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Preface

The original idea of this book appeared in an international research meeting several
years ago. Perhaps more than ever professional nurses, policymakers and educa-
tional experts and especially citizens speak about the need for individualised care
and argue strongly for its presence in daily nursing care and healthcare services.

This contributed book is based on more than 20 years of research on patient
individuality, care and services of the continuously changing healthcare system. It
describes how research results can be used to respond to challenges on individuality
in healthcare systems by providing a description of the concept, theory, measure-
ment and research results about individualised nursing care from different perspec-
tives. Especially service users’, patients’ or clients’ points of view on care and
health services are urgently needed in the process for restructuring care and services
for individuals in addition to evidence-based practice.

This book describes the conceptualisation of the individualised nursing care phe-
nomenon and the development process of the measuring instruments of that phe-
nomenon in different contexts. It describes results about individualised nursing care
from a variety of clinical contexts and explains factors associated with the percep-
tions and delivery of individualised nursing care from different points of view. This
book may appeal to clinicians, nurses, practitioners and researchers from many
fields.

This book provides an opportunity to collect different views on individualised
nursing care and to examine its various dimensions: through a variety of approaches
and contexts. This book is intended for researchers, theoreticians, students in differ-
ent levels and professional nurses working bedside and leading nursing care and
services.

This book is devoted to all nurses in different clinical contexts to remind us for
the most cherished value in nursing care—the good for our patients.

Riitta Suhonen
Turku, Finland Minna Stolt
Limassol, Cyprus Evridiki Papastavrou
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Introduction

Riitta Suhonen, Minna Stolt, and Evridiki Papastavrou

This book is based on the long-lasting research efforts and international research
collaboration (Individualised Care Project, ICProject) since the beginning of the
2000s. The ICProject commenced in 2000 as a doctoral study and later evolved to a
research programme in the University of Turku, Department of Nursing Science,
Turku, Finland. The aim of the ICProject was to identify and examine the nurse,
patient and organisational factors associated with the provision of individualised
care from both the patients’ and nurses’ perspectives in different care settings, to
compare nurses’ and patients’ perceptions of individualised care and to examine the
impact of individualised care on patient and nurse outcomes. The ICProject broad-
ened in terms of the research contexts moving from an acute hospital context to
older person long-term care, home care, sheltered housing and nursing homes and
in primary healthcare centres. Individualised care is seen as an indicator of quality
of nursing care and is associated with the organisational context, e.g. ethical cli-
mate, in which care is delivered. The research programme aims to produce and
promote the use of research evidence about how the organisation and delivery of
healthcare services contributes to improved health to ensure better strategic and
patient outcomes and improved job satisfaction for nurses.
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The ICProject evolved into several studies, examining individualised care from
the point of view of patients and professionals with two national studies, and two
international studies including seven countries in acute care setting and one study in
care settings for older people including several parts, such as the ICProject Elderly
Study and the ICProject Organisational Study. These studies identified organisa-
tional factors, such as practice environment, job satisfaction and ethical climate, in
relation to individualised patient care. Finally, many of these variables were joined
and empirically tested in the sample of cancer patients in an international collabora-
tive study.

This research programme includes the patients’ and professionals’ views on
individualising care and identifies the environment provided by the organisation
as a contributor to patient outcomes (Fig. 1.1). The interventions delivered by
professionals are influenced by the patients, the professionals themselves and the
environment in which care is delivered, which in turn affects the individualisa-
tion and quality of patient outcomes. Studies have now been conducted observ-
ing the process of individualised care delivery to determine which systems of
care are the most influential for the improvement in patient care delivery and
result in improved patient outcomes. The current research programme is called
“Older Individuals’ Health, Nursing and Services” and develops new knowledge
and understanding of individual’s health, nursing care and complex service sys-
tems for older individuals from the viewpoints of older individuals, professionals
and organisations.

Several outcomes from the long-lasting research collaboration have been
achieved. The theory of individualised care and factors related is generated based on
the conceptual and theoretical examination of the phenomenon and empirically

Healthcare organization

* leadership & management
» environment & climate

Patient
outcomes

Nursing interventions

Individualised
Care

Different patients and
patient individuality

Nurse
outcomes

Nurses’ and patients’ Nurses’ and patients’
perceptions of the support perceptions of the individuality
of individualised care in the care received

Fig. 1.1 Framework of the individualised care and factors associated
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tested with the developed Individualised Care Scale, originated from the beginning
of the 2000s. Both the patient and nurse versions were created and have been trans-
lated in several languages and cultures. Thus, the research interest in this topic has
expanded rapidly, and the topic is timely and important at the moment.

This book includes four parts. The first part, the theoretical framework, describes
the theoretical and philosophical framework of the individualised nursing care
(Chap. 2), followed by the description of the content and the use and importance of
the concept (Chap. 3), definitions of the concept of individualised nursing care
through years (Chap. 4) and the ethical aspects of individualised care (Chap. 5). The
second part, namely, the research framework, includes the aspects and the develop-
ment of the instrument for the measurement of individualised care (Chap. 6), meth-
ods and processes for translation of the research instruments (Chap. 7), their validity
and reliability (Chap. 8) as well as a description of the instruments developed for the
measurement of individualised care and similar phenomenon (Chap. 9). The third
part, research evidence on the delivery of individualised care, describes the results,
the implementation and the maintenance of individualised care in different clinical
contexts by giving examples of such care contexts. These include the maintenance
of individualised care in operative surgical (Chap. 10), older people (Chap. 11),
cancer (Chap. 12), mental and psychiatric (Chap. 13) and rehabilitation (Chap. 14)
care settings. In addition, the third part includes a chapter about individual’s foot
health (Chap. 15) and factors associated with the maintenance of individualised care
(Chap. 16). Finally, the fourth part, the organisational framework for the delivery of
individualised care, includes the role of nursing interventions (Chap. 17) and nurse
leadership (Chap. 18) in supporting individualised care delivery in clinical practice,
highlighting also the importance of physical environment (Chap. 19) and ethical
climate (Chap. 20). This book may appeal to clinicians, nurses, practitioners and
researchers from many fields.

