully chosen to increase the opportunity to observe how PFCC was enacted 

across the different clinical shifts (Hammersley & Atkinson, 1983). For instance, day 

shifts and afternoon shifts were selected for observation as family participation in 

care is likely to be minimal at night/early morning when patients were sleeping. The 

two-hour observation periods also provided time for the participants to become less 

aware of the researcher and act in their ‘usual’ manner (Bolster & Manias, 2010).  

Shadowing the nurse allowed the researcher to observe the events occurring in the 

course of their everyday work. During observation periods, specific probing 

questions were used by the researcher to clarify a situation or interaction, or to make 

participants feel more at ease with the observation process (Manias & Street, 2000). 

For instance, when a participating nurse was observed to contact a patient’s family 

via telephone, the researcher asked, ‘Why is it important for you to call the family 

now?’  Ultimately, the probing questions and shadowing of nurses allowed the 

researcher to understand how family participation was perceived and enacted in this 

setting. 

 Producing a descriptive understanding of observations was achieved through: 

(a) written field notes and digital recordings of observer thoughts, (b) contact 

summary reports, and (c) a reflective journal. Field notes (see Appendix E) were 

discretely written in a note pad during observations or at the end of each observation 

period and typically included brief notes, phrases heard, dot-point summaries or 

questions that struck the researcher. Field notes were informed by the International 

Family Nursing Association (IFNA) core competencies (INFA, 2014) and the 

principles of PFCC as described by B. Johnson et al. (2008) because they provided a 

useful framework to focus observations and structure notes. Developed by IFNA’s 

Family Nursing Practice Committee, the IFNA core competencies for undergraduate-
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level or generalist-level nurses are intended to guide nursing practice when caring for 

families, and consist of five key domains: (1) enhance and promote family health, (2) 

focus nursing practice on families’ strengths, (3) demonstrate leadership, (4) self-

reflective practice, and (5) practice using an evidenced-based approach (IFNA, 

2014). 

Digital recordings of observer thoughts occurred promptly after each 

observation, away from the MAPU, consistent with contemporaneous data collection 

(Creswell & Clark, 2017). Field notes and digital recordings informed the detailed 

write up that was referred to as the contact summary. Notes detailed in each contact 

summary were written systematically to assist in organising observations during the 

interpretive process (Flick, 2013). Contact summaries were arranged into tables that 

were written chronologically. Each table was divided into two columns: the left 

column provided details of the date, time and context of the interaction; the right 

column was used to document actions, interactions, verbatim quotes, physical objects 

and the researcher’s comments. Field notes were coded to ensure participant 

anonymity, and verbatim quotes appeared in italics to ensure patient, family member 

and nurse quotes were identified and exact (Spradley, 1979). A reflective journal was 

also maintained in which the researcher’s personal reactions, reflections, feelings and 

thoughts were documented. These data sources were also used to guide the writing of 

formal contact summaries (see Appendix F). 

Observations continued and became more selective to ensure a variety of 

times and days of the week were captured until no additional data were found to 

justify the creation of new themes and categories (Angrosino, 2008). Analysis of 

observational data was conducted immediately following this phase of data 
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collection and informed the development of interview questions used in Phase 2. The 

process of analysis is explained in detail within the data analysis section.  

 

3.5.4.2 Phase 2—Interview data collection 

Interviews enabled participants to share their perspectives on family 

participation and collaboration in care. Interviews were also used to explore the 

facilitators and barriers to PFCC in adult acute care wards—a primary aim of the 

study. Following completion of the data analysis in Phase 1, interview questions 

were generated that aligned with the context and how participants used language to 

construct family participation and collaboration and were tailored to suit the 

participant group (see Appendix G). To identify clinical nursing behaviours that 

could help or hinder family participation and collaboration in patient care, interview 

questions were informed by the TDF (Cane, O’Connor, & Michie, 2012). The TDF is 

founded on a psychological and organisational theory that recognises HCPs’ clinical 

behaviour change is key to improving the quality of patient care (French et al., 2012). 

Further, the TDF is a method established to understand behaviours theoretically so 

that processes can be effectively targeted towards implementing evidence-based 

practice change (Alexander, Brijnath, & Mazza, 2014; Michie et al., 2005). The TDF 

has been widely implemented across a variety of settings (Francis, O’Connor, & 

Curran, 2012) and, for example, includes analysis of medication-prescribing errors 

among trainee doctors (Duncan et al., 2012), hand-hygiene behaviours in a hospital 

setting (Boscart, Fernie, Lee, & Jaglal, 2012), and human papilloma virus 

counselling in primary care (McSherry et al., 2012). 

Interviews were conducted with patients, family members and acute care 

nurses. Understanding family participation in care processes was promoted by 
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conducting joint interviews whenever possible with the patient and their family to 

enable participants to ‘speak in their voice and express their thoughts and feelings’ 

(Berg, Suhonen, & Idvall, 2007, p. 96) about what meaningful participation 

represented from their perspective. Individual, semi-structured interviews were 

conducted with nurse participants. Prompts were used in all interviews to probe, 

clarify and elicit meaning from participants (LeCompte & Schensul, 2012). 

Interviews were conducted in a private area of the hospital, lasted for approximately 

25 minutes, and were digitally recorded. After each interview, a summary of the 

researchers’ interview notes was read back to each participant to confirm the 

information and narrative recorded. The audio recordings were professionally 

transcribed verbatim, and the accuracy of the transcriptions checked by re-listening 

to the tapes. 

  

3.6 Data analysis 

Descriptive statistics were used to summarise the demographic data collected 

using IBM SPSS Statistics for Windows, Version 22.0. Categorical data were 

summarised as counts and proportions, and continuous data as frequencies; for 

normally distributed data proportions, means and standard deviations (SDs) were 

used. Data describing participant characteristics were complete. Qualitative data 

were stored and managed using the software program NVivo 11™. Data collection 

and analysis occurred concurrently. Patient–family and nurse observational and 

interview data were analysed separately following the process described by Miles, 

Huberman and Saldaña (2014) and occurred in three concurrent stages to develop 

categories and themes: 
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1. Data condensation: first-cycle coding was applied to the raw data, and the 

affective method of values coding (Gable & Wolf, 1993; Saldaña, 2015) was 

used to enable more detailed exploration of participants’ values and belief 

systems. Codes of meaning were assigned to a word or short phrase that 

captured the essence of the data. Second-cycle coding methods were then 

applied to the first-cycle codes to group similar meanings into key categories 

and consolidate codes. 

2. Data display: a visual matrix was used to display the data, enabling cross-case 

analysis and for subthemes and themes to be generated. 

3. Conclusion drawing/verification: themes and subthemes were integrated into 

higher-level connections through seeking plausibility, clustering, noting 

patterns and making metaphors (Miles et al., 2014). 

 

The observational and interview data were merged following separate 

analysis to provide a comprehensive description and deeper understanding of family 

participation and collaboration in patient care within the adult acute care ward. This 

methodological triangulation provided a depth of analysis and enhanced credibility 

of the data (Guest, 2006).   

The six-step triangulation protocol as described by Farmer, Robinson, Elliott 

and Eyles (2006) guided this analysis. Steps one to three (i.e., sorting, convergence 

coding, convergence assessment) mirrored the data analysis process that had 

previously occurred for each dataset. However, step four (completeness assessment), 

the themes and subthemes with examples from the data, were summarised into four 

separate matrices: patient–family/nurse interview findings and patient–family/nurse 

observational findings. These matrices were then compared to highlight both similar 

and unique contributions to answering the research questions, which ultimately 
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created a summary of the unified findings for the patient–family/nurse data sets. 

Thus, each dataset on its own provided part of the story for the research questions, 

but, together, they contributed to a higher level of analysis and a broader 

understanding of the PFCC in the acute care setting. Step five (researcher 

comparison) involved determining the level of agreement within the research team 

(Researcher and two supervisors) with respect to the degree of convergence between 

two data sets (in both meaning and prominence of themes) and the complementary 

and unique contributions of each dataset to the research questions. Where there were 

differing opinions, examples from the data were sought until a consensus was 

reached. Finally, in step six (feedback), a summary of triangulated key findings was 

reviewed by the research team for feedback/comment and presented to key 

stakeholder groups, including the hospital nurse leadership committee and university 

research forums, for review/comment.  

 

3.7 Trustworthiness  

The approaches outlined by Holloway and Galvin (2016) were adopted to 

guide the specific strategies to ensure the trustworthiness of the data. These are 

credibility, transferability, dependability and confirmability. To ensure findings 

presented in this study were not the result of the researcher’s prior assumptions and 

preconceptions, credibility of the findings was obtained from the naturalistic setting 

(Krefting, 1991), purposeful sampling strategy and varied data collection methods. 

Transferability was addressed through clearly outlining the data collection process, 

providing critical descriptive information regarding the participants, and detailed 

information regarding the data analysis process. Also, the in-depth descriptions 

provided for this study increase transferability by allowing readers to judge the 
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similarity of the context to their own to decide if the study is appropriate to transfer 

to their setting (Lincoln & Guba, 1985).  

Further, dependability and confirmability were addressed by adopting the 

participant–observer role. In the researcher role, I was able to interact with 

participants to seek clarification on observed practices and behaviours, thereby 

enhancing the accuracy of the data collected. Additionally, validation of concepts 

with participants, which is similar to member-checking, occurred during the 

interviews.  

A key strategy used to ensure trustworthiness was reflexivity due to the 

researcher’s effect on data collection in the natural setting (Kragelund, 2013). 

Throughout the entire study, I undertook self-reflection (Darawsheh & Stanley, 

2014) using a diary as a mechanism for identifying assumptions, making sense of the 

data, and recording personal insights, behaviours or activities that might affect the 

data interpretation (Brewer, 2000). This allowed me to remain aware of my 

subjective role throughout data collection and analysis (Darawsheh & Stanley, 2014). 

Being reflexive meant I understood why I chose my approach to the study, my 

positions on the topic, my motivations, clarity of roles, how I came to the findings 

and my influence on the participant, allowing me to alter my actions (Darawsheh & 

Stanley, 2014). For instance, during the early stages of observational data collection, 

nurse participants paused their clinical practice to engage me in regular dialogue, and 

my presence appeared to trigger nurses to frequently discuss with patients and other 

staff what they did for family members on the ward. Upon reflection, I noted how 

being near a patient’s bed space, and likeness in my clothing to nurse uniforms, 

seemed to influence how nurses were responding to being observed and seemingly 

altered their usual practice. When I changed my clothes to resemble a medical 

student on the ward and altered my position so as to stand in corners of the room, 
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participants ceased engaging in ongoing dialogue and appeared to forget they were 

being observed. Also, the ability to develop interview questions based on naturalist 

observations assisted in understanding the true meanings patients, their family and 

nurses ascribed to family partnerships and collaboration in care. The semi-structured 

interviews also permitted participants to speak freely on family participation and 

collaboration in care. Throughout the project, I engaged in an ongoing process of 

reflective auditing to confirm emerging codes and themes (Creswell & Clark, 2017). 

The researcher’s supervisors—who are experienced healthcare researchers—

examined the data independently and, following discussions, an agreement was 

obtained regarding the identified themes, with an audit trail being evident through all 

stages of data analysis. Finally, the reporting of this study was guided by the 

Consolidated Criteria for Reporting Qualitative Research checklist (Tong, Sainsbury, 

& Craig, 2007). 

 

3.8 Ethical considerations    

Ethical considerations centre on respect for autonomy, beneficence, 

nonmaleficence and justice. Ethical approval to conduct this study was granted by 

both the Toowoomba Hospital and Darling Downs Health Service District 

(HREC/16/QTDD/1), and Griffith University Human Research Ethics Committee 

(2016/144) (see Appendices H and G). Throughout the study, patients, family 

members and nurses were treated respectfully. Further, the researcher acknowledged 

the need to provide sufficient information to the potential participants to promote a 

clear understanding of the research aims, purpose, conduct and potential outcomes. 

Therefore, a one-page, plain-language summary of the study’s purpose, approach to 

gathering data and potential benefits were detailed on a poster that was located in 
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both staff and family reception rooms (see Appendix J). Written informed consent 

was sought from participants before undertaking observations or interviews and a 

copy was provided to them (Appendix K). The process of consent emphasised that 

participation was voluntary and that they could withdraw from the study at any time 

with no consequences either to the care they received as a patient or family member 

or in their role as a hospital employee.   

The principles of beneficence and nonmaleficence were addressed and, before 

requesting consent, participants were informed that there were not likely to be any 

risks resulting from their involvement in this study or any direct benefit. However, it 

was highlighted that knowledge generated from this study might inform future 

research, policy and nurse education regarding clinical practices being more 

responsive to patient and family preferences. Privacy and confidentiality of 

participant data were protected through the use of codes and pseudonyms known 

only to the Researcher. Further, storage, access and archival of participant data 

occurred using the Griffith University’s research storage service using password-

protected computers, and raw data were stored in a locked filing cabinet at Griffith 

University. Data will be destroyed after seven years (National Health and Medical 

Research Guidelines, 2012). Raw data will be destroyed by shredding hard copies 

and deleting computer files and digital records. Finally, permission to use and 

reproduce the FINC-NA tool was granted from the original authors (Saveman et al., 

2011) (see Appendix L). 