This book is focused on the concept of individualised care. No consensus exists
about the use of the different terms, such as person-centred or tailored nursing care.
This book continues to elaborate on the differences and similarities of the related
concepts and sheds light on the use of these concepts in the theoretical and research
literature as well as in clinical practice. However, the starting point here is the
patients’ point of view and their differences and individuality. Thus, the term indi-
vidualised care is used here as patient’s perception of being considered as an indi-
vidual while being nursed and cared for in the healthcare system. All other
viewpoints have been created around this cornerstone, patients’ individuality and
their individualised nursing care.
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Theoretical and Philosophical
Framework for Individualised Care

Michael Igoumenidis, Evridiki Papastavrou,
and Chryssoula Lemonidou

Abstract

Individuality plays a central role in human existence. Its realisation varies greatly
in different historical times and places. In modern societies it can often be under
threat, under the influence of mass media and mass production, but its impor-
tance is recognised, and there have been constant efforts to enhance it. In health
services, holistic care for individual patients has become a milestone goal.
Individualised care can improve patient outcomes in an ethical and respectful
way. Despite the difficulties posed by modern health-care delivery, an increasing
number of studies ascertain the importance of individualised care. Based on the
existing evidence, various health-care organisations recognise the need to
enhance individualised care and implement various initiatives to do so. However,
various economic constraints do not allow for wide implementation of individu-
alised health interventions. Technological progress provides more opportunities
than ever for individualised care, but limited health resources set a series of
obstacles for its delivery. Further research in this field shall help towards embody-
ing the best affordable individualised care in modern health delivery.

Keywords
Individualised care - Individuality concept - Humoral medicine - Personalised
medicine - Patient advocacy
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2.1 Introduction

Individualised care draws its importance from the concept of the individual, one of
the most basic concepts in the history of humankind. To be sure, there are many
ways to interpret such a concept. We are all individuals, in the arithmetic sense,
insofar as each one of us possesses a distinct body. Also, we are all individuals in the
biological sense; except for homozygote twins, who share the same genetic mate-
rial, each one of us is the manifestation of a unique genetic plan, which entails dif-
ferent combinations of the thousands of genes that constitute the human genome.
We are also individuals in a psychological sense: each one of us has a distinct per-
sonality, based on the multiple ways our brain can process sensory or rational infor-
mationand adaptourbehaviour accordingly. When our brain acquires self-conscience,
we are also individuals in a deeper sense, because we understand our own individu-
ality. However, this self-conscience, or knowledge of ourselves, functions in many
ways within human society. The value of individuality and its place in our evolving
societies have passed through many phases, and they have concerned some of the
most important political and moral philosophers.

In what follows, we shall try to outline some basic points of the history of this
concept, before concentrating on its modern significance and its relation to the
importance of individualised care. We shall then describe an antithesis inherent to
modern health-care delivery, that is, person-centred care versus managed care and
health-care policies, based on economic criteria, and affecting groups of patients
collectively rather than individual patients. Finally, we shall briefly discuss the ways
in which individual health professionals become an integral part of individualised
care.

2.2  Philosophical Approach of Individuality

Many insects, mammals, and birds tend to collaborate and form short-term or long-
term groups, as group-living typically provides benefits to individual group mem-
bers [1]. Sometimes these animal societies go to such extreme lengths that the
concept of individuality loses any importance it may have. For instance, ant colo-
nies and bee hives are strictly organised around their distinctive leaders, that is, the
queen ant and the queen bee, respectively, and all the other ants and bees seem to
function without any self-interest or self-awareness; the welfare of the group is
paramount, leaving no room for individual variations and diversions. Human societ-
ies are more complex. Individuals collaborate for the greater good, but they also
tend to differentiate themselves from others, shape distinct and evolving personali-
ties, and often act on their own initiative. These expressions of individuality vary
greatly in terms of intensity and diffusion in human societies, depending on cultural
backgrounds, political regimes, and historical evolution. Throughout the ages, the
concept of the individual has steadily been a subject of study and debate.

In ancient Greece, the Socratic tradition placed great emphasis on the worth of
every individual. However, people at that time considered slavery to be natural and
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treated all women as naturally inferior to men. In The Republic, Plato goes one step
further and holds the view that independence and individual freedom need to be
constricted through state regulations to achieve a peaceful society [2]. On the other
hand, Aristotle values each person’s individuality by stating that good is an interme-
diate relative to us, which means that ‘this is not one thing, nor is it the same for all’
([3], p- 1106a). Still, Aristotle had also developed a theory of natural slavery that
was supposed to secure the morality of enslaving people [4]. It is obvious that today
we cannot value individuality within the same context that great ancient thinkers
did. The Christian tradition can also be considered as hostile to the concept of indi-
vidual in many ways; a consistent analysis of this tradition and its relation to indi-
viduality is out of the scope of this chapter, but one can simply note that, even today,
a Christian pastor’s duty is to ‘feed the flock’ [5]. Individuality regained importance
in the beginning of Renaissance, along with its emerging humanistic values, such as
respect for human capabilities, and in parallel to the church’s gradual loss of power
and control over human lives.

Since the Renaissance, and especially during and after the age of Enlightenment,
many philosophical approaches placed individuality at their core. Under the mini-
mal state as put forward by John Locke and his followers, each individual has a right
to decide what would become of himself and what he would do ([6], p. 171), while
Thomas Hobbes rejects the notion of summum bonum (greatest good), arguing that
‘good’ is defined for each person individually, according to the person’s desires ([7],
p. 35). Purely egoistic approaches also emerged, such as Bernard Mandeville’s idea
that without private vices there exists no public benefit, as his Fable of the Bees
implies [8]; a similar approach is adopted by Adam Smith in the Wealth of Nations,
when he states that each person should act on their own motives, and society’s invis-
ible hand shall transfigure these individual selfish efforts to collective progress ([9],
p. 456). Philosophical movements of the twentieth century such as existentialism
(with its roots traced in nineteenth century’s Kierkegaard and Nietzsche) focus on
the person’s responsibility, which entails individual rights as well as duties; as
Sartre [10] has put it, man is condemned to be free.

This is a very important remark, considering the totalitarian regimes of the past
century that influenced philosophical thought, some of which are still active
worldwide. In totalitarian societies, people tend to shift their moral responsibility
to higher authorities, like soldiers at war ([11], p. 47); by doing so, they lose their
individual rights along with their duties, submitting to collective rights and duties
for the greatest good. But even at peaceful times and in liberal societies, collective
autonomy and individual autonomy may turn out to be inconsistent goals. In the
nineteenth century, Max Weber had noted that the growing process of bureaucra-
tisation put in jeopardy the individualistic life which he believed to be the core of
the Western tradition ([12], p. 5). Indeed, the ‘system’ is another higher authority
where individuals can shift their responsibilities. Both communism and capital-
ism, as the world’s leading systems, are largely influenced by utilitarianism, the
idea that right and good are to be defined by what produces greater benefits for the
greater number of people; evidently, as Thomas Nagel notes, utilitarianism treats
the desires and needs of distinct persons as if they were the desires and needs of a
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‘mass person’ ([13], p. 134). Loss of individuality in bureaucratic societies is a
recurring theme in many fictional works as well, mainly describing dystopias,
such as Kafka’s The Trial, Huxley’s Brave New World, Orwell’s 1984, and Ayn
Rand’s Anthem, where people do not even have names and have forgotten words
such as ‘I’ or ‘ego’.

The struggle for individuality is real in modern societies, with mass media influ-
encing most of human lives and bureaucratic mechanisms replacing human interac-
tions. However, we also live in an era of self-realisation, and we place great value to
individual autonomy. This may not be entirely evident under normal circumstances,
because our busy way of living does not often leave much room for thought. But
when we are reminded of our personal selves, our life goals, our beliefs, and our
place within society, we consciously strive to be as autonomous, free, and unique as
possible, and we expect from others to respect that. Discussing our health and fac-
ing health-related problems are great—albeit violent—opportunities for introspec-
tive reflection on our individual selves. Under this light, caring for each person as an
individual acquires a very deep meaning.

2.3  Thelmportance of Seeing the Individuals

In the Nicomachean Ethics, Aristotle writes: ‘Individual treatment is better than a
common system, in education as in medicine. As a general rule rest and fasting are
good for a fever, but they may not be best for a particular case... private attention
gives more accurate results in particular cases, for the particular subject is more
likely to get the treatment that suits him’ ([3], p. 1180b). This view reflects the
Hippocratic ideal, by and large focused on the holistic health-care model, applying
standards that are still valid today [14]. In addition, the Hippocratic tradition influ-
enced the practice of Western medicine until the second half of the nineteenth cen-
tury, when biomedicine became accepted as orthodox by physicians, the public, and
the state; until then, humoral medicine has held sway for many centuries ([15],
p. 137). Humoral medicine is based on four ‘humours’ of the human body (blood,
phlegm, yellow bile, and black bile) and the notion that, in each individual, every
part of the body had a unique natural combination of these humours; when they
were in balance, the body was healthy. Because this balance was different for each
individual, the physician had to determine every patient’s unique normal humoral
condition [16]. Therefore, although humoral medicine was a mix of professional
and lay theories that lacked a sound scientific basis, the emphasis was on the unique-
ness of the sick individual ([15], p. 139).

Health care has made substantial progress since the era of Hippocrates, yet
modern-day practitioners continue to be inspired by his commitment to the princi-
ple of beneficence—a duty to act in the individual patient’s best interests [17]. Apart
from physicians, the nursing profession has also evolved with the individual
patient’s interests as a compass to the right direction. For instance, the two first
provisions of the American Nurses Association (ANA) Code of Ethics state that the
nurse should practise with respect for the inherent dignity, worth, and unique
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attributes of every person and that the nurse’s primary commitment is to the patient
[18]; also, the two first provisions of the Nursing and Midwifery Council (NMC)
Code for Nurses and Midwives demand to treat people as individuals and respond
to their preferences [19]. These considerations are inherent to the nursing profes-
sion, in line with the holistic approach which entails care for the individual patient’s
personality traits beyond bodily functions, such as religious beliefs, cultural back-
ground, family status, or psychological reactions to disease and disability. But
nurses go one step further, as they adopt patient advocacy duties, usually framed in
individual patients [20].This means that, apart from caring for each patient as an
individual, nurses also promote and protect each patient’s individual rights. The
significance of this duty is evident when one considers modern health-care delivery,
highly specialised and fragmentary, driven by technological progress, increasingly
bureaucratic and impersonal, and often hostile to individuality. We shall return to
this issue in the next subchapter.

Despite the difficulties posed by modern health-care delivery, an increasing
number of studies ascertain the importance of individualised care. Suhonen et al.
[21] have developed a model which links individualised care to improved patient
outcomes in terms of satisfaction, autonomy, and perceived health-related quality
of life, noting that it can be used in further research related to individualised
patient care advantages. Other researchers draw their attention to more specific
patient outcomes. For instance, a recent study by Futier et al. [22] concludes that
the risk of postoperative organ dysfunction for patients undergoing abdominal
surgery was reduced with management strategies targeting an individualised sys-
tolic blood pressure, compared to standard management strategies. Other studies
do not focus on indicating positive outcomes of individualised care, but rather on
factors contributing to its effectiveness. In the field of nursing, Redfern [23] points
out factors such as personal qualities of nurses, shared understanding of the goals
of nursing care, levels of staffing, and effective leadership and management. As
more reliable and widely used instruments to study individualised care are devel-
oped, it is expected that its evidence-based importance shall increase even further
in the near future.

Based on the existing evidence, health-care organisations recognise the need to
enhance individualised care and implement various initiatives to do so. For instance,
UK’s National Clinical Guideline Centre (NCGC) provides various recommenda-
tions to health-care professionals, such as to take into account domestic, social, and
work situation of patients and avoid making assumptions based on their appearance
or other personal characteristics ([24], p. 50). It is important to note that individual-
ised care is also extended to individual patient education on how to manage their
problems, since educational needs are different depending on patients’ knowledge
and attitude, as well as their specific diseases and health problems. Therefore,
guidelines for patient education and empowerment also endorse the need for indi-
vidualised counselling. For instance, the European League Against Rheumatism has
issued recommendations for patient education for people with inflammatory arthri-
tis, stating that it should be tailored to the individual patient’s needs and citing many
randomised controlled trials which indicate that individual counselling has
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beneficial health effects [25]. In sum, individualised care in its various aspects has
become a universal trend in health-care delivery, with solid and augmenting evi-
dence to back it up.

24 Individualised Care and Economic Constraints

It has thus been established that individualised care is important and that this is
widely recognised. However, as noted above, this importance does not always take
precedence over other considerations in modern health care. Resources are finite,
while demand for health is infinite ([26], p. 19); therefore, there must be some kind
of rationing. Policymakers try to allocate health resources in a just way, by consider-
ing the magnitude of the benefits that each health intervention produces, with
respect to its cost. Expensive interventions that benefit small numbers of people
tend to be low priorities compared to cheaper interventions that benefit great num-
bers of people. The doctrine of utilitarianism is manifest in the allocation of health-
care resources. Policymakers decide about groups of patients than individual
patients, with regulating bodies such as the UK’s National Institute for Clinical
Excellence (NICE) which sets the thresholds in terms of cost-effectiveness with
regard to what health interventions can be reimbursed by the state [27]. The needs
of individuals are important, but not as much as the greatest amount of good for the
greatest number of people.

Apart from policymakers, who make decisions at a level of macro-allocation,
there are also health-care professionals, who take decisions at a level of micro-
allocation, but often bound by the policymakers’ decisions and limitations. The tra-
ditional fundamental duty of health-care professionals to secure the individual
patient’s best interests and wishes must be balanced against the welfare of the health
system in which they practise. Minogue [28] notes that physicians who view them-
selves as having ethical duties only to the individual patient are at odds with the new
world of medicine; the physician, and every health-care professional for that matter,
is both the agent of the patient and the agent of the health-care system. This means
that no patient shall receive the best available care according to his individual needs
if this is deemed unjust for society [29]. The state shall not reimburse the required
interventions, so the only option for complete satisfaction of individual needs is an
out-of-pocket payment or a private insurance contract, both at the expense of the
patient. And, sometimes, even these options are not available for the individual.
People with rare diseases may not get appropriate pharmacological treatment,
because pharmaceutical companies do not invest in developing drugs for small tar-
get groups with little profit margin (orphan drugs). Therefore, even basic individual
patient needs can be ignored by modern health-care systems.