 

3.9 Summary 

A sequential, mixed-methods, qualitative design, grounded in the 

constructivist paradigm and guided by naturalistic inquiry was employed for this 
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study. The core principles of PFCC provided the underlying conceptual foundation 

and informed the sample of patients, family members and acute care nurses. A 

hospital-wide survey of nurses identified the MAPU as the ward where nurses held 

the most positive overall attitude towards involving family in care. This ward was 

selected as the site to conduct observations and interviews. Observational and 

interview data collection continued until data saturation occurred. These data were 

initially analysed separately and then merged to provide a comprehensive description 

and deeper understanding of family partnerships and collaboration in patient care 

within the adult acute care ward. Rigorous techniques were undertaken to maintain 

the trustworthiness of the data. When an instrument is revised or used in a different 

population, it is prudent to re-examine their construct validity; hence, the results 

from the psychometric testing of the revised FINC-NA instrument are presented in 

the next chapter. 
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Chapter 4 – Results of the Families’ Importance in Nursing Care—

Nurses’ Attitudes Survey and Psychometric Testing 

 

4.1 Introduction 

Chapter three described the research design. As detailed on pages 56–58, 

selection of the study site was guided by the data obtained from the hospital-wide 

survey of nurses using the FINC-NA instrument (Saveman et al., 2011); this 

reflected a unique case sampling approach (Patton, 2005; Richie et al., 2003). Firstly, 

in this chapter, the setting, sample, data collection and analysis methods will be 

described. Next, the results of the hospital-wide survey are then provided. Following 

the hospital-wide survey, it was essential to conduct psychometric testing of the 

FINC-NA instrument that contributes an Australian acute care context to the 

research. As such, the results from the psychometric testing of the FINC-NA 

instrument follow in a paper published in the Journal of Advanced Nursing. The 

implications of the FINC-NA results and psychometric testing are then discussed. 

 

4.2 Setting 

As stated in section 3.5.1, the study setting was a regional referral hospital in 

Queensland, Australia. This hospital has 324 beds, provides acute inpatient care 

(including medical, surgical, obstetrics and coronary care services) and is staffed by 

870 full-time equivalent nurses. The hospital provides families with information on 

local accommodation, counselling and financial support. 
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4.3 Sample 

A purposeful sample of acute care nurses from the hospital were offered the 

opportunity to complete the FINC-NA survey. RNs and ENs were eligible to 

participate and complete the survey if they were a permanent staff member of the 

hospital, and who in their day-to-day work had direct contact with adult acute care 

patients and their families. An RN has an increased scope of practice compared to an 

EN; however, they work collaboratively to assess and meet patient needs. To ensure 

an adequate sample size for Exploratory Factor Analysis (EFA), the researcher aimed 

to recruit a ratio of respondents to variables of at least five observations per variable 

and recruit a minimum sample size of 130 nurses (Comrey & Lee, 1992). The survey 

was distributed to 476 nurses on 10 adult acute care wards. Anticipating a minimum 

30% response rate (Boynton, 2004), this sample size would result in approximately 

130 surveys and allow factor analysis of the FINC-NA. 

 

4.4 Data collection 

The FINC-NA was used to collect data (see Appendix D). As outlined 

previously in section 3.5, the instrument is a self-reporting survey with a five-point 

Likert response scale with possible scores ranging from 26–130. The higher the total 

instrument score, the more positive the nurse’s attitude towards families in nursing 

care. Before completing the FINC-NA, nurses were requested to provide 

demographic information such as gender, professional role, ward area of practice 

(e.g., medical or surgical), any professional membership and level of education. 

Additionally, nurses were asked to indicate if they had previous personal experience 

of having a family member being acutely unwell that required hospitalisation and if 

there were ward/hospital documents which helped them to support family members. 
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From April to May 2016, nurses were invited to complete a hard copy of the 

instrument following distribution of a two-page information sheet outlining the 

purpose of the study, ensuring them of anonymity and informing them of their right 

to decline the invitation. Return of a completed instrument implied informed consent. 

Completed instruments were returned to a central location at each participating ward, 

either to a return-box or in a sealed envelope.  

 

4.5 Data analysis 

The data were analysed using SPSS for Windows version 22.0. Data were 

cleaned following repeated cycles of screening, diagnosing and editing of suspected 

data abnormalities (Van den Broeck, Cunningham, Eeckels, & Herbst, 2005). 

Demographic data were summarised using descriptive analyses, including means, 

SDs and frequency distributions.  Scores for the ‘Fam-B’ items were reverse-coded 

before analysing, as instructed (Skuladottir, Konradsdottir, Konradsdottir, & 

Agustsdottir, 2010). A five-step EFA protocol was followed (Williams, Brown, & 

Onsman, 2010). The guideline for reporting scale development and validation results 

(Cabrer-Nguyen, 2010) was used as a framework for reporting the EFA findings. A 

more detailed description of the EFA data analysis process is provided in section 4.7 

within the paper published in the Journal of Advanced Nursing. 
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4.6 Results 

 A total of 476 surveys were distributed across all 10 adult acute care wards 

in the hospital; 221 were returned, giving a response rate of 46.4%. As shown in 

Table 5, most participants were female RNs aged from 21 to 69 years with a mean 

age of 41.0 years (SD = 11.7). Approximately one-quarter of the nurses had a post-

graduate qualification. Of the surveys returned, nine (4%) had one or more values 

Missing Completely At Random (MCAR), as confirmed by Little’s MCAR test: chi-

squared = 187.59 (DF = 173; p < .21). A complete case approach (Hair, Black, 

Babib, & Anderson, 2010) to missing data was applied to leave a final sample for 

analysis of n = 212 (44.5%). The survey items were tallied according to the ward in 

which the nurses worked to provide an overall total mean score for each ward.  

 

Table 5. Nurse demographic characteristics (Hospital, n = 212; MAPU, n = 27) 

Characteristics Hospital 

n (%) 

MAPU 

n (%) 

Gender   

Female 177 (83.5) 22 (81.5) 

Male 33 (15.6) 5 (18.5) 

Other 2 (0.9)  

Role   

Enrolled nurse 16 (7.5) 3 (11.1) 

Registered nurse 196 (92.5) 24 (88.9) 

Hospital ward area   

Critical care  24 (11.3) - 

Emergency 24 (11.3) - 

Medical and surgical 134 (63.2) - 

Mental health 30 (14.2) - 

Member of professional organisation (n = 206) *6 missing 

Yes 93 (43.9) 13 (48.1) 
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Characteristics Hospital 

n (%) 

MAPU 

n (%) 

No 113 (53.3) 12 (44.4) 

Highest qualification (n = 210) * 2 missing   

Hospital certificate 21 (9.9) 5 (18.5) 

TAFE diploma/certificate 15 (7.1) 4 (14.8) 

Bachelor degree 114 (53.8) 13 (48.1) 

Post graduate certificate 38 (17.9) 3 (11.1) 

Master degree or higher 22 (10.4) 2 (7.4) 

Documents concerning family members (n = 206) *6 missing 

Yes 108 (50.9) 11 (40.7) 

No 98 (46.2) 15 (55.6) 

History of a seriously ill family member (n = 208) *4 missing 

Yes 166 (78.3) 17 (63) 

No 42 (19.8) 8 (29.6) 

TAFE = Technical and Further Education 

 

There were three high-scoring wards in the hospital: the ED, critical 

care/coronary care ward (CCW) and the MAPU. Nurses working in the high acuity 

adult speciality areas of the hospital, such as the ED and CCW, reported high mean 

FINC-NA scores of 99 and 97 respectively. However, the MAPU was selected as the 

study site for phases 1 and 2 because it was the adult acute ward with the highest 

total mean FINC-NA score of 95 out of a maximum possible score of 130, which 

suggested more positive nurses’ attitudes towards the importance of involving 

families in nursing care. Further, for pragmatic reasons, MAPU was viewed as 

affording the best opportunity to recruit patients and family members when 

compared to ED or CCW. Both ED and CCW admit patients who are critically 

unwell, which places patients and family members under significant stress, and 

therefore participation in the study was less likely. The MAPU was staffed by 40 

full-time equivalent RNs and ENs, and 27 completed surveys were returned, 
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representing a response rate of 67.5%. Table 5 summarises the hospital and MAPU 

nurses’ demographic characteristics. 

 

4.7 Statement of contribution to co-authored published paper 

A statement of contribution to the co-authored published paper presented in 

this chapter is provided. This chapter includes a co-authored paper. The bibliographic 

details of the co-authored paper, including all authors, are: 

 

Mackie, B. R., Marshall, A., Mitchell, M., & Ireland, M. J. (2018). 

Psychometric testing of the revised “families’ Importance in Nursing Care—

Nurses’ Attitudes Instrument”. Journal of Advanced Nursing, 74(2), 482–490. 

https://doi.org/10.1111/jan.13442 

  

https://doi.org/10.1111/jan.13442


 

78 | PFCC in Hospitals 

My contribution to the paper involved: 

Conception and design of the research project, analysis and interpretation of 
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output. 
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4.8 Psychometric testing of the revised ‘Families’ Importance in 

Nursing Care-Nurses’ Attitudes Instrument’  

This paper illustrates the importance of a systematic and evidence-based 

approach to determine the factor structure of an existing scale to assess its robustness 

and applicability across other contexts by using independent samples. The current 

study’s sample data resulted in a four-factor structure represented by 20 items. The 

removal of six items and residual cross-loading issues suggests that further 

evaluation of the revised 20-item FINC-NA instrument using a new sample in 

another context is needed. Items in two of the four factors loaded to different factors 

and their strength varied when compared with Saveman et al.’s (2011) analysis, 

which led to the relabelling of these factors to more accurately describe the items that 

constituted each factor (Young & Pearce, 2013). Further, the correlational analysis 

showed that only one of the four factors had any degree of shared variance. 

Therefore, the instrument was not unidimensional, and combining the individual sub-

scores to report a total FINC-NA score is not recommended (Pett, Lackey, & 

Sullivan, 2003). The attitudes nurses hold influence the level of family involvement 

in patient care. Therefore, an examination of the FINC-NA with the current sample 

provides an essential contribution to the literature regarding instruments that measure 

nurses’ attitudes towards patient- and family-centred practices in hospitals. 

 Citation: Mackie, B. R., Marshall, A., Mitchell, M., & Ireland, M. J. (2018). 

Psychometric testing of the revised “Families’ Importance in Nursing Care—Nurses’ 

Attitudes Instrument”. Journal of Advanced Nursing, 74(2), 482–490. 

https://doi.org/10.1111/jan.13442.  

 The publisher’s permission to reprint this publication is included in Appendix 

M.  
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4.9 Discussion 

The purpose of using the FINC-NA was to identify an adult acute care ward 

within the hospital where nurses held positive attitudes towards involving family in 

care and could be anticipated to yield valuable information regarding PFCC 

practices. There were three high-scoring acute adult wards in the hospital, the ED, 

CCW and MAPU. The hospital’s 28-bed MAPU nurses provided the highest mean 

score on the FINC-NA for an adult acute care ward within the hospital and was 

therefore selected as the site for this study.  

While self-report instruments such as the FINC-NA are useful for measuring 

nurses’ attitudes towards family participation and collaboration in patient care, it is 

imperative that instruments are robust and have demonstrated reliability and validity 

that are replicable and confirmed in independent samples. When an instrument is 

revised or used in a different population, it is prudent to re-examine its construct 

validity (Marshall et al., 2007; West et al., 2011). 

The validation of an instrument such as the FINC-NA that originated from 

European research used in an Australian population adds to the current body of 

knowledge and extends its utility. Such examination reports its reliability and 

stability across populations and potentially provides Australian healthcare 

organisations with a valid instrument to measure nurses’ attitudes towards involving 

family in care. The growing emphasis on improving nurse–family relationships and 

the quality of care provided makes it necessary to have valid and reliable instruments 

for assessing nurses’ attitudes towards the importance of involving families in their 

clinical practice (Alfaro, Esandi, Gutiérrez-Alemán, & Canga-Armayor, 2019). It 

was thus essential to conduct psychometric testing of the FINC-NA instrument and 

contribute research from the Australian acute care context. 
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4.10 Summary 

The selection of the study site was guided by a hospital-wide survey using the 

FINC-NA. The survey aimed to assess the attitudes of nurses towards the importance 

of involving families in nursing care. The hospital’s 28-bed MAPU nurses showed 

the most positive overall attitudes towards involving family in nursing care for a non-

speciality ward within the hospital, and was selected as the site for this study because 

it was considered optimum for answering the study aims. The results of the 

psychometric testing of the 26-item FINC-NA were reported in this chapter by way 

of a published manuscript. This is the first-time an EFA of this instrument has been 

published with a native-English-speaking sample.  

Analysis using the Australian acute care nurse sample resulted in the removal 

of six items and relabelling of the four factors, which suggests further evaluation of 

this 20-item FINC-NA is required in other samples. The four resultant factors were 

descriptively labelled, which involved giving names that best represented the items 

that constitute each factor (Young & Pearce, 2013). Items in factors one and two 

loaded in a very similar manner to the subscales Fam-RNC and Fam-B reported in 

the 26-item FINC-NA (Saveman et al., 2011); hence, their descriptive labels were 

retained. The remaining items loaded to different factors and varied in strength when 

compared to the 26-item FINC-NA and were relabelled. The third factor consisted of 

four items that focused on family members being invited by nurses to contribute to 

patient care or care-planning and was labelled ‘promoting family involvement’ 

(Prom-FI). Factor four also consisted of four items that reflected nurses fostering 

problem-solving processes within families and was labelled ‘building resilient 

families’ (Bld-RF). 