On the other hand, one of the newest trends in health care is the field of person-
alised medicine, where decisions, interventions, and products are tailored to the
individual patient’s profile and needs, mainly based on his unique variation of the
human genome. For instance, the FDA recently approved Kymriah®, a genetically
engineered immunotherapy for leukaemia that alters a patient’s own cells to fight
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cancer. This drug must be made individually for each patient, and it can cost as
much as $475,000 [30]. Is it possible for any health-care system to afford costs of
this size without reducing the budget for other interventions? If this new therapy is
very effective and it cures leukaemia, then perhaps it makes sense, considering that
all the other costs related to leukaemia’s treatment shall be nullified. But this is not
clear yet. The antithesis created by using cutting-edge technology in health care is
evident in this case. Treatment can now be highly individualised; but this comes at
a great financial cost, and it cannot be advanced in a just way—not yet at least—as
it consumes health resources needed by other patients.

However, despite economic constraints and policymaking limitations, health-
care professionals have many opportunities to practise individualised care, as the
growing scientific evidence suggests. Inadequate staffing due to financial constraints
may hinder these efforts, as well as the general structure of modern health-care
facilities, with big hospitals that are economically viable replacing small regional
units where health professionals and patients had more opportunities to better know
each other. But other developments favour individualised care. Home-based nursing
is such an example, with nurses and patients creating deeper professional relation-
ships, thus facilitating individualised care interventions. And even within large hos-
pitals, depending on the staff’s commitment and willingness, there are many nursing
actions that can be tailored to specific patients’ needs. In general, small-scale indi-
vidualised interventions which fall out of macro-allocation decisions need to be
encouraged. To achieve this, it is not enough to refer to individual patients.
Individualised care has two components: the individual patient on the one hand and
the individual practitioner on the other.

2.5 Health Professionals’ Individuality

Modern health professionals are expected to be competent in a wide variety of roles.
These include those of manager, educator, computer specialist, bureaucrat, govern-
ment (or medical insurance company) employee, technologist, writer, financial
expert, businessman, judge, ethical expert, advocate for patients, family friend and
confidant, as well as that of healer ([31], p. 68). Technological progress tends to
remove modern health care from its anthropocentric mission, and many health pro-
fessionals feel that their clinical autonomy is compromised as a result. Burnout
symptoms, routinisation, and organisational cynicism increase among nurses and
physicians who work in modern complex health-care settings [32], and empathy
levels are in steady decline, even among nursing students who are exposed to patient
encounters [33]. It would seem that health professionals’ commitment and job sat-
isfaction are in inverse proportion to their level of involvement in modern profes-
sional environments.

This finding represents a wider problem in today’s health-care provision. Being
recognised and treated as an individual is probably more important to a person
when he becomes a patient, as he feels vulnerable and he tries to adapt to a new
reality. Preserving the patient’s autonomy has been set as a milestone goal for
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health-care systems worldwide. However, by focusing on patients’ autonomy,
health professionals often compromise their own. The patient’s sense of individu-
ality and the importance of his individualised care fail to be properly respected
when health professionals ameliorate their own needs of professional individual-
ism and self-realisation. To treat patients as individuals, practitioners must also be
treated as individuals—before all else, they need to think of themselves as indi-
viduals and acknowledge that the care that each one of them is able to provide is
unique. Patient empowerment cannot be achieved without health professional
empowerment.

Conclusion

Each patient experiences health care in a unique and individual way, and so do
health-care professionals. Proper individualised care needs to be based on both
perspectives and at all periods of life. Ivan Illich, a pioneer critic of modern
medicine, was especially concerned about massive health-care delivery in a
homogenous way, even in patients’ final hours: ‘when hospitals draft all those
who are in critical condition, they impose on society a new form of dying’ ([34],
p. 50). He recognised a continuous and universal demand for individuality, in
health, illness, and death alike. Individualised care extends beyond mere differ-
ences in biological needs and symptoms, to different personalities and world-
views. However, the greatest good is often impossible without individual
sacrifices. The quest to find a balance between social justice and individual needs
in health care, or rather a dynamic balance, a mean that is relative to us in the
words of Aristotle, must be continued. Modern medicine provides more opportu-
nities than ever for individualised care, but it also sets a series of obstacles for its
delivery. Health systems are still in transition; in due time, both patients and
health professionals shall find the way to achieve this balance, in order for the
best affordable individualised care to be provided.
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Abstract

This chapter aims to describe the origin and history of the term individualised
nursing care in general and as used in the nursing and nursing science literature.
Furthermore, this chapter describes the research conducted on this topic over the
past 60 years and how the concept itself has evolved during this time. The
description is based on the development of professional nursing care and on the
contexts, issues and ideologies to which the concept of individualised care has
been linked. Finally, this chapter describes briefly why the topic is important in
the healthcare context for individual clients or patients, professional nurses and
organisations.
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3.1 The Origin of the Concept of Individualised Care

Individualised care has its origin in the word ‘individual’ as a noun or adjective.
‘Individual’ has been defined in terms of a single or particular person, distin-
guished from class or species, a human being as contrasted with social being, a
particular person and being genetically individual [1]. These defining characteris-
tics have a link to ontology, the origin and existence of an individual and the idea
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that each human being is different from others even after death. On the one hand,
this definition links an individual strongly to the notion of human beings as spe-
cies; on the other, it includes a link to the holistic constitution of the characteris-
tics belonging to an individual. Later, the term ‘individual’ was defined in terms
of a person who thinks or behaves in a different way from other people [2].
According to Kearns [3], ‘person’ is a moral and metaphysical category (p. 80)
and ‘can be applied to human beings and other entities that display certain char-
acteristics’ (p. 80). Kearns [3] also connects ‘person’ strongly with ethical consid-
eration (see Chap. 5).

The origin of the word is in the medieval Latin word individualis and also in the
Latin word individuus, meaning indivisible or inseparable [4]. The modern sense of
individual was established from the seventeenth century onwards [5]. ‘Extraordinary’
became the modern meaning of individual [6], with the idea of freedom of thought
and action for each individual person as the most important quality of society.
However, the abstract notion of individualism needs to be distinguished from the
idea of individuality, which refers to the development of different dispositions
among individual humans as a result of interactions with their environment [6] con-
taining both individual and social values.

Inspecting the word ‘individuality’ as a noun gives some more distinction to the
concept of individualised care. Individuality has been defined, for example, in terms
of ‘different from other things, uniqueness’ [7] or the qualities that distinguish one
person or thing from all others and the condition of having separate existence [8].
These definitions suggest that individuality is the quality or characteristic that dis-
tinguishes one person from any other and the state of existing as an individual [9].
This term also connects the idea of individuality to the behavioural and cognitive
development of individuals and their characteristics.