Following further evaluation, the 20-item FINC-NA instrument may prove 

suitable to measure specific interventions that are targeted at shifting nurses’ 
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attitudes to promote family-centred practices in hospitals. Finally, this paper provides 

an important contribution to the literature regarding instruments that measure nurses’ 

attitudes towards PFCC practices. The findings that emerged from observations and 

interviews with patients, family members and acute care nurses are presented in the 

next chapter. 
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Chapter 5 – Findings and Discussion  

 

5.1 Introduction 

In this chapter, the findings of this research are presented and discussed in 

three distinct sections. First, in section 5.3, findings from observations and interviews 

with patients and family members are presented and discussed within a paper 

published in the Scandinavian Journal of Caring Sciences. The findings of this paper 

(Mackie, Mitchell & Marshall, 2019) address all three research questions for this 

study and explore from the perspective of patients and family members within an 

adult acute care ward: a) their beliefs and attitudes towards family participation in 

patient care, b) how family participation and collaboration in the care of acutely ill 

hospitalised adult patients is enacted, and c)  the facilitators and barriers to enacting 

PFCC in the acute care setting as perceived by patients and family members. 

In section 5.4, findings from observations and interviews with acute care 

nurses are presented and discussed within a paper published within the Journal of 

Clinical Nursing. The findings of this paper (Mackie, Marshall, & Mitchell, 2018) 

address all three research questions for this study and explore from the perspective of 

acute care nurses: a) their beliefs and attitudes towards family participation in patient 

care, b) how family participation and collaboration in the care of acutely ill 

hospitalised adult patients is enacted, and c) the facilitators and barriers to enacting 

PFCC in the acute care setting as perceived by nurses. 

Sections 5.3 and 5.4 report discrete analysis of patient, family members and 

acute care nurse data, whereas in section 5.5 methodological triangulation is 

reported. Methodological triangulation is an important element in a mixed-method 

study because it enables convergent validation (Fielding, 2012). Further, it was vital 
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that data from patients, family members and acute care nurses were triangulated 

because a tripartite relationship is fundamental within the philosophy of PFCC 

(Feinberg, 2014). Thus, methodological triangulation is a crucial step in broadening 

our understanding of the phenomenon under examination, namely the enacting of 

PFCC practices in the adult acute care setting. While the data reported in two 

published papers provides a vital part of the story and addresses the study’s research 

questions, triangulated data contributes a higher-level analysis that enhances 

understanding of the barriers and facilitators to enacting PFCC in this acute care 

context. Further, triangulation can reveal weaknesses in sampling strategies, methods 

and analysis, and prompt qualitative researchers to clarify assumptions and be 

precise about limits on generalisation (Guest, 2006; Kennedy, 1979). For instance, 

interview data were collected while patients and family members were still inpatients 

of the hospital, which may have caused a response bias, with participants telling the 

researcher what they think the researcher wanted to hear. Hence, methodological 

triangulation allowed interview data to be compared to the observational data 

collected from patients, family members and nurses and helped minimise 

measurement bias. Finally, to ensure consistency with the papers included in sections 

5.3 and 5.4, section 5.5 also includes a summary of methods and results, and 

discusses the implications of the triangulated findings. 

 

5.2 Statement of contribution to the co-authored published paper 

A statement of contribution to co-authored published papers for the published 

papers presented in this chapter is provided. This chapter includes two co-authored 

papers. The bibliographic details of the first co-authored paper, including all authors, 

are: 
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Mackie, B. R., Mitchell, M., & Marshall, A. P. (2019). Patient and family 

members’ perceptions of family participation in care on acute care wards. 

Scandinavian journal of caring sciences, 33(2), 359-370. 

DOI:10.1111/scs.12631 
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My contribution to the paper involved: 

Conception and design of the research project, data collection, analysis and 

interpretation of the data, and drafting and critical revisions to contribute 

significantly to the final output. 

 

(Signed) _________________________________ (Date) 24/09/2019 

Name of Student 

 

(Countersigned) ___________________________ (Date) 24/09/2019 

Corresponding author of paper: Professor Marion Mitchell  

 

(Countersigned) ___________________________ (Date) 24/09/2019 

Corresponding author of paper: Professor Andrea Marshall 

 

(Countersigned) ___________________________ (Date) 24/09/2019 

Supervisor: Professor Marion Mitchell 

 

(Countersigned) ___________________________ (Date) 24/09/2019 

Supervisor: Professor Andrea Marshall 
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The bibliographic details of the second co-authored paper, including all 

authors, are: 

Mackie, B. R., Marshall, A., & Mitchell, M. (2018). Acute care nurses' views 

on family participation and collaboration in fundamental care. Journal of 

Clinical Nursing, 27(11–12), 2346–2359. https://doi.org/10.1111/jocn.14185 

My contribution to the paper involved: 

Conception and design of the research project, data collection, analysis and 

interpretation of the data, and drafting and critical revisions to contribute 

significantly to the final output. 

(Signed) _________________________________ (Date) 24/09/2019 

Name of Student 

(Countersigned) ___________________________ (Date) 24/09/2019 

Corresponding author of paper: Professor Marion Mitchell  

(Countersigned) ___________________________ (Date) 24/09/2019 

Corresponding author of paper: Professor Andrea Marshall 

(Countersigned) ___________________________ (Date) 24/09/2019 

Supervisor: Professor  Marion Mitchell 

(Countersigned) ___________________________ (Date) 24/09/2019 

Supervisor: Professor Andrea Marshall 
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5.3 Patient and family members’ perceptions of family participation in 

care  

In this section of the chapter, patient and family data are provided. This 

section comprises a published paper, which addresses the study aims by: (1) 

exploring the beliefs, attitudes and perceptions of patients and family members 

relating to family participation and collaboration in patient care; and (2) uncovering 

the barriers and facilitators to family participation from the perspective of patients 

and family members. Participants were recruited from the same regional referral 

acute adult hospital ward. Thirty hours of observational data were gathered, and 18 

patients and 15 family members were interviewed. Whenever possible, interviews 

were conducted jointly with the patient and their family to facilitate richer 

descriptions and reveal what helped or hindered family participation in care 

processes. Data analysis uncovered two contrasting categories: (1) disconnected 

communication (four themes), and (2) family influence quality (three themes). The 

findings showed that most patients and families perceived staff communication to be 

disconnected and inadequate from their perspective, which constrained family 

members from engaging in care processes and/or decision-making. However, when 

the family felt empowered and participated in patient care, the quality of health care 

was perceived to be enhanced. 

Citation: Mackie, B. R., Mitchell, M., & Marshall, A. (2019). Patient and 

family members’ perceptions of family participation in care on acute care wards. 

Scandinavian Journal of Caring Sciences. 33(2), 359-370. DOI:10.1111/scs.12631 

The publisher’s permission to reprint this publication is included in Appendix 

N.
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5.4 Published paper: Acute care nurses’ views on family participation 

and collaboration in fundamental care  

The published paper in section 5.3 highlighted that most patients and families 

perceived staff communication as disconnected and inadequate, which constrained 

them from engaging in care processes and/or decision-making. However, when 

family members felt empowered and participated in patient care, their perception of 

the quality of health care was enhanced. In this section of the chapter, nurses’ views 

on family participation are provided in the paper titled: ‘Acute care nurses’ views on 

family participation and collaboration in fundamental care.’ This paper addressed the 

study aims by: (1) exploring the beliefs, attitudes and perceptions relating to family 

participation and collaboration in patient care; and (2) uncovering the barriers and 

facilitators to family participation from the perspective of acute care nurses. It 

presents findings from 30 hours of observation of nurses’ interactions with patients 

and their families in one acute care ward area. This is complemented by 14.5 hours 

of interview data from nurses. The data highlighted that there were two overarching 

categories, where four themes related to enacting family participation and five 

themes related to hindering family participation (see Appendix O for an example 

audit trail). The findings suggest that the practices of nurses do not always align with 

healthcare policies, and strategies to support nurses to enact patient- and family-

centred practices are needed.    

Citation: Mackie, B. R., Marshall, A., & Mitchell, M. (2018). Acute care 

nurses' views on family participation and collaboration in fundamental care. Journal 

of Clinical Nursing, 27(11–12), 2346–2359. https://doi.org/10.1111/jocn.14185. 

The publishers’ permission to reprint this publication is included in Appendix 

P.

https://doi.org/10.1111/jocn.14185
https://doi.org/10.1111/jocn.14185


PFCC in Hospitals | 111 



 

112 | PFCC in Hospitals 

 

  



PFCC in Hospitals | 113 



114 | PFCC in Hospitals 



PFCC in Hospitals | 115 



116 | PFCC in Hospitals 



PFCC in Hospitals | 117 



 

118 | PFCC in Hospitals 

 

  



PFCC in Hospitals | 119 



120 | PFCC in Hospitals 



 

 

PFCC in Hospitals | 121 

 

  



122 | PFCC in Hospitals 



PFCC in Hospitals | 123 



124 | PFCC in Hospitals 



PFCC in Hospitals | 125 

5.5 Findings of methodological triangulation: patients, family members 

and nurses  

In the previous sections, the observational and interview data were analysed 

and discussed in two published papers, with family and patients the focus of the first 

paper and acute care nurses the focus of the second. The analysis of patient and 

family data revealed that most patients and families perceived staff communication 

as disconnected and inadequate, which constrained them from engaging in care 

processes or decision-making. However, when families felt empowered and 

participated in patient care, the quality of health care was enhanced. Furthermore, the 

analysis of nurse data demonstrated that the practices of nurses do not always align 

with healthcare policies, and strategies to support nurses to enact patient- and family-

centred practices are needed. The multiple datasets provided the opportunity to 

generate an integrated set of findings to enable a more informed view of how PFCC 

is enacted in the acute care setting, including barriers and facilitators. Hence, the aim 

of employing triangulation was to ensure complementarity and test for convergence 

and dissonance of concepts inherent in the data (Farmer et al., 2006). To ensure 

consistency with the papers included in sections 5.3 and 5.4, section 5.6 also includes 

a summary of methods and results, and the implications of these triangulated findings 

are discussed. 

5.5.1 Methodological triangulation methods 

It was crucial that data from all participant groups were triangulated because 

a tripartite relationship amongst patients, family members and acute care nurses is 

fundamental within the philosophy of PFCC (Feinberg, 2014). Thus, the 

triangulation process brought together data from the patient–family/nurse 
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observations and interviews, which ultimately allowed for an overarching 

examination of the unified findings from the patient–family/nurse datasets. The six-

step triangulation protocol described by Farmer et al. (2006) guided the analysis of 

observational and interview data from patients, family members and acute care 

nurses, and is described on pages 65–66. The approaches outlined by Holloway and 

Galvin (2016) were adopted to guide the specific strategies to ensure the 

trustworthiness of the data (detailed in section 3.7).  

5.5.2 Results of triangulation 

The demographic characteristics of patients and family members are 

summarised in Table 2 on page 362 of the paper published within the Scandinavian 

Journal of Caring Sciences (Mackie, Mitchell, & Marshall, 2019), and for nurse 

participants in Table 3 on page 2350 in the paper published within the Journal of 

Clinical Nursing (Mackie, Marshall, & Mitchell, 2018). Thirty hours of 

observational data were gathered in two-hour periods across all days of the week. 

Fourteen nurses, 18 patients and 15 family members were interviewed; seven patient 

interviews were conducted jointly with family members. Each interview lasted 

approximately 30 minutes and generated approximately 18.5 hours of data.  

Methodological triangulation revealed two meta-themes. The first meta-

theme, ‘Continuum of family involvement’, explained the central viewpoint of how 

family participation and collaboration in the care of acutely ill hospitalised adult 

patients was enacted (research question one). The second meta-theme, ‘Nurses value 

family involvement’, helped to explain and understand the facilitators and barriers to 

enacting PFCC in the acute care setting as perceived by patients, their families and 



PFCC in Hospitals | 127 

nurses (research question three). An audit trail of the analytical process was 

maintained (see Table 6).   

Table 6. Sample audit trail 

Example: 

Observational data 

Example: 

Interview data 

Concept(s) Meta-theme 

Nurse: Observation field 

note 

N1 observed calling her 

patient’s General 

Practitioner (GP/medical 

doctor) to ascertain who 

is the patient’s next-of-

kin as there was no 

record in the medical 

chart. At the end of the 

call she states, ‘GP says 

her [patient’s] son is not 

helpful and often just 

leaves her for days and 

lets the carers look out 

for her’ (N1,  

Observational field note) 

Patient: Interviews 

Interview question: 

When your relatives or 

family are here, is there 

anything you want them 

to do particularly in 

relation to your care?  

Answer: ‘No. They've 

got faith in the staff.  

They know the staff, 

they're trained—and 

they're quite capable, 

you know.  They're 

quite confident in what 

goes on here … I fill 

her [mother] in.  What 

she needs to know—

Because she's an old 

lady.  She doesn't need 

to know everything. I 

want to know what's 

happening, how things 

are going.  And, then 

I'll fill [the family] in.’ 

(P14, Interview) 

‘he helps me in the 

shower room.  The 

toilets and showers in 

the same room, so he’s 

put me under the 

shower.  I wait for him, 

Varying 

levels of 

engagement 

desired 

Continuum 

of family 

involvement 
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Example: 

Observational data 

Example: 

Interview data 

Concept(s) Meta-theme 

for four days in a row 

…’ (P4, Interview) 

Family: Interviews 

Interview question: 

How would you like to 

be involved? 