Adding an examination of the term ‘individually’ as an adverb makes the term
more understandable from the point of view of interaction of at least two individuals
and, in our context, takes it closer to clinical nursing practice. Individually means,
for example, ‘in an individual manner’ [10], or ‘one at a time or separately, person-
ally and in an individual or personally unique manner’ [11]. These definitions bring
‘person’ close to activities of individuals, particularly with reference to nursing
care, and thus, the activity of a professional, when considering individualised nurs-
ing care. The care of an individual person needs to be individualised, having also an
ethical or a moral ground, duty-based nursing care and consideration of an individ-
ual. Thus, the origin of the concept of individualised care, including aspects of the
terms individual, individuality and individually, bounds nursing care on ethical
grounds. This means nursing individuals and taking care of individuals. The ethical
grounds are, for example, the domains of a person: dignity, privacy, autonomy and
self-development.

Finally, there is a need for closer inspection of one more term, ‘individualise’ as
averb. The term to individualise means ‘to treat or notice individually, particularise’
[1] and ‘an act of individualising’ [12]. Collins COBUILD English language dic-
tionary [7] defined individualisation as follows: ‘If you individualise something,
you make it different from other things and able to be recognised and identified’. In
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the 1990s, the dictionary definitions identified individual needs: to adapt to the
needs of an individual [8]. Although the Oxford Dictionary of Nursing [13] defined
the term to individualise as ‘care that is planned to meet the particular needs of one
patient, as opposed to a routine applied to all patients suffering from the same dis-
ease’, the special meaning of the concept, based on Chinn and Kramer [14], has its
roots in the 1970s: to treat or notice individually.

Based on the dictionaries, the noun ‘individual’ was not used synonymously with
‘person’, although it may be appropriate in situations where a single person is being
considered in contrast to a group. However, the distinction between the different
terms, namely, individual and person and individualised and personalised, has not
been clear in the nursing literature.

3.2 Individualised Care in the Nursing Literature

The term ‘individualised care’ first appeared in the care literature in the early 1950s
and has been used, for example, in the field of psychogeriatrics [15]. Clow [15]
discussed ageing persons’ needs to preserve their individual independence and per-
sonal identity. Furthermore, Clow [15] (p. 460) continued by writing that ‘the great-
est need of the ageing person is to feel that he is participating in the life rather than
merely existing’. This was one of the first starting points recognising the need for
individualised care of ageing people. It was also a starting point to suggest that there
are many dimensions while analysing individuality in care and individualised care:
whether it is an activity or a perception. For a while after that, it appeared rarely in
the literature. In the 1960s, individualised care started to appear more often in the
nursing literature, and the topic has been empirically studied since the 1970s in the
discipline of nursing science.

Individual and individuality of a person have been regarded as one of the main
concepts in many nursing theories. Nursing theorists linked individual, and thus
individualised consideration of patients, in their theories (e.g. [16—19]). Although
the theorists used the term ‘patient-centred care’ in their writings, they explained
the content of the topic in a very similar way, meaning individual persons, their
needs and nursing care activities performed in an individual manner. Myra Levine
[18] wrote an epochal paper about what she believed about patient-centred care in
which the individualisation of nursing care also gained a new basis and theoretical
meaning in nursing science. Myra Levine [18] stated that patient-centred care lies
on patient individuality and allowing that individuality to guide the care. She raised
the importance of individualisation by stating ‘that the entire structure of profes-
sional nursing rests on the ability of the practitioner to individualize care’ (p. 54).
However, she already knew at the time that the term itself had been substituted for
the idea and was becoming a fantasy, not a reality. In more recent literature,
Thompson et al. [20] also stated that especially health professionals may think of
individualised care as an ideal as they consider the patient at the time instead of
recognising and being able to analyse the reality. Thinking back to the 1960s, we
may conclude individualisation of nursing care has a long tradition in nursing.
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Today, based on empirical evidence, nursing scientists may ask the following ques-
tion: Have we reached it? [21].

In the 1970s, nursing studies were focused on the nursing process, assessment
techniques and the guidelines and principles of nursing activities, especially pri-
mary nursing [22-24] and care delivered by a named nurse [25]. At that time, pri-
mary nursing was frequently associated with individualised nursing care [22,
24-27]. This approach to care was already strongly linked with organisational mer-
its, philosophies and achievements in the early 1970s [28, 29] although individual-
ised approaches to care did not become a topical theme in discussions about
healthcare systems in many Western countries until after the turn of the millennium
(e.g. [30, 31]).

Concomitantly with the professionalisation of nursing, there was a strong focus
on developing nursing care, activities, care processes and protocols to meet indi-
vidual patients’ needs and preferences, but for quite a while the development
focused mostly on nursing from the nurses’ point of view and on advancing profes-
sional nursing practice [28]. Van Servellen [26] suggested that individualised nurs-
ing care transforms standardised nursing procedures and activities into personally
tailored care within the unique context of each patient’s situation. Thus, one of the
main strands of the research and literature in the area of individualised care was to
try to understand the concept and professional nurses’ experiences of the provision
of such care [9, 32]. This intention coincides with the development of nursing edu-
cation. In the early 1990s, there was a growing recognition of the importance of
inclusion of individualised care planning in nursing education (e.g. [33]).

Individualised care may deal with the question on how care is organised, but the
importance is based on patients’ perspectives as informants. Although nurses
reported adopting a patient-focused philosophy in their work, they also reported
frustration and inability to notion was the missing imaginative element of commu-
nication between the professional and the patient. With lack of research and discus-
sion of individualised nursing care from patients’ or relatives’ point of view, this
element was largely neglected [34]. A new area in the research linked to the indi-
vidualised care, knowing the patient [35, 36], can be considered a strong advance-
ment for thinking about individuals.

A review by Suhonen et al. [32] pointed out the small amount of empirical
research on the realisation, provision and maintenance of individualised care; in
addition, only a minority of the studies were implement individualised care. Special
methods and supervision to support the implementation of individualised care,
especially care planning, emerged strongly in the first half of the 1990s. Papers
focusing on patients’ experiences of the care received (e.g. [37, 38]) made a contri-
bution and fostered the development of a strong patient focus in empirical nursing
research, followed by demands for the development of the quality of nursing prac-
tice. Thus, little knowledge from the patients’ point of view was available until a
marked increase in the volume of research and nursing literature on individualised
care was seen in the latter half of the 1990s. A paper by Brown [39] contributed
strongly to putting the patients’ perspective in the front line of research. She wrote
about tailoring nursing care to the individual client. A paper by Redfern [34] made
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a contribution by analysing nurses’ perceptions of individualised care provision and
the conditions under which it is successful. This paper was controversial in that it
added circumstances as well as organisational and management variables to the
examination of the topic. In the twentieth century, studies appeared focusing on the
levels of nursing education and roles of nurses and also on their relation to manage-
ment and organisational issues.

Several researchers in Europe (e.g. [34, 40, 41]) and in the United States (e.g.
[42, 43]) have focused on researching individuality of care as perceived by the
patient, followed by research on factors related to individualised nursing care [44].
Although the studies conducted in the late 1980s and the early 1990s were mostly
qualitative in their nature, newly developed instruments and results derived with
them were frequently reported. However, trying to understand patients’ experiences
and what they thought constituted good nursing care was important. Individualised
care was frequently linked to good nursing care by patients. In their meta-synthesis
of qualitative studies, Jakimowicz et al. [45] concluded that person-centred, indi-
vidualised nursing care proved to consist of factors impacting patients’ subjective
experience.

A landmark of increasing interest in empirical research on the topic was the
appearance of several instruments measuring individuality, recognition of individu-
ality and perceptions of individuality in care (see Chap. 9). The number of studies
on both patients’ and nurses’ perceptions of individuality in the care provided and
received and on the support of individuality in care increased rapidly. Validated
instruments made it possible to broaden the research on the factors associated and
investigate the effects of individualised interventions [46—48]. Research on the fac-
tors associated with perceptions of individualised care from both the patients’ and
nurses’ point of view increased in the twentieth century both nationally (e.g. [49,
50]) and internationally in multisite collaboration (e.g. [21, 51, 52]). A recent inter-
esting addition to the research area is the investigation of the built environment in
association with the provision of individualised nursing care [53].

3.3 Thelmportance of Individualised Care

The delivery of individualised nursing care is considered important for several
reasons (Sect. 3.3). Individuality of care and services is essential for the realisation
of healthcare quality [54], ethical obligations and the development of a deeper
understanding of user perspectives necessary for healthcare, health policy
development [54-56] and increasing patient choice [57, 58]. This topic is one of the
most important priorities in research and healthcare [59] for several reasons: First,
we have found over the years that individuality of care and services is considered
important by patients and healthcare professionals (e.g. [60, 61]). Second,
individually tailored interventions and care are effective in producing positive
outcomes for both patients and professionals [46, 48, 61, 62] and are also cost-
effective [63]. Third, individualised interventions are especially needed in the care
of chronic conditions demanding long-term commitment or care (e.g. [64, 65]).
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Individualised care has been considered as a form of person-centred care delivery
and is accepted as best practice or golden standard. However, research evidence
suggests that its implementation into actual care is far from complete. In addition, a
considerable amount of evidence has been provided about the difficulties and short-
comings in the provision of individualised care, especially for older patients (Chap.
11) and in acute care settings (Chap. 10). On the one hand, nurses report not using
individualised care in their day-to-day practice [66, 67], while on the other hand,
they feel that they support patient individuality quite well [52]. However, patients
have perceived that the care they have received has been individualised only to some
extent [51]. Furthermore, patients’ and professionals’ perceptions of individualised
nursing care have been found to differ [68].

As seen earlier in this chapter, individualised care has been linked to the
development of professional nursing care practice and also to the development of
the healthcare system. Individuality of care and services has been seen as the goal
of care to reach positive outcomes. It has been the goal for the entire system, for
example, in the restructuring of healthcare services [30, 69]. Despite widespread
belief in the importance of individuality and individualised care and services, it has
been found difficult to create a system in which all groups work together for the
good of the patient [70].

Conclusion

This chapter sets out to begin the exploration of the conceptual base of
individualised care and related terms. A key point developed in this chapter is the
understanding of the variety in the use of the term as well as approaches to try to
understand this phenomenon. The origin of the terms and special context in nurs-
ing and nursing science helps to shed light on the various developments in pro-
fessional nursing over time. Individualised care has been an important topic in
these developments. The examples given about the importance of such care show
that this kind of care is beneficial not only for patients but also for professionals
and healthcare organisations.
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The Concept of Individualised Care

Riitta Suhonen and Andreas Charalambous

Abstract

The conceptual investigation of individualised care includes the meaning
attributed to the term, the uses of the concept in nursing literature and the various
proposed definitions of the concept found in the nursing literature. This chapter
outlines the utilisation of the individualised care concept in nursing science lit-
erature but also in some other health disciplines. Furthermore, the development
of the concept in regard to its different meanings and definitions used over time
will be examined.
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4.1 The Meaning of the Concept of Individualised Care

In the literature, the verbs individualising, personalising and tailoring have been
used synonymously in the sense of acquiring and using a form of particularistic
knowledge, or having knowledge about issues, circumstances or characteristics that
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account for individual differences [1]. Although there is a difference, for example,
between the two terms individualise and tailoring, authors have used them synony-
mously and interchangeably over the years in both clinical and theoretical nursing
literature. Lauver et al. [2] state that “tailored interventions are based on assessment
of multiple and individual characteristics (of a patient), each of which may have
many values, interventions are matched and delivered from a predetermined specific
protocol” (p. S31). The defined individualised interventions in terms of “highly cus-
tomised, based on assessment of several characteristics of individuals... Guided by
general guidelines, interventions evolve in interactions with participants in real
time” (p. S31). Thus, Lauver et al. [2] conclude that the levels of specificity and
complexity of individualised interventions (care) are much higher than are those for
other kinds of patient-centred interventions” (p. S33).

In some work, tailoring has been seen as a sub-concept of individualised care,
using tailoring as one conceptual specification for the individualisation of care [3].
For example, in terms of activities, nursing interventions, individualised and tai-
lored interventions were considered as synonyms, but the level of depth in the defi-
nitions is different. Based on the definition by Cox [4, 5] in the Interaction Model of
Client Health Behavior (IMCBH), tailoring was operationally defined in terms of
attending to a client’s singularity; discussing client singularity, clinical assessment
and management content in association with the client; and carrying out interven-
tions that are explicitly personalised to the individual. In some other work [6, 7], it
was pointed out that the fundamental characteristics of patient-centred care were
patient involvement in care and the individualisation of patient care, suggesting that
individualisation may be a sub-concept of patient centeredness. This means that the
concepts formulate a continuum where different characteristics vary.

“The third mode participial” of the term individualised care is also sometimes
used synonymously with “tailored” and “client-centred” and also “personalised”
and “person-centred” care [7-9]. All these terms convey the idea that the care pro-
vided takes into consideration individuals’ needs, desires, experiences, preferences,
behaviours, feelings, perceptions and understandings [7, 10-12]. Nevertheless, indi-
vidualised care is typically used without a precise definition or consensus on a
shared understanding [12]. In addition, there are differences in how the term is
understood by patients [7, 11, 13] and by nurses [12, 14—16]; this is no doubt due to
the only partially overlapping worlds of the two groups.