Answer: ‘it’s hard to, 

to say what should 

happen, because we’re 

sort of restricted, 

having the kids at 

home.’ (F5, Interview) 

Continuum of family involvement 

The concept of a continuum of family involvement was evident because the 

data revealed that not all family members desire the same level of participation in 

patient care. Family involvement in patient care took many forms, ranging from 

families providing emotional support, receiving and providing information, assisting 

in hygiene and feeding, or sharing in medical treatment decisions, amongst others. 

Several patients expressed the view that family receiving information about their 

diagnosis and plan of care was sufficient involvement, and further participation in 

other aspects of their care was unnecessary and not desired. For example, in one 

interview a patient was asked if there were any care process they wanted their family 

to participate in, the patient stated:  

No. They've [the family] got faith in the staff. They know the staff, they're 

trained—and they're [the nurses] quite capable. They're [the family] quite 

confident in what goes on here … I fill her [mother] in. What she needs to 
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know—because she's an old lady. She doesn't need to know everything. I 

want to know what's happening, how things are going. And, then I'll fill [the 

family] in. (Patient 14, Interview)  

 

Nurses expressed the view that they felt that some family members did not 

want to participate in patient care. For example, it was observed in one case that a 

nurse called a patient’s General Practitioner (GP/medical doctor) to ascertain the 

patient’s next-of-kin as no record existed in the medical chart. At the end of the call, 

the nurse stated, ‘GP says her [patient’s] son is not helpful and often just leaves her 

for days and lets the carers look out for her’ (N1, Observational field note). 

In contrast, other patients wanted their family to actively contribute to their 

direct care and treatment decisions. For instance, ‘He [husband] helps me in the 

shower [while I’m in hospital]. I wait for him, for four days in a row he has come,’ 

(P4, Interview), and ‘She [daughter] has to be up to date on everything, because 

that’s my wish … she’s going to speak on my behalf, because she knows my wishes’ 

(P5, Interview). This is consistent with observations which revealed that patients 

wanted their family members to participate in important medical decisions; for 

example, it was observed in one case when a patient was asked by a nurse if they had 

completed a ‘not-for-resuscitation order form’, and replied, ‘I’m not sure, I’ll try and 

get my sister up here to discuss this one’ (N7, Observational field note).  

Family and nurse data also highlighted factors that influenced the capacity of 

the family to engage in patient care in the MAPU. Existing family commitments 

often limited family members from participating in direct care activities (e.g., 

helping with meals, showering or walking). For instance, the husband of a patient 

when asked how he would like to be involved in his relative’s care said: ‘it’s hard to 
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say what should happen because we’re sort of restricted, having the kids at home’ 

(F5, Interview). Because this family member was the father of a young family, and 

struggled to routinely visit his wife in hospital, he expressed the view that ‘my wife 

and I just want to be informed’ (P11, Interview) regularly regarding the medical plan 

of care. 

The next meta-theme helps to explain and understand how the tripartite 

relationship that underpins PFCC practices is affected by the degree to which nurses 

value family being involved in patient care. 

5.5.2.1 Nurses value family involvement 

The enactment of PFCC practices was influenced by the varying degree to 

which acute care nurses valued family members’ contributions. When nurses 

verbalised that they appreciated the positive impact families had on patient wellbeing 

and their quality of care, they willingly facilitated families to become involved in 

care processes. Observations uncovered several instances where nurses acted in a 

manner which suggested they valued the family’s opinion because they asked the 

family for advice on how best to optimise patient care. For example, one family 

member was observed conversing with a nurse regarding the management of their 

relative’s leg ulcer. During this conversation, the nurse discovered that the family 

were not satisfied with the patient’s wound management plan and the nurse asked the 

patient’s daughter how the wound was being managed by the family at home. This 

information led to the nurse altering their practice and improving patient care to align 

with the best practice standards and ensure the wound was dressed in an aseptic 

manner and avoid using the multi-use/shared shower area to clean the patient’s 

wound (F2, Field note).  
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Furthermore, during interviews, several nurses stated that they valued when 

the family were involved in patient care because they provided clinically important 

information. For example, ‘the family noticed that when they gave her [mother] 

lunch, that she wasn’t eating [as normal], she didn’t seem to be swallowing her diet 

very well’ (N1, Interview). When questioned further about the importance of this 

information, the nurse outlined that recognising changes in a patient’s status was an 

important care priority on MAPU, and the information provided by the family should 

be used to modify patient care plans where necessary. 

In contrast, nurses who demonstrated and expressed a less positive stance 

towards the value of involving family hindered or missed opportunities to 

communicate with families or support their participation in patient care. For 

example, observations revealed that most nurses focused on their work routine and 

when asked during the interview to outline how essential they felt families were in 

their day-to-day role, they often stated family participation as a secondary priority. 

For instance, one nurse commented: ‘when their [family are] in your face first thing 

in the morning, it's just like, you're in my way. I've got to do this first before I can 

have that chat with you’ (N8, Interview). Patients also felt that most nurses on 

MAPU did not recognise the positive impact that family members could have on 

their relatives emotional wellbeing and were ineffective in fostering family support 

in care. For example, one patient interviewed commented:  

they [nurses] don’t talk much [to my family]. I know they’re very busy but, 

you know [they could say], ‘Oh, hi Susie [daughter] … your mother’s not 

really good today. Go and cheer her up.’ It would be about two minutes of 

their [nurses’] time. (P18 – Interview).  
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Interviews also revealed that the majority of family members believed staff 

missed opportunities to share information with them or explain care processes, 

despite being present at the bedside. For example, a patient’s daughter who was 

reflecting on her mother’s hospital admission stated:  

they [staff] could let us know about stuff, but they don’t say anything to us.  

There needs to be quite a bit more communication between the nurses, 

doctors and the family for the people that are in here in their care.  Every time 

we come up here, it’s not a single person who comes and says, oh, just step 

out here and we’d like to [give] information to you—just a little bit more 

about what’s going on [would be good]. (F15, Interview) 

5.6 Discussion of triangulated data 

The observational and interview data were merged following separate 

analysis to provide a comprehensive description and deeper understanding of family 

participation and collaboration in patient care within the adult acute care ward. This 

methodological triangulation provided an added depth of analysis and enhanced 

credibility of the data (Guest, 2006).   

PFCC has become an increasingly emphasised aspect of contemporary care 

for the acutely ill hospitalised adult patient (Demehri et al., 2015). Family 

participation and collaboration in patient care are key concepts within the PFCC 

approach, and family involvement positively affects self-management, patient 

outcomes, patients’ and family members’ quality of life, and the incidence of 

hospital readmissions (Boltz et al., 2014; Popejoy, 2011; Segaric & Hall, 2015). In 

this study, how family participation in patient care is enacted within the adult acute 

care setting was investigated, including barriers and facilitators to their participation. 
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Also, the beliefs, values and perceptions of patients, families and acute care nurses 

towards family involvement in patient care were explored. The findings of 

triangulation reveal that crucial factors such as the capability and goals of patients 

and family members and nurses’ values and beliefs towards family involvement, 

influenced how family participation was enacted in the acute care setting, and these 

form the focus of the discussion that follows.  

Involving patients and family members in their healthcare experience is a key 

element in quality healthcare delivery and is a fundamental right of the health 

consumer (ACSQHC, 2017; Health Canada, 2000; Tempfer & Nowak, 2011; World 

Health Organization, 2015). In the current study, interview and observational data 

highlighted that family participation in patient care could take many forms, and a 

continuum of involvement was evident. At the lower level of involvement, receiving 

information from patients or nurses was in line with the family member’s desired 

level of involvement, while at the higher level of involvement family members 

wanted to actively participate in direct patient care and participate in shared decision-

making. These findings are consistent with what other authors have suggested: that 

there is a spectrum of patient–family engagement in health care that is characterised 

by different levels of information sharing and decision-making (Boudioni & 

McLaren, 2013; Carman et al., 2013; Health Canada, 2000). Further, findings from 

this study and others (Fung, 2006; Ahmad et al., 2014) indicate that different levels 

of engagement are legitimate depending on the goals, wishes, time frames of care, 

and capabilities of patients and their family. However, during interviews, family 

members also articulated that they did not want distance or their inability to be 

present at the hospital to preclude their involvement. For instance, several family 

members in this study felt excluded from key information because they were unable 
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to visit the hospital daily due to existing family or work commitments. Consequently, 

it is crucial that HCPs support family members to engage and participate in patient 

care at the level they choose, and rethink local policies or organisational practices 

that may restrict information sharing and family members’ ability to contribute to 

care planning. Policies and practices that optimise information sharing and support 

family involvement in decision-making include open family presence policies; that 

is, hospital policies that enable families to visit 24 hrs a day, bedside handover that 

includes family, and electronic health records that patients/families can access and 

edit (ACSQHC, 2017; Carman et al., 2013; International Association for Public 

Participation, 2018; Whitcomb, Roy, & Blackman, 2010).  

Nurses’ values, beliefs and attitudes towards involving families in their care 

are seen to be fundamental to the possibility of embedding the PFCC concept into 

health care (Bell, 2015; Svavarsdottir et al., 2014). Values are seen as the underlying 

attitudes and beliefs that determine individual behaviour (Viinamäki, 2012); that is, 

nurses must hold a positive attitude towards involving the family in care to foster 

therapeutic relationships and provide families with the opportunity to participate and 

collaborate to enhance patient functioning and wellbeing (Feo & Kitson, 2016; 

Rahmqvist et al., 2015; Svavarsdottir et al., 2014). This was evident in the current 

study when nurses invited and used family members’ knowledge to optimise patient 

care. However, these findings also highlighted that when nurses held a less positive 

stance towards the value of involving family, they displayed behaviours that 

hindered or delayed family participation in patient care. 

Changing acute care nurses’ practices to ensure family members were 

included in care planning and decision-making was important to the majority of 

patient–family participants in this study. If nurses choose not to value family 

participation in patient care and care planning, it is unlikely they will provide the 
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necessary support. Other studies have reported strategies to shift nurses’ views to 

promote compassion and respect for patients’ and families’ healthcare preferences 

(Amador et al., 2015; Calvert et al., 2015; DiGioia & Greenhouse, 2016), which are 

core concepts of PFCC.  For instance, shadowing a patient’s hospital care journey 

has been proposed as one strategy to assist nurses in having greater insight into the 

patient’s and family member’s needs and how to promote shared decision-making. 

Shadowing of practices is the direct, real-time observation of patients and families as 

they move through each step of their care experience. Hospitals in the USA have 

reported that shadowing practices have enhanced the uptake of PFCC practices and 

enabled nurses to develop a better understanding of the family’s unique perspective 

(DiGioia, Lorenz, Greenhouse, Bertoty, & Rocks, 2010; Johnson et al., 2009).  

More recently, in the UK, third-year medical students undertook a shadowing 

event of a surgical patient to gain greater insight into the care experience as 

perceived by patients and their families (Calvert et al., 2015). This shadowing event 

provided students with unique insights into PFCC practices and can lead to quality 

improvement initiatives. For instance, communication with surgical patients and their 

families who required a same-day admission was enhanced to include a better 

description of the pre-operative medications that were required (Calvert et al., 2015). 

Thus, providing health professionals with the opportunity to view health care from 

the patient’s and family’s perspectives may be a useful strategy for improving the 

way in which PFCC is enacted. 

Employing shadowing as a strategy to enhance PFCC might be especially 

useful in the context of care transitions, which were perceived by patients and 

families in our study as being challenging. Shadowing by nurses during care 

transitions may bring to light the issues faced by patients and families and may be the 
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catalyst for improved communication, shared decision-making and enhanced family 

member involvement in patient care. Therefore, one strategy for hospital leaders to 

consider is to implement the shadowing of transitions in care because increased 

awareness of the experience of patients and their families in the acute setting may 

enable nurses to consider altering their practices, examine how information is shared, 

and enhance family member involvement in patient care.  

Shadowing the care of acutely ill hospitalised adult patients and family 

members by HCPs may lead to the normalisation of PFCC practices. Social 

psychological theories, such as the normalisation process theory (May & Finch, 

2009)—illustrated through the constructs of coherence, cognitive participation, 

collective action and reflexive monitoring—show how the uptake of PFCC practices 

could be influenced through shadowing. Observations of care and hearing the family 

narrative on their experiences with illness and hospitalisation, which occur during 

shadowing episodes, promote reflective practice and can create an emotional 

connection amongst nurses, patients and family members that leads to the PFCC 

approach becoming normalised into practice (Michie et al., 2005, May & Finch, 

2009). Further, the shadowing of practices may allow acute care nurses to feed back 

their observations into existing quality improvement processes. Analyses of nurse 

shadower feedback may highlight unique hospital or ward contextual factors that 

limit or support family participation in patient care. This enhanced understanding of 

what helps or hinders family involvement may assist in the translation of the PFCC 

approach into a specific ward setting (Graham, 2006).  