For example, the term patient-centred care has frequently been used in the
context of organisation (healthcare services research [17-20]). This has usually
referred to the client or patient contact inside the service system or organisation
while aiming to view services from the patients’ point of view. The term “tailored
care” is especially used regarding the care of a group of patients (nursing [7, 21]),
such as people in cardiac rehabilitation [21, 22] or people with type 2 diabetes [23],
while more recently, the tailored model approach was introduced with elderly
patients with depression in primary care [24].

When the terms tailoring or individualising have been used in the literature, they
have usually referred to a professional nurse’s activity or intervention (e.g. [8, 10]).
Individualising or tailoring is a promising technique for encouraging greater
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performance of health-related behaviours ([25, 26], and is used a lot in health
promotion literature. Tailored interventions are designated to be more individualised
to personal characteristics, in contrast to standard or routine interventions where all
patients receive the same type of care. A standardised, routine, “fit-for-all” view and
depersonalised care are ideologically contrary terms for individualised care [1]. In
such care, the person is seen in terms of the disease emitting signs and symptoms,
on the basis of which a diagnosis can be made and appropriate treatment
prescribed.

One question that seems to arise here is whether there is a common denominator
underlying the concepts analysed above. To say the least, it seems that the concepts
are informed or influenced (some to a greater and some to a lesser extent) by the
theory of holism. A holistic nurse is a licensed nurse who takes a “mind-body-spirit-
emotion-environment” approach to the practice of traditional nursing. By definition,
nursing is informed by the holistic paradigm, as the nursing profession has tradi-
tionally viewed the person as a whole, concerned with the interrelationship of body,
mind and spirit, promoting psychological and physiological well-being as well as
fostering sociocultural relationships in an ever-changing economic environment of
care ([27], p. 413). The close relationship between the nursing profession and the
idea of “holism” is not new; it goes back to the 1970s with influences identified in
the work of humanistic theorists such as Rogers [28] and Levine [29]. A central
aspect to both of these theorists’ work is viewing each patient as a unique human
being with individual characteristics that need to be considered and addressed
within the wholeness context.

4.2 The Use of the Concept of Individualised Care

The use of the term “individualised” care has different outputs in different fields of
sciences close to nursing science. These may help to valorise the mixed use of the
terms claimed to be views and definitions typical to a specific discipline but still
having some similar elements. The context of each discipline in which the term has
been used and defined offers a fruitful discussion for some shared understanding of
the topic.

The term “individualised clinical assistance” has been used in the medical field,
especially in the context of primary healthcare [30]. Weiner [30] argued that it is
important to consider contextual factors that are unique to each patient and relevant
to their care while making any decision. The paper by Weiner [30] highlighted the
importance of the patient-physician encounter and focusing strongly on social sys-
tems together with clinical medical issues. In the medical field, with emphasis
placed on the molecular and genetic level, personalised medicine appeared strongly
in the literature in the twentieth century. Personalised medicine refers to the bio and
genetic areas of medicine [31]. It is “a form of medicine that uses information about
a person’s genes, proteins, and environment to prevent, diagnose and treat disease”
[32]. Personalised medicine has revolutionised cancer care in particular. Thus, per-
sonalised medicine focuses on improving the patient’s situation by providing the
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right diagnosis leading to prevention or treatment at the right dose to the right
patient at the right time. However, it should be acknowledged that the term “person-
alised medicine” as it has been widely used focuses heavily on the physical dimen-
sion of the person and does not embrace the person in its totality.

In social sciences, based on psychology, the term “personal psychosocial care”
has been used (social gerontology [14]). Chappell et al. [14] criticised the use of the
medical model especially in the care of older people as well as the strong focus on
the therapeutic physical environments. Caspar and O’Rourke [33] argued that such
specialised care is usually provider-driven instead of patient-driven. The psychoso-
cial environment, which proved to be important in provision of individualised care,
was largely neglected. However, when looking at empowerment, the formal care-
giver’s ability to provide individualised care becomes apparent [33].

Examination of the concept of person-centred care has been performed in the
context of multi-disciplinary dementia care and in care facilities where the patients
have been in danger of losing their identity due to the severe illness. Such contexts
have highlighted the social dimension of care, the relationship between patient and
professional [34]. This examination has helped scientists and their work and is
strongly based on humanistic psychology [35]. Kitwood’s idea on re-humanisation
of dementia care strongly supports one research area in person-centred care [34]. In
this area, person-centred care includes individuals’ “experience” as perspective in
addition to medical activity (referring to the medical model of disease, treatment
and care), “subjectivity” (including experience of illness, daily activities, roles and
social network) and “decision-making” about health, care and services (e.g. [18,
36]). A conceptual paper by Kitson et al. [37] synthesised literature from policy,
medicine and nursing about patient-centred care, and they suggested three main
themes: patient participation and involvement, the relationship between the patient
and healthcare professional and the context where it is delivered. Adding to the
paper of Kitson et al. [37], one would argue that an important aspect is missing from
the three themes identified, namely, that of the process of tailoring the interventions
to best meet the person’s needs. It has been argued that care is often complex, mean-
ing that many processes influence the outcomes in unpredictable ways. The Tailored
Implementation for Chronic Diseases (TICD) collaborative research project imple-
mented for patients with chronic diseases (mainly in primary care settings) comple-
ments and highlights the knowledge on concepts and methods of tailoring
interventions [38—40].

Finally, in nursing science, the term “individualised nursing care” has been
considered as a perception of the client (or healthcare consumer) or patient about
the care provided [10, 41, 42], and it has received extensive attention in research by
exploring different viewpoints and different contexts. This was deemed necessary in
an effort to address the complexity of the concept but also to accommodate the vary-
ing perceptions of those involved in delivering and receiving care (Chaps. 10, 11,
12,13, 14 and 15).

A variety of uses and topics can be identified for the concept of individualised
care in nursing science literature. The concept of individualised care has appeared
as one of the principles of care of the nursing profession [43, 44]), especially in the
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nursing ethics literature (e.g. [45]). Furthermore, individualised care has been
regarded as an approach or philosophy to nursing care [13, 46], goal of care [13, 47]
and a golden standard of care. There is also a considerable amount of literature on
individualised care as an element, indicator or component of nursing care quality
[48-51]. In nursing practice, it has been defined in terms of a tool, method, interven-
tion [52, 53], process or activities of nurses to obtain positive patient outcomes or a
patient’s perception of individuality in the received nursing care [49]. Individualised
care has also been seen as an outcome of nursing care itself [54]. In the earliest
framework, individualised care was defined in terms of organising or implementing
care [15, 16].