A strong and shared commitment to the philosophy of PFCC and family 

participation in patient care must be embedded at all levels of the healthcare services 

and across all disciplines (ACSQHC, 2015). Healthcare leadership at all levels is 

vital in influencing the enactment of PFCC practices, and resources exist to assist 
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organisations to align their policies, models of care and training with the core 

concepts of PFCC. For instance, hospitals and other healthcare service providers are 

now partnering with external patient-led organisations, such as Planetree™, to align 

policies and practice guidelines to include the patient’s voice and improve how HCPs 

engage with patients and their families (New Haven Recommendations, 2016). Thus, 

when healthcare leadership emphasises and values patient and family participation 

and commitments to implement organisational change and adopt the PFCC approach, 

the everyday activities of HCPs can be altered to involve patients and family 

members in, for example, bedside handover, multidisciplinary rounds or leadership 

rounds (ACSQHC, 2017; Moore et al., 2017). In order to address the barriers and to 

enable engagement, healthcare service leaders are urged to embed structures, 

processes and strategies across all levels and contexts (ACSQHC, 2015; Lévesque, 

Hovey, & Bedos, 2013). 

5.7 Summary 

The combined findings from observations and interviews with patients, 

family members and nurses related to family participation in patient care within the 

acute care setting are presented in this chapter. Each dataset within the published 

papers provides part of the story, but when examined together they contribute to a 

higher level of analysis and a broader understanding by way of triangulation of how 

PFCC is enacted in the acute care setting. The findings revealed that many patients 

and family members perceived staff communication as disconnected and inadequate, 

which constrained them from engaging in care processes and/or decision-making. 

However, when family members felt empowered to participate, the quality of patient 

care was enhanced. Furthermore, practices of acute care nurses did not always align 
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with healthcare policies that require healthcare services to employ the PFCC 

approach. 

Triangulation confirmed the categories and themes presented in the two 

published papers outlined in sections 5.3 and 5.4 (research question two). 

Additionally, bringing together the patient–family/nurse observational and interview 

data facilitated the identification of two overriding meta-themes. The first meta-

theme, ‘continuum of family involvement’, helped to explain the central viewpoint of 

how family participation and collaboration in the care of acutely ill hospitalised adult 

patients is enacted (research question one). The second meta-theme, ‘nurses value 

family involvement’, helped to explain and understand the facilitators and barriers to 

enacting PFCC in the acute care setting as perceived by patients, their families and 

nurses (research question three). The findings from methodological triangulation 

revealed that supporting meaningful family participation in the acute care setting 

means supporting multiple levels of engagement as patients and family member 

involvement may differ depending on the individual’s goals, time frames, resources 

and health literacy. PFCC and participation by family members in patient care must 

be respected for its ability to individualise patient care. Critically, the PFCC 

approach requires developing a relationship, clear communication and open sharing 

of information amongst nurses, patients and their families. Further, the attitudes and 

beliefs nurses hold towards involving family in care may help or hinder PFCC 

practices. The next chapter discusses how this study contributes to the broader PFCC 

body of knowledge. Recommendations for clinical practice, future research and 

education are also provided. This is followed by a discussion of the limitations of and 

conclusions from this qualitative mixed-method study.  
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Chapter 6 – Conclusion and Recommendations 

6.1 Introduction to the chapter 

The principles of PFCC have been adopted by healthcare services 

internationally and position patients and their families in their rightful place at the 

centre of care. Further, these principles emphasise that patients and families should 

be treated with dignity and respect, be afforded the opportunity to become active 

partners in all aspects of their care and contribute to the development and 

improvement of health care. Through the research reported in this thesis, 

understanding family participation in patient care within the Australian adult hospital 

context has increased. While components of the study have been presented and 

discussed in detail in previous chapters, this chapter draws together the current 

literature on the PFCC approach, which will enable a more in-depth understanding 

and interpretation of this study’s findings and proposes possible future directions to 

explore. The PFCC approach includes critical elements of recognition and respect for 

the knowledge and expertise of the patient and family, unbiased information sharing 

and shared decision-making. Additionally, PFCC recognises that patients are 

embedded within a social structure and web of relationships, and the family unit 

must be incorporated into all communication and decision-making. 

In this study, family participation and collaboration were defined as nursing 

care that was informed by the patient’s and family’s preferences and expressed 

needs. It was also evident in the literature that because nurses represent the largest 

group of HCPs who provide direct patient care in the acute care setting, they are in a 

unique position to facilitate PFCC. Therefore, to promote PFCC practices in the adult 

hospital setting it is vital to understand how family participation is enacted, and what 

helps or hinders the adoption of this approach in practice. Interpreting the meaning 
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patients, their families and nurses ascribe to family participation and collaboration in 

this setting reveals practical ways to promote PFCC. Thus, the aims of this study 

were to: 

(1) Explore how family participation and collaboration in the care of acutely

ill hospitalised adult patients is enacted;

(2) Understand the beliefs, attitudes and perceptions of patients, family

members and nurses regarding family participation and collaboration in

the care of the hospitalised adult patients; and

(3) Identify the facilitators and barriers to enacting PFCC in the acute care

setting as perceived by patients, their families and nurses.

In this chapter, the conclusions and recommendations of this qualitative, 

sequential, mixed-method study are presented. First, a synthesis of the findings is 

presented in relation to previous studies and conceptual understandings. 

Recommendations for education, clinical practice and future research are then 

suggested. Next, a preliminary conceptual framework is proposed. Finally, the 

limitations of this study and concluding statement are presented. 

6.2 Summary of findings 

The discrete analysis of patient, family member and nurse data revealed that 

most families perceived staff communication as disconnected and inadequate, which 

constrained them from engaging in care processes or decision-making (Mackie et al., 

2018; Mackie, Mitchell, & Marshall, 2019). However, when families felt empowered 

and participated in patient care, patients and families believed the quality of care was 

enhanced.  
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The findings from methodological triangulation were fundamental because 

they provided greater understanding and revealed that supporting meaningful family 

participation in the acute care setting requires supporting multiple levels of 

engagement along a continuum. At the one end of the continuum, patients wanted 

their family members to be actively involved in their care and medical treatment 

decisions, while, conversely, some patients and family members were satisfied if 

regular verbal information regarding the plan of care was provided by the patient or 

nurse. Importantly, these differing levels of engagement are all legitimate depending 

on the goals, wishes, time frames of care, and capabilities of patients and their 

families. However, ensuring these are enacted is contingent on nurses valuing the 

influence that family involvement can have on the quality of patient care. 

Patients and family members expressed a shared view that family 

participation in care was significant because it provided nurses and other HCPs with 

unique knowledge that they would not otherwise have without this engagement. Both 

patients and nurses stated family had a rightful role in actively participating in care 

and care decisions as family members often undertook a carer’s role and thus knew 

important, relevant healthcare information. Thus, this new knowledge provided 

crucial healthcare knowledge that optimised patient care. 

Nurses’ attitudes and beliefs towards involving family in care were perceived 

to either help or hinder family engagement in patient care planning and decision-

making. In this study, when nurses expressed that they appreciated the positive 

impact families had on patient wellbeing and the quality of patient care, they were 

seen to willingly facilitate family members to participate at a level commensurate 

with their, and the patient’s, wishes. However, nurses who demonstrated and 

expressed a less positive stance towards the value of family involvement delayed or 
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neglected attempts to communicate with and foster families’ participation in patient 

care. These findings highlight that the enactment of PFCC practices is influenced by 

the degree to which acute care nurses value family members’ contributions. 

6.3 Conceptual synthesis 

In this chapter, a synthesis of the evidence from this study and how it 

contributes to current knowledge related to family participation and collaboration is 

presented. The synthesis further explores how family participation can be supported 

in the care of acutely ill hospitalised adult patients by: (a) engaging patients and 

families in the design of PFCC-focused interventions, (b) understanding and 

assessing nurses’ attitudes to PFCC practices, (c) accommodating varying levels of 

health literacy, and (d) understanding organisational barriers. Further, by considering 

evidence from this thesis and other sources in relation to this conceptual synthesis, a 

conceptual understanding of family participation may progress. 

Patient and family participation is critical in all stages, including intervention 

design, development and implementation, because targeted family engagement 

programs are more likely to succeed when stakeholders are involved (Craig et al., 

2007; Rycroft-Malone & Bucknall, 2010). Thus, interventions directed at enhancing 

family involvement in care are more likely to be successful if they incorporate the 

PFCC approach. Collaborating with patients and families is a core concept of PFCC 

(Johnson et al., 2009) and, as key stakeholders, their active participation in the design 

of PFCC interventions that aim to improve the quality of patient care should be 

encouraged and supported by nurses. The lack of collaboration with patients and 

families when designing interventions to improve health care may reflect the 

widespread paternalism reported (Rodriguez-Osorio et al., 2008; Zomorodi & Foley, 
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2009), which creates a barrier for patient and family participation (Larsson et al., 

2011).  On an individual level, allowing family members to contribute to intervention 

development may create steps that ease family members into the caregiver role if this 

is unfamiliar to them. Further, family members may feel they are empowering the 

family as a whole by assisting in patient care (Bamm & Rosenbaum, 2008; MacKean 

et al., 2005). However, supporting patients and their families to engage in 

intervention design may be influenced by the attitudes and beliefs nurses hold 

towards the PFCC approach. 

Nurses’ attitudes towards the PFCC approach influence their behaviours, 

which can either help or hinder the degree that family are involved in patient care. 

Issues may arise when nurses perceive families as demanding, troublesome or 

difficult to communicate with, and they therefore engage in behaviours that limit or 

restrict involvement (Benzein, Hagberg, & Saveman, 2005). The growing emphasis 

on improving nurse–family relationships and the quality of care provided makes it 

necessary to have valid and reliable instruments for assessing nurses’ attitudes 

towards the importance of involving families in their clinical practice (Alfaro et al., 

2019) to enable remedial strategies that focus on areas for improvement. Further, the 

instrument testing aspect of the current study illustrated the importance of a 

systematic and evidence-based approach to determine the factor structure of an 

existing scale to assess its robustness and applicability across other contexts by using 

independent samples (Watson & Thompson, 2006).  

Nurses are uniquely positioned to facilitate the uptake of PFCC practices in 

adult acute care wards (B. Johnson et al., 2008) as nurses are involved in patient care 

more than any other HCP and thus play a central role in advocating for patients and 

their families (Zomorodi & Foley, 2009). However, if nurses lack the skills necessary 
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to develop a trusting relationship and communicate effectively with patients and 

family members, nurses will be unable to enact PFCC practices. Sharing healthcare 

information with patients and families in ways that enable their understanding is a 

core concept of PFCC (Conway et al., 2006) and is a fundamental requirement for 

safe and high-quality health care (JCI, 2013). The majority of nurses in this study 

demonstrated a communication style that was one-directional, employed medical 

jargon, did not foster family involvement and rarely encouraged questions or 

checked for understanding.  

For information sharing to be effective in supporting PFCC, nurses need to be 

able to accommodate varying levels of health literacy and ensure they communicate 

in a way that supports patients’ and their families’ use of health-related information. 

How nurses share information and accommodate varying levels of health literacy has 

been highlighted as either helping or hindering the degree that families are involved 

in patient care (Loan et al., 2018). Factors which may influence health literacy 

include age, education level, cognition, culture and language (Kountz, 2009; Sudore 

& Schillinger, 2009). However, in this study, there was limited evidence that nurses 

considered these aspects or tailored information to enhance the patient’s and their 

family’s understanding with due consideration of these factors. If patients and their 

families are not provided with the information they need, in a manner they can 

comprehend, this may limit their opportunity to meaningfully engage in patient care 

and/or decision-making.  

Assessing patients’ and their families’ health literacy is essential; however, 

some may argue it is not always practical in the acute care setting for nurses to 

measure the health literacy level of every patient or family member they encounter. 

Therefore, it is recommended that in the acute care setting, it may be more 

appropriate for nurses to apply a ‘universal precautions’ approach to health literacy 
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(DeWalt et al., 2010). It is recommended that regular assessment of information 

comprehension by patients and their family members should be undertaken using 

evidence-based strategies, such as the ‘teach-back’ (Kornbuger, Gibson, Sadowski, 

Maletta, & Klingbeil, 2013) or ‘show me’ approach (Safeer & Keenan, 2005), both 

of which are feasible and easily applied in practice. Recognising that effective 

communication underpins PFCC practices, a greater focus on developing nurses’ 

skills in this area should occur to support family participation in care; specific 

recommendations for practice and education are provided in section 6.6 of this 

chapter.  

The organisational context may also influence how PFCC is enacted. A 

number of characteristics of the ward and work processes were highlighted by 

patients, family members and nurses in this study as barriers to open communication 

and supporting family participation in care. For example, the decision by nurses in 

this study to focus on patient assessments was undoubtedly influenced by the context 

in which they worked, and the rapid assessment purpose of the MAPU. MAPUs have 

been implemented in Australia over the last decade (Brand et al., 2010), and form 

part of hospital innovation programs (Queensland Health, 2013) designed to improve 

patient flow (Oddoye, Jones, Tamiz, & Schmidt, 2009), optimise resource use 

(Providence, Gommans, & Burns, 2012) and reduce the economic burden of acute 

care (van Galen et al., 2016). Furthermore, MAPUs are seen as an effective strategy 

to reduce the length of stay in EDs and improve access to an acute hospital bed 

(Brand et al., 2010). The goal of MAPUs is to rapidly assess and refer patients; 

therefore, nurses in our study worked in a way that suggested task-focused efficiency 

in care was privileged over other activities. Findings that were not anticipated but 

were strongly represented in the nurse datasets, highlighted an apparent conflict 
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between the goals of the healthcare policy-makers and those of the healthcare service 

providers. For instance, most nurses acknowledged that a hospital policy existed to 

promote family participation and collaboration in patient care, but they felt it was not 

realistic or achievable in their day-to-day work routine, which they perceived 

prioritised speed and efficiencies in hospital processes. 

This tension between facilitating partnerships with patients and families 

versus improving hospital access and patient flow may be reflective of the lack of 

consumer engagement by some hospital boards and committees, quality 

improvement initiatives or practice guideline working groups. Several Canadian 

health service case studies suggest that engaging patients and their families in quality 

improvement initiatives offers a valuable strategy for escalating the overall 

involvement of patients and family members in care processes and offers a way to 

demonstrate the tangible results of this engagement (Baker et al., 2011). While 

higher levels of engagement could not be captured in this study, patients and family 

members primarily engaged with HCPs on treatment decisions, sharing information 

to individualise patient care or to advocate on behalf of the patient/themselves.  

In summary, the current healthcare system in Australia and internationally 

expects a PFCC approach because, to achieve the best outcomes, patients and their 

families must be seen as partners. Further, patient care that supports family 

participation can positively influence the quality of care (Arnetz, Almin, Bergström, 

Franzén, & Nilsson, 2004; Arnetz et al., 2010) and prevent hospital adverse events 

(Weingart et al., 2011). Nurses, as part of this system, must shift their attitude to 

value PFCC, and demonstrate a commitment to engaging with patients and their 

families to enhance their participation. How nurses balance the conflicting workplace 

priorities with the core concepts that underpin the PFCC approach will be explored 

further in the recommendations sections (sections 6.5–6.7).  
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6.4 A preliminary conceptual understanding of family participation 

A meta-synthesis of the findings, other reviews and empirical evidence 

support the development of a conceptual framework for family participation in the 

care of acutely ill hospitalised adult patients. This conceptual framework builds on 

previous nursing models, such as the parent-staff interaction model (Alsop-Shields, 

2002), and intersystem model (Artinian & Conger, 1997), and nursing theories such 

as the theory of family systems (Whall, 1991), as well as insights gained from the 

meta-synthesis described in Chapter 5. Further, the factors that influence the ability 

of families to engage and participate in caring for acutely ill hospitalised adult 

patients is not explicit within existing healthcare engagement frameworks (Carman et 

al. 2013). This conceptual framework attempts to explain the complex behaviours 

and relationships that characterise family participation and collaboration in the acute 

care setting. This conceptual framework contains five underpinning concepts and 

four proposition statements and is represented schematically in Figure 3. The shape 

of this figure was purposefully chosen because the concepts within the larger circle 

are interconnected but also emphasise that a tripartite relationship amongst patients, 

family members and acute care nurses is central in supporting family participation in 

patient care (Feinberg, 2014). It is important to note that this conceptual framework 

presents a preliminary conceptual framework for family participation in the care of 

acutely ill hospitalised adult patients based on findings from this study, as well as 

theoretical and empirical evidence (Walker & Avant, 1988).  
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Figure 3. A preliminary conceptual framework to enable family participation in the care of acutely ill hospitalised adult patients 
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Many contextual factors may affect this conceptual framework; some may 

include the organisation’s and acute care ward’s support for the PFCC approach, 

hospital leadership, and internal and external policy and resources. Underpinning this 

conceptual framework is the PFCC concept of treating the patient in the context of 

their family as the basic social unit and the primary educator, supporter and shaper of 

each person (Bamm & Rosenbaum, 2008). Family members within this conceptual 

framework are regarded as any individual who has a close and continuing 

relationship with the patient or form part of the patient’s pre-existing support system 

and are not restricted to traditional definitions of the nuclear, legal or biological 

family (Leske, 2002). 

6.4.1 Conceptual definitions 

There are five concepts underpinning this conceptual framework. These 

concepts illustrate key ideas and intentions which are contained within the 

proposition assumptions, and are represented within the conceptual framework (see 

Figure 3): 

• Individualised patient care: An approach where acute care nurses use the

information provided by family members to adapt care to better meet

patient needs and preferences.

• Enable family participation: The family feel they are being encouraged

and supported to participate in patient care.

• Negotiate level of involvement: An approach where acute care nurses

establish from patients and family members their preferences for

participation and collaboration in patient care.
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• Interpersonal communication: Dialogue between patients and family

members where acute care nurses build trust and respect and share

unbiased information in ways that are affirming and useful.

• Nurses’ view towards family participation: The nurse’s attitude towards

the value of involving the family in patient care.

6.4.2 Proposition assumptions 

The four proposition statements are briefly described below: 

1. Perspectives on the level of involvement by family members in patient

care may differ amongst patients, family members and nurses.

2. Interpersonal communication exchanges amongst nurses, patients and

their family are fundamental in achieving family participation in patient

care.

3. Enabling family members to participate in patient care provides a

foundation to individualise patient care.

4. Nurses’ views towards the benefits of involving family affect the extent to

which family members are supported to participate in patient care.

 In the first proposition, perspectives on the level of involvement by family 

members in patient care may differ amongst patients, family members and nurses. 

Understanding the patient’s and family member’s perspective regarding the level of 

family involvement in patient care and decision-making they each desire is crucial 

and guides acute care nurses to support the chosen level or negotiate alternatives 

when divergent or unrealisable views are expressed.  
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Proposition two shows interpersonal communication is fundamental in 

achieving family participation in patient care. Nurses uncover ways to support family 

participation in patient care when they communicate in a way that builds trust and 

respect. Further, when nurses share information in an unbiased manner, it invites and 

encourages patients and family members to participate and share in decision-making 

regarding patient care.  

In the third proposition, enable family members to participate provides a 

foundation to individualise patient care. When patients and acute care nurses support 

family members to share their unique knowledge of the patient and encourage them 

to participate in patient care activities, the plan of care can be adapted to better meet 

the patient’s needs and preferences.  

In proposition four, the nurses’ views towards the benefits of involving 

families affects the extent to which family members are supported to participate in 

patient care. Nurses who hold a negative attitude towards family involvement will 

demonstrate behaviours that limit family members from participating in patient care. 

On the other hand, nurses who assume a positive attitude towards involving family 

members in patient care foster therapeutic relationships and provide families with the 

opportunity to participate and collaborate to enhance patient functioning and 

wellbeing. 

6.5 Recommendations for education 

This thesis has revealed that acute care nurses may lack knowledge about the 

benefits of PFCC, and the required interpersonal skills to foster family participation 

and collaboration in patient care. Therefore, educational programs that illustrate, for 

example, via video exemplars or role-play how to enact patient- and family-centred 
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communication should be incorporated into undergraduate and postgraduate 

speciality curricula because the nurse–patient–family interaction is a core component 

of nursing science and high-quality nursing care (McCabe, 2004; Sieger et al., 2012) 

that is lacking. Simulated videos depicting family-focused assessments as a learning 

resource that have been successfully implemented in a blended-learning program to 

enhance Australian nursing students’ knowledge in a readily accessible, flexible 

mode of learning (Coyne et al., 2018) are also recommended.   

Education around patient- and family-centred communication and ways to 

manage levels of health literacy in the Australian undergraduate nursing education 

typically occurs in the first semester of the three-year (full-time) program. Following 

this, the teaching and assessment of communication and health literacy are embedded 

within student nurses’ clinical practice throughout the remainder of the program—

although not explicitly (McKenna et al., 2014). Consequently, it is often assumed 

that nursing students are aware of different communication styles, which are role-

modelled by other nurses, and that they can demonstrate the ability to effectively 

communicate in diverse patient contexts and to those with lower levels of health 

literacy (e.g., patients and families from non-English-speaking backgrounds or 

diverse cultural backgrounds). However, this has not been found to be the case in this 

study and, consequently, it is recommended that there needs to be more of an overt 

focus throughout the entire undergraduate degree. Despite communication being a 

pivotal part of professional practice, the principles of communication have been 

inadequately delivered in undergraduate nursing programs in Australia when 

compared to other clinical skills (McKenna et al., 2014; Henderson, 2019). Others 

have also highlighted that the quality of communication displayed by students’ 

clinical instructors may also be poor, which hinders student learning and highlights 

the importance of well-prepared clinical educators (Ismail, Aboushady, & Eswi, 
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2016; Rowbotham & Owne, 2015). Therefore, it is paramount that the undergraduate 

nurse curriculum is redesigned to ensure students develop constructive professional 

behaviours to communicate effectively with patients, their families and other HCPs. 

Accordingly, the assessment procedures and tool/s used in nursing education must 

also include evidence of effective communication and PFCC practices. Examples of 

desirable communication behaviours are provided within the Australian Nursing 

Standards Assessment Tool (Ossenberg, Dalton, & Henderson, 2016) to illustrate the 

expected behaviours student nurses should demonstrate; however, there is a lack of 

specific focus on PFCC within this tool.  

Ongoing development of communication skills within the context of 

workplace learning is also needed. Simulation-based communication education could 

be implemented within an existing clinical, educational framework to improve how 

nurses communicate effectively with patients and their families. Others have 

highlighted that simulation training is effective because it provides clinicians with 

the opportunity to rehearse conversations with patients and their family members, 

experience care from the patient or family perspective in realistic scenarios and 

receive feedback from patients/families regarding the care they received, all of which 

allows HCPs to refine their communication skills (Potter et al., 2016; Saunders et al., 

2017). Further, simulation can support nurses to actualise the PFCC approach by 

providing audio-visual examples and real-time feedback of how to tailor care for the 

patient and their family (Coyne et al., 2017). Nurses' abilities to communicate and 

empathise are a crucial aspect of effective patient/family interactions and need to be 

incorporated into all aspects of nursing education (Rebeiro et al., 2015). 

Educational programs focused on demonstrating compassion and empathy 

should also be considered by nurse educators as a way to connect nurses to the 

patient–family experience, adopt the PFCC approach and overcome embedded 
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paternalistic attitudes (Richardson, Percy, & Hughs, 2015; Digby et al., 2016). 

Compassion and empathy are essential components of the patient–family-nurse 

relationship, which demands that nurses possess self-knowledge to be able to 

understand the patient’s and family’s feelings and respond to their needs (Trevizan et 

al., 2015). Recent evidence suggests nurses can learn to be compassionate and 

empathic, indicating that they are not innate attributes (Hofmeyer et al., 2018; Percy 

& Richardson, 2018). Further, facilitating nurses to explore the concept of 

compassionate and empathetic care will highlight the importance of fostering a 

therapeutic, humanised relationship, and may assist in establishing everyday nursing 

behaviours that demonstrate respect and promote family participation in patient care 

(Brunero et al., 2010).  

6.6 Recommendations for practice 

Several recommendations for nursing practice have emanated from this 

research.  First, establishing a practice environment that accommodates varying 

levels of health literacy to promote understanding and informed decision-making is 

recommended. Understanding how information is shared and understood is vital in 

strengthening patients’ and family members’ capacity to participate in care processes 

and shared decision-making (Cornett, 2009). Hence, health literacy should be viewed 

as a fundamental tool to empower PFCC practices in the acute care hospital setting. 

Creating an environment that acknowledges and accommodates various levels of 

health literacy will assist patients and their families to navigate the healthcare system 

and supports them to have meaningful interactions with HCPs in a respectful and 

caring environment (Porche, 2009). Therefore, it is recommended that acute care 

nurses should apply clear health communication techniques, confirm understanding 
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and reinforce messages. Evidenced-based guidelines and practical resources have 

been developed by the World Health Organization (2013) and government agencies 

in Australia (ACSQHC, 2017), the USA (US Department of Health and Human 

Services, 2010), Canada (Canadian Public Health Association, 2018) and the UK 

(NICE, 2017) to help HCPs assess health literacy and accommodate low levels of 

health literacy during hospitalisation. Educative and recall interpersonal 

communication strategies, such as the teach-back (Kornburger et al., 2013, show-me 

(Dodson, Good & Osbourne, 2015) and ask-tell-ask (French et al., 2015) techniques 

are feasible, effective strategies that nurses can learn and apply in practice to assess 

understanding (ACSQHC, 2017; Dickson et al., 2016).  

Second, creating empowering environments that support PFCC 

communication is recommended. An empowering environment can be fostered by 

encouraging patients and family members to ask questions (Sudore & Schilinger, 

2009). Campaigns created to achieve PFCC communication and equalise the implicit 

power imbalance in patient/family–nurse communication include the campaign 

founded by Dr Kate Granger, ‘#Hellomynameis’ (Kapur, 2016), the Agency for 

Healthcare Research and Quality (AHRQ)-sponsored ‘Questions Are the Answer: 

Get More Involved With Your Health Care’ campaign (AHRQ, 2018) and the ‘Ask 

Me 3’ campaign from the IHI, which prompts patients and, when appropriate, family 

members to ask three essential questions at every healthcare encounter: (1) What is 

my main problem? (2) What do I need to do? and (3) Why is it important for me to 

do this? (IHI, 2018).  

Telemedicine as a tool to support family communication has been 

successfully used in palliative care and mental health consultations (Hill, Allman, & 

Ditzler, 2001; Menon, Stapleton, McVeigh, & Rabinowitz, 2015). Also, advances in 

technology have seen the use of video conferencing robots successfully integrated 
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into the care of hospitalised children, which has connected them to their school 

classroom (Cheetham, Yong, & Fels, 2000). Therefore, technology that supports 

communication should be considered in the acute care setting as a pragmatic way of 

facilitating early, open communication about prognosis, treatment options and 

discharge planning. Further, electronic forms of communication may be of particular 

benefit when family members are unable to be present in person at the patient’s bed-

side and, yet, want to be involved in their relative’s care and/or decision-making 

around treatment options.  

Finally, establishing a practice culture that truly values the PFCC approach is 

strongly advocated.  Others have reported novel approaches to change the culture of 

acute adult hospital wards to enhance the uptake of PFCC practices (DiGioia & 

Greenhouse, 2016). For example, the Patient- and Family-Centred Care 

Methodology and Practice (PFCC M/P) is one approach that has been used 

successfully in the adult care acute setting to change the practice culture and support 

patient and family participation (DiGioia & Greenhouse, 2016; DiGioia et al., 2007; 

DiGioia et al., 2012). The PFCC M/P focuses on patients’ and families’ experiences 

through the shadowing of practices and using touchstone moments. Shadowing of 

practices is the direct, real-time observation of patients and families as they move 

through each step of the care experience. The shadower is an HCP who conducts the 

observation and is tasked with seeing hospital care through the eyes of the patient 

and their family, recording every step of their care experience and constructing a 

care-experience flow map. The care-experience flow map details the touchpoints, 

showing where patients and families go during the care process and the HCPs with 

whom they have contact with (DiGioia et al., 2010, p. 541). The patient and family 

experience is then mapped and compared to the ideal care experience, as viewed by 

patients and families, to identify key moments or touchstone experiences that can be 
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improved. Initiatives to improve gaps in care are then identified and prioritised by 

patients and their families with the healthcare team and/or organisation. Therefore, it 

would be important for clinical leaders to embed the shadowing of practices within 

routine audits of nursing practice because increased awareness of the experience of 

patients and their families in the acute setting may enable nurses to consider altering 

their practices and enhance family member involvement in patient care by way of 

personal experiences.  

In the acute care setting, a variety of interventions may be required to shift 

practices to align with the PFCC approach and local/context-specific barriers must be 

considered. Theory-informed practice change interventions have been recommended 

as one approach to enhance the uptake of PFCC practices in the acute care setting. 

Social psychological theories, such as the normalisation process theory (May & 

Finch, 2009), support the practice of ‘shadowing care’ because observations of care 

and hearing the family narrative on experiences with illness and hospitalisation 

permit reflective monitoring (May & Finch, 2009) and can create an emotional 

connection among patients, family members and nurses that leads to the PFCC 

approach becoming normalised into practice (Brown, 2009; May & Finch, 2009; 

Michie et al., 2005). Further, the shadowing of practices may allow acute care nurses 

to identify contextual factors and clinician behaviours that are barriers or facilitators 

to family participation in patient care. This enhanced understanding of what helps or 

hinders family involvement may assist in establishing a practice culture that values 

the PFCC approach within the acute care setting (Graham et al., 2006; Heyland et al., 

2010).  
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6.7 Recommendations for research 

Findings from this study could be used to inform and frame future research.  

The qualitative methods used have contributed to the understanding of family 

participation and collaboration in patient care through the rich data collected. Future 

qualitative studies could expand our knowledge of the phenomenon by exploring 

similarities and differences in other contexts, such as diverse patient and family 

member populations (e.g., non-English-speaking background, low-income groups, 

rural/remote families), inclusive of patients with differing clinical wellness and 

different acute care contexts. More exploratory studies would be beneficial to 

describe how PFCC is enacted in other settings, such as the adult acute surgical 

setting, and how it can be measured with and beyond the use of the revised 20-item 

FINC-NA.  

A further research direction is to evaluate and refine the preliminary 

conceptual framework for empowering family participation in the care of acutely ill 

hospitalised adult patients, which is outlined in the previous section. Conceptual 

frameworks are constantly redeveloped as new evidence emerges (Rycroft-Malone & 

Bucknall, 2013). Researchers could evaluate the legitimacy of the conceptual 

framework by testing its utility for guiding nursing practice, education/or research 

(Alligood, 2017). Testing the framework in other contexts will contribute to the 

development of the conceptualisation, perhaps demonstrating its applicability to the 

wider healthcare context. Additionally, certain aspects of the conceptual framework 

could be the focus of future research. For instance, further understanding of how 

acute care nurses negotiate with family members on their level of involvement in 

patient care is an important area of investigation.  

It is suggested that PFCC communication research projects be undertaken 

because findings from this study have highlighted that interpersonal communication 
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amongst patients, family members and acute care nurses both helps and hinders 

family participation in patient care. A range of educational approaches have been 

used to deliver communication skills training in health care, and role-play simulation 

is one approach that has shown success in undergraduate medical and nursing 

students (Lorin, Rho, Wisnivesky, & Nierman, 2006; Zavertnik, Huff, & Munro, 

2010). Researchers could develop simulated scenarios to provide education on PFCC 

communication and evaluate its effectiveness in clinical practice. Crucial to any 

assessment of PFCC communication must be an assessment of the patient’s and 

family member’s understanding of the information provided and implications of the 

care plan being recommended. 

6.8 Strengths and limitations of the study 

A strength of the study was the success of the purposive maximum variation 

sampling strategy involving a representative sample of patients and their families. 

Furthermore, a significant proportion of patients and families were interviewed 

together, which aligns with the PFCC core concepts of information sharing and 

shared decision-making (Brown et al., 2015). The findings are not intended for 

generalisation but rather to enhance our understanding of the core concepts of family 

participation in patient care within the acute care setting; rich descriptions of the 

setting and sample have been provided which strengthens understanding of the 

findings of the study, allowing other researchers to judge the applicability of findings 

to their practice setting.  

There are several limitations that may have affected the study. Firstly, the 

study is limited in being confined to a single site—one unit at a regional hospital—

which limits the transferability of the findings. However, the acute ward area was 
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strategically selected based on hospital-wide data that indicated it would provide 

circumstances where PFCC could be observed. Secondly, interpreting data is how 

meaning was made in this study, and this aligns with the constructivist paradigm. 

Data were interpreted by a researcher who is also an acute care nurse and who may 

have biased analysis because being a nurse may have heightened the risk of 

preconceptions, thus influencing the interpretation of data. However, all diligence 

was taken to remain true to the data and limit researcher bias from interpretations. 

Reflective approaches were undertaken that enhanced the credibility of data 

collection and analysis. For instance, I maintained a reflective journal during data 

collection and analysis, which highlighted to me that, as an acute care nurse, I had 

preconceptions of how family participation should occur. This insight made me more 

self-critical and I acknowledged that my assumptions regarding family participation 

may not be universal, and I needed to be aware of my feelings and preconceptions 

throughout the study. Additionally, this study contained two experienced healthcare 

researchers who conducted peer debriefing with me at regular periods during the 

study, ensuring data collection and analysis were conducted methodically and that I 

rigorously interpreted from the raw data with transparency.  

Thirdly, participants in the observation and interview groups differed, and 

member-checking was not conducted during observation. However, after each 

interview, a summary interpretation was read back to each participant to confirm the 

information and narrative recorded, which is similar to member-checking (Bowen, 

2008). Fourthly, family members were only recruited in this study if they were 

present at the patient’s bedside. The setting for this study was a ward within a major 

referral hospital that provided healthcare services across a geographic area covering 

approximately 90,000 square kilometres. Thus, some families potentially may have 

wanted to become involved in care planning or shared decision-making but could not 
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physically be present, and alternative forms of engagement (e.g., video-conferencing) 

were not available. Therefore, family members who were able to participate in this 

study may not be representative of all family members; that is, family members who 

were not present on the ward may hold different views.  

6.9 Concluding statement 

While PFCC should be the norm, it is not the case; further strategies are 

required to enhance the uptake of PFCC practices in the acute care setting. The 

findings of this thesis show there is discord between healthcare policy that 

emphasises partnerships in care and real-life practices in the acute care setting. This 

qualitative, mixed-method study enhances our understanding and brings new 

knowledge around patients’, family members’ and nurses’ perceptions regarding 

family participation and collaboration in the care of acutely ill hospitalised adult 

patients, including barriers and facilitators. This thesis contributes to nursing 

knowledge as it demonstrates that the tripartite relationship amongst patients, family 

members and acute care nurses is essential in empowering family members to 

participate in the care of acutely ill hospitalised adult patients. However, patient and 

family member involvement may differ depending on the individual’s goals, time 

frames, resources and health literacy.  

Finally, a contribution of this study is a preliminary conceptual framework 

that suggests contextual factors, nurses’ views towards family members and 

interpersonal communication influence the level of family participation. This 

framework and its description provide insight into understanding key elements of 

family participation. This has the potential to benefit nurses and researchers as 

further exploration can help support family participation in the clinical practice 
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setting. Nursing practices that incorporate family members into the care of the patient 

acknowledge the vital role families play in the illness continuum. The assessment, 

planning and fostering of family members to participate and collaborate in patient 

care and decision-making involves the patient, family member and nurses. The PFCC 

approach is an appropriate model of care for use in the acute care setting and requires 

the development of a relationship, clear communication and open sharing of 

information amongst, patients, their families and nurses. 
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Appendix E 

Note where people enter the ward, what is the traffic-flow like, staffing numbers, 

workload and case-mix of patients: 

• Describe the patient’s and family member’s appearance, language and

culture, and relationship to each other.

• Describe what is happening, the nurse’s appearance including non-verbal

communication.

• Describe what is happening, the patient’s appearance including non-verbal

communication.

• Describe what is happening, the family member’s appearance including

non-verbal communication.

Record the presence of other elements in the environment that may be impacting 

on the interaction between the nurse–patient, nurse–family member, patient–family 

member: 

• noise

• presence of other people

• distractions

• space

• illness severity.

Record any examples of the nurse using family members’ knowledge in the care 

they provide to patients: 

• diet preferences

• mobility concerns.

Note any other tasks the nurse is undertaking when engaging with the patient or 

family. 

Note any ways the nurse responds to individual patient and/or family needs: 

• following up a request

• altering care plan to include preferences.

Note any ways the nurse is supporting family and patient self-management 

abilities, and the mobilisation of family resources. 
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Appendix F 

Contact Summary Form – PATIENT 

 

Instance of family involvement in care observed 

Type of contact: 

 

Interview                                 Observation  

 

Date:                                                                                   Time of day  

Place contact occurred  

Involvement in care initiated by (circle): Nurse/ Patient / Family member / other: 

 

 

1. Are there specific things you want to learn from this partnering/collaboration 

in care?  

 

2. Who were the participants during this incident of partnering/collaboration?  
 

 

3. What were the main issues or themes that struck you during this contact? 

 

Summarise the information you gained (or did not gain) on each target question 

you had for the contact 

 

 

Patient  

Family  

Nurse  

 

4. Where there specific issues that you picked up that you might want to explore 

further at next contact? (Consider patients physical & emotional needs at the 

time; feelings of participants, nurse communication style; did the environment 

impact upon the interaction) 
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Appendix G 

Patient participants Family participants 

• What does family partnering in care

mean to you?

• Are there aspects of your care you

don’t want your family to do?

• What helps your family to

participate?

• What hinders your family to

participate?

• How do you think you would feel if

your family could not participate in

your care?

• How do you think the daily routine

on the ward influenced your

family’s ability to become partners?

• What does partnering in care mean

to you?

• Are there aspects of your relative’s

care you don’t want to do?

• What helps you to participate in

care?

• What hinders you to participate in

care?

• What outcome(s) did you see

occurring?

• How did you think your relative’s

care would change after you were

involved?

• How do you think you would feel if

you could not partner in their care?



PFCC in Hospitals | 207 

Appendix H 



208 | PFCC in Hospitals 



PFCC in Hospitals | 209 



210 | PFCC in Hospitals 

Appendix I 



PFCC in Hospitals | 211 

Appendix J 



212 | PFCC in Hospitals 

Appendix K 

Toowoomba Hospital 
280 Pechey Street, Toowoomba, QLD, 4350 

Ph (07) 4616 6000 

Participant Information and Consent Form – Phase 1 

Version 1, 25th November 2015 

Project Title Patient- and Family-Centred Care in Hospitals 

Principal 

Investigators 

Mr Benjamin Mackie, RN, BN (Dist), M Advan Prac, Researcher 

Professor Andrea Marshall RN, BN, Grad Cert (High Ed), MN, 

PhD 

Associate Professor Marion Mitchell RN, BN (Hon), Grad Cert 

(Higher Ed), PhD 

Address 

School of Nursing and Midwifery/Menzies Health Institute 

Queensland 

Griffith University  

Nathan Campus, 170 Kessels Road, Nathan, QLD, 4111. 

Phone Number 07 3735 6462 

This Participant Information and Consent Form is two pages (double-

sided). Please make sure you have all pages. 
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1. Your Consent

We wish to invite you to take part in this research project titled, ‘Patient and Family 

Centred Care (PFCC) in Hospitals’. PFCC is an approach to the planning, delivery 

and evaluation of health care that is grounded in mutually beneficial partnerships. The 

purpose of this form is to explain to you the aims of this project before you decide to 

take part. Please read this form carefully. The principle researcher is an experienced 

registered nurse and Researcher. This research project will contribute to his studies 

within the School of Nursing and Midwifery at Griffith University. Please read this 

form carefully and feel free to ask questions about any information contained herein. 

The purpose of this form is to explain to you the aims of this project before you decide 

if you’d like to take part. If you agree to take part, you will be asked to complete a 

survey.  By completing and returning the survey, you indicate that you understand 

this information and that you give your consent to participate in the project. Taking 

part in the survey is voluntary. You will be given a copy of this information to keep as 

a record. 

2. Background and Purpose

Your experiences as an enrolled or registered nurse providing care for adult patients 

admitted to acute care wards in the hospital and their families are important as it helps 

us to understand how care is provided. The aim of this project is to gain a better 

understanding of patients’, their families’ and nurses’ beliefs, attitudes and perceptions 

towards family participation and collaboration in care. What helps and hinders PFCC 

will also be explored.   

3. Procedures

If you agree to participate, please complete the attached survey and place it in the 

sealed box located in your ward or use the attached pre-printed envelope and 

internally mail it back to the research team. The first part of the survey asks for some 

information about you. The second part asks you about your attitude towards the 

importance of involving family in nursing care. It is expected that the survey will take 

no longer than 5-10 minutes to complete.   
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4. Possible Benefits and Risks

The survey will be used to provide the overarching hospital perspective of nurses 

regarding the importance of family in nursing care. This knowledge will guide the 

selection of an acute care ward to conduct focused observations and interviews to 

better understand how family partnerships and collaboration in care is enacted in the 

hospital. There are no foreseeable risks associated with your participation in this 

project. 

5. Privacy, Confidentiality and Disclosure of Information

All data collected in this project are confidential. No data that identify you will be 

recorded and findings will be presented as summarised data so that you cannot be 

identified. Information you provide for this project will be retained for five years. After 

this time, all data will be destroyed. 

6. Further Information and Ethical Approval

If you require further information or have any questions or concerns about this project, 

you can contact Ben Mackie (Mobile: 0432 027 105). This project has been approved 

by the Darling Downs Human Research Ethics Committee (approval number 

HREC/16/QTDD/1). Should you have any questions or issues about the ethical 

conduct of this project please contact the Coordinator of the Darling Downs Hospital 

and Health Service Human Research Ethics Committee, Wendy Friend, on phone (07) 

4616 6696. Email TWB_Research_and_ethics@health.qld.gov.au 

This project has also been approved by the Griffith University Human Research Ethics 

Committee (Ref No: 2016/144). In the event that you have any complaint about the 

way you have been treated during the project, or a query that the investigators have 

not been able to satisfy, you may contact the Manager, Mr Rick Williams, Research 

Ethics and Integrity, Bray Centre (N54) 0.15, Office for Research, Nathan campus, 

Griffith University, QLD 4111. Phone (07) 3735 4375. Email: 

rick.williams@griffith.edu.au  

mailto:TWB_Research_and_ethics@health.qld.gov.au
mailto:rick.williams@griffith.edu.au
mailto:rick.williams@griffith.edu.au
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Toowoomba Hospital 
280 Pechey Street, Toowoomba, QLD, 4350 

Ph (07) 4616 6000 

Participant Information and Consent Form – Phase 2 

(Observations) 

Version 1, 25th November 2015 

Project Title Patient- and Family-Centred Care in Hospitals 

Principal 

Investigators 

Mr Benjamin Mackie, RN, BN (Dist), M Advan Prac, Researcher 

Professor Andrea Marshall RN, BN, Grad Cert (High Ed), MN, 

PhD 

Associate Professor Marion Mitchell RN, BN (Hon), Grad Cert 

(Higher Ed), PhD 

Address 

School of Nursing and Midwifery/Menzies Health Institute 

Queensland 

Griffith University  

Nathan Campus, 170 Kessels Road, Nathan, QLD, 4111. 

Phone Number 07 3735 6462 

This Participant Information and Consent Form is two pages (double-sided). 

Please make sure you have all pages.  
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1. Your Consent

We wish to invite you to take part in this research project titled, ‘Patient- and Family-

Centred Care (PFCC) in Hospitals’. PFCC is an approach to the planning, delivery 

and evaluation of health care that is grounded in mutually beneficial partnerships. The 

purpose of this form is to explain to you the aims of this project before you decide to 

take part. Please read this form carefully. The principle researcher is an experienced 

registered nurse and Researcher. This research project will contribute to his studies 

within the School of Nursing and Midwifery at Griffith University. Please read this 

form carefully and feel free to ask questions about any information contained herein. 

If you agree to take part, you will be asked to sign the Consent Form below. By signing 

the Consent Form, you indicate that you understand the information and that you give 

your consent to participate. You will be given a copy of this information sheet to keep 

as a record. 

2. Background and Purpose

The aim of this project is to gain a better understanding of patients’, families’ and 

nurses’ beliefs, attitudes and perceptions towards family participation and 

collaboration in care. What helps and hinders PFCC will also be explored in this 

project. This project is being conducted in one acute care ward within Toowoomba 

Hospital. Observations of your everyday activities and demographic information will 

be collected.  

3. Procedures

The researcher will observe your everyday activities during day and evening shifts 

within an adult acute care ward. The observations may last from a few minutes to 

several hours. The researcher may ask you questions or take written notes about your 

activity while observing. While the researcher is observing you he may speak briefly 

with you to clarify what is being observed. You will be asked a range of demographic-

related questions such as your year of birth and highest level of education. 
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4. Possible Benefits and Risks

Findings from this project will inform healthcare professionals how PFCC could be 

performed in hospitals. This knowledge may assist in the development and 

implementation of interventions aimed at promoting family partnerships and 

collaboration to improve the quality of patient care in hospitals. There are no 

foreseeable risks associated with your participation in this project. 

5. Privacy, Confidentiality and Disclosure of Information

All data collected in this project are confidential. No data that identify you will be 

recorded and findings will be presented as summarised data so that you cannot be 

identified. Information you provide for this project will be retained for five years. After 

this time, all data will be destroyed. 

6. Further Information and Ethical Approval

If you require further information or have any questions or concerns about this project, 

you can contact Ben Mackie (Mobile: 0432 027 105). This project has been approved 

by the Darling Downs Human Research Ethics Committee (approval number 

HREC/16/QTDD/1). Should you have any questions or issues about the ethical 

conduct of this project please contact the Coordinator of the Darling Downs Hospital 

and Health Service Human Research Ethics Committee, Wendy Friend, on phone (07) 

4616 6696. Email TWB_Research_and_ethics@health.qld.gov.au 

This project has also been approved by the Griffith University Human Research Ethics 

Committee (Ref No: 2016/144). In the event that you have any complaint about the 

way you have been treated during the project, or a query that the investigators have 

not been able to satisfy, you may contact the Manager, Mr Rick Williams, Research 

Ethics and Integrity, Bray Centre (N54) 0.15, Office for Research, Nathan campus, 

Griffith University, QLD 4111. Phone (07) 3735 4375. Email: 

rick.williams@griffith.edu.au  

mailto:TWB_Research_and_ethics@health.qld.gov.au
mailto:rick.williams@griffith.edu.au
mailto:rick.williams@griffith.edu.au
mailto:rick.williams@griffith.edu.au
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Toowoomba Hospital 
280 Pechey Street, Toowoomba, QLD, 4350 

Ph (07) 4616 6000 

Participant Information and Consent Form – Phase 2 

(Observations) 

Version 1 

Patient- and Family-Centred Care in Acute Adult Hospitals 

I have read and understand the Participant Information and Consent Form, Version 1, 
dated 25th November 2015 

I freely agree to participate in this project according to the conditions in the 
Participant Information.  

I will be given a copy of the Participant Information and Consent Form to keep. 

The researcher has agreed not to reveal my identity and personal details if 
information about this project is published or presented in any public form. 

Participant’s Name (printed) 

Signature Date 

Name of Witness to Participant’s Signature (printed) 

Signature Date 

Principle Researcher’s Name (printed) 

Signature Date 
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Toowoomba Hospital 
280 Pechey Street, Toowoomba, QLD, 4350 

Ph (07) 4616 6000 

Participant Information and Consent Form – Phase 2 (Interviews) 

Version 1 

Project Title Patient- and Family-Centred Care in Hospitals 

Principal Investigators 

Mr Benjamin Mackie, RN, BN (Dist), M Advan Prac, Researcher 

Professor Andrea Marshall RN, BN, Grad Cert (High Ed), MN, PhD 

Associate Professor Marion Mitchell RN, BN (Hon), Grad Cert 

(Higher Ed), PhD 

Address School of Nursing and Midwifery/Menzies Health Institute 

Queensland 

Griffith University  

Nathan Campus, 170 Kessels Road, Nathan, QLD, 4111. 

Phone Number 07 3735 6462 

This Participant Information and Consent Form is two pages (double-

sided). Please make sure you have all the pages.  
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1. Your Consent 

We wish to invite you to take part in this research project titled, ‘Patient- and Family-

Centred Care (PFCC) in Hospitals’. PFCC is an approach to the planning, delivery 

and evaluation of health care that is grounded in mutually beneficial partnerships. The 

purpose of this form is to explain to you the aims of this project before you decide to 

take part. Please read this form carefully. The principle researcher is an experienced 

registered nurse and Researcher. This research project will contribute to his studies 

within the School of Nursing and Midwifery at Griffith University. Please read this 

form carefully and feel free to ask questions about any information contained herein. 

If you agree to take part, you will be asked to sign the Consent Form below. By signing 

the Consent Form, you indicate that you understand the information and that you give 

your consent to participate. You will be given a copy of this information sheet to keep 

as a record. 

 

2. Background and Purpose 

The aim of this project is to gain a better understanding of patients’, families’ and 

nurses’ beliefs, attitudes and perceptions towards family participation and 

collaboration in care. What helps and hinders PFCC will also be explored in this 

project. Family partnerships and collaboration in care may be seen when nursing care 

is informed by the patient’s and family’s preferences and expressed needs. This project 

is being conducted in one adult acute care ward within Toowoomba Hospital. 

Interviews and demographic information will be collected. 

 

3. Procedures 

If you agree to participate, you will be asked to meet with the principle researcher 

for an interview at a time convenient to you. It is estimated that the interview will 

range between 15 and 20 minutes. The researcher will ask you a range of questions 

related to your experiences, beliefs, attitudes and perceptions towards family 

partnerships and collaboration in nursing care. Interviews will be audio recorded for 

future analysis. You will be asked a range of demographic-related questions such as 

your year of birth, and highest level of education. 
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4. Possible Benefits and Risks

Findings from this project will inform healthcare professionals how PFCC could be 

performed in hospitals. This knowledge may assist in the development and 

implementation of interventions aimed at promoting family partnerships and 

collaboration to improve the quality of patient care in adult acute care wards. There 

are no foreseeable risks associated with your participation in this project. 

5. Privacy, Confidentiality and Disclosure of Information

All data collected in this project are confidential. No data that identify you will be 

recorded and findings will be presented as summarised data so that you cannot be 

identified. Information you provide for this project will be retained for five years. After 

this time, all data will be destroyed. 

6. Further Information and Ethical Approval

If you require further information or have any questions or concerns about this project, 

you can contact Ben Mackie (Mobile: 0432 027 105). This project has been approved 

by the Darling Downs Human Research Ethics Committee (approval number 

HREC/16/QTDD/1). Should you have any questions or issues about the ethical 

conduct of this project please contact the Coordinator of the Darling Downs Hospital 

and Health Service Human Research Ethics Committee, Wendy Friend, on phone (07) 

4616 6696. Email TWB_Research_and_ethics@health.qld.gov.au 

This project has also been approved by the Griffith University Human Research Ethics 

Committee (Ref No: 2016/144).  In the event that you have any complaint about the 

way you have been treated during the project, or a query that the investigators have 

not been able to satisfy, you may contact the Manager, Mr Rick Williams, Research 

Ethics and Integrity, Bray Centre (N54) 0.15, Office for Research, Nathan campus, 

Griffith University, QLD 4111. Phone (07) 3735 4375. Email: 

rick.williams@griffith.edu.au  

mailto:TWB_Research_and_ethics@health.qld.gov.au
mailto:rick.williams@griffith.edu.au
mailto:rick.williams@griffith.edu.au
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Toowoomba Hospital 
280 Pechey Street, Toowoomba, QLD, 4350 

Ph (07) 4616 6000 

Participant Information and Consent Form – Phase 2 (Interviews) 

Version 1 

Patient- and Family-Centred Care in Acute Adult Hospitals 

I have read and understand the Participant Information, Version 1, dated 25th 
November 2015. 

I freely agree to participate in this project according to the conditions in the Participant 
Information.  

I will be given a copy of the Participant Information and Consent Form to keep 

The researcher has agreed not to reveal my identity and personal details if information 
about this project is published or presented in any public form. 

Participant’s Name (printed) 

Signature Date 

Name of Witness to Participant’s Signature (printed) 

Signature Date 

Researcher’s Name (printed) 

Signature Date 



PFCC in Hospitals | 223 

Appendix L 
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Appendix M 
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Appendix N 
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Appendix O 

Example: Observational 

data 

Example: Interview 

data 

Theme(s) Overarching 

category 

Ask N14 how important is 

family in her role. She 

states: 

‘They are important but 

some families are really 

hard…’ 

‘If they are happy to do it 

they can feed and shower 

patients [I always check 

to make sure it is done 

safely]’ (N14, 

Observational field note) 

‘I find sometimes if 

the relatives are 

already there in your 

face first thing in the 

morning it's – it's just 

like, oh, you know, 

you're in my way.  

I've – I've got to do 

this first before I can 

have that chat with 

you’. (N8, Interview) 

Nurse-

centric 

view 

limits 

partnering  

Hindering family 

participation 
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Appendix P 