4.3 Defining Individualised Care in Nursing Science

Several researchers have conceptualised, and later measured, the concept of
individualised care. Some examples are given in Table 4.1. These definitions
describe the time and view on how the concept itself has evolved over time (see
Chap. 3). Some definitions describe the antecedents of the concept of individualised
care while others provide exact attributes for the concept. The viewpoint to start the
definition, whether for professional nurse, organisation or patient, provides a
slightly different scope for the output.

4.3.1 Antecedents

In analysing the literature and defining the concept, antecedents and consequences
for the concept may be found at the same analysis. There are three main antecedents
that seem to be common over time to providing individualised nursing care in any
case and irrespective of context. Firstly, there is a need for establishing a caring
relationship in which the nurses assess and collect information about patients’ pref-
erences, needs and perceptions and one that entails respect to the person’s unique
identity (refer to Chap. 12). Secondly, there is a need for frequent contacts with the
patient where the nurses fit (tailor or individualise) the information on nursing care
interventions or rehabilitation activities in clinical settings, for example, to the
patient’s characteristics and situation, reactions to the patient’s responses to a health
concern and the physical and socio-environmental characteristics (e.g. [5]). Finally,
the patients need to have possibilities to have decisional control, shared decision-
making over their care intervention, referring to individuals’ expectations of having
the power to participate in making decisions to achieve informed preferences.
Elwyn et al. [62] argue that shared decision-making is not simply information trans-
fer to the patient; it extends towards honouring informed preferences, taking into
consideration the principles of self-determination theory [63] and relational auton-
omy [64]. Within the nursing care context, shared decision-making becomes possi-
ble through patient-nurse interactions where nurses promote and commit to the
patients, e.g. making space for patients to manifest their individuality.
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Table 4.1 Examples of the definitions of individualised care in nursing literature

Definition

Context and viewpoint

Author

“Individualised nursing care, sometimes called
patient-centred care, involves meeting the
specific and comprehensive physical,
psychological and social needs of each patient.
A knowledge and understanding of the patient
as an individual, as a member of a family and a
resident of a community is a basis of this care”

Nursing care delivery,
nursing process,
organisational

charting if care facilities
and work are organised to
support individualised
care on a ward level

Mackay and
Ault [55] (p. 39)

Tailoring of client-nurse interaction to the
client’s individuality represents a specification
of the term individualisation of care [4]
“Tailoring involves taking into account the
client’s individuality and allowing that
individuality to determine interpersonal
approaches and health-illness management
actions” ([56], p. 43)

Cox’s Interaction Model
of Client Health Behavior
Individualisation of care
in an interaction

Cox [4] (p. 177)
Brown [56]
(p. 43)

An ideal aspect of nursing practice, patient
right

... holds that all standardised procedures and
care plans should be translated in terms of the
unique peculiarity of each patient situation.
Care is separate and distinct as it is applied to
real, basic patient-family care; the right of the
patient to protection of this uniqueness is
ensured when a modality (of nursing care)
stresses individuality of patients’ responses to
standardised treatment”

Meaning and essence of
individualised care
Specific nurse behaviours
to promote individualised
care

Nursing activities

van Servellen
[51] (p. 483)
based on
Marram (later
van Servellen)
et al. [57], van
Servellen [15,
16]

“An interdisciplinary approach which
acknowledge elders as unique persons and is
practiced through consistent caring
relationships”... includes four critical
attributes: knowing the person, relationship
(staff continuity and permanent assignment),
choice (in decision-making and risk-taking)
and resident participation and direction

Older (“frail elderly
people”) people care
setting

Happ et al. [13]
(-7

A nursing practice based on the conception of

General nursing in

Redfern [58]

the patient as a unique individual who deserves | hospital setting (p. 28-29)
respect and who has a right to retain dignity... | Principles and values,

caring as an emotional response and caring as | core practices and factors

series of tending activities or tasks. Tending— | facilitating or limiting

attending to patients’ nursing care needs, over | individualised patient care

and above practicing individualised patient

care in the sense of concern for, and

commitment to patients—is a process which

unfolds from patients’ admission

“In ideology of the management of care of the | Primary nurse care Waters and

patient on the basis of his unique needs, the
objective being maximum independence from
the necessity of such care”

planning, organisational
Hospital care

Easton [59]
(p. 79-80) based
on grant 1979
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Table 4.1 (continued)

Definition

Context and viewpoint

Author

“Individualised care results when the nurse:
Knows the patient as a unique individual, and
Tailors nursing care to patient’s experiences
(including events associated with illness,
home, work and leisure); behaviours (including
physical indicators and preferred coping
strategies); feelings; and perceptions (including
meaning ascribed to experiences and

Framework for crafting
and evaluating
individualised care,
whether nurses consider
components of the
definition as interventions
are implemented

Patient care, nurses’

Radwin and
Alster [7] (p. 62)

interpretations of events)” assessments

“Respecting individuality; Holistic care; Principles underpinning Gerrish [60]
Focusing on nursing needs; Promoting the philosophy of (p- 93)
independence; Partnership and negotiation of individualised care

care; and Equity and fairness” How nurses

conceptualised and
practiced individualised
care

The “Seeing the individual patient” category
represents the individualised nature of nursing
care experience”... “to be known as more than
their diagnoses”...

...“expected the nurses to treat them as a
person”. “patients’ needs to be treated as

unique individuals”

Hospitalised patients’
perceptions of their
nursing care
Sub-concept for patients’
perceptions of hospital
care

Schmidt [61]
(p. 395)

Likewise, Cox [4], Lauver et al. [8], Ryan and Lauver [65] and Lauver et al. [8]
have noted that individualised care involves allowing the individuality of a patient
to determine interpersonal approaches and nursing interventions. Because patients
are different, a variety of interventions are required which define individualised care
[66]. Therefore, the precise content of an individualised intervention is not deter-
mined prior to a nurse-patient interaction but develops during that interaction ([8],
p- 251). In these circumstances nurses need to work from general guidelines rather
than protocols so that the interventions evolve in interactions with patients in real
time ([2], p. 31).

4.3.2 Defining Elements and Empirical Referents

In the Individualised Care Project (ICP), the term “individualised nursing care”
was defined from the patients’ point of view [10] as a perception of the patient or
healthcare service user. Thus, the definition includes subject matters which
patients can experience, see or recognise while being cared for (nursing activities
performed at the bedside). Patients’ perceptions and assessment of individuality
on their care become possible when individualised care is set in the frame of
patient-care provider interaction. Thus, the elements are set in the form that this
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interaction assumes. This meant the presence of nursing activities. Individualisation
of care can be supported through specific nursing activities. While cared for with
individualised activities, the patient can experience individuality in his/her care.
Originally, individualised care was defined in terms of patients’ views on how
individuality was supported through specific nursing activities and how they expe-
rienced individuality in their own care [1, 42]. This definition was based on the
deductive reasoning of the uses and definitions of the concept found in the litera-
ture (see Table 4.1) and also in qualitative research literature. As the literature at
that time concentrated mainly on nurses’ point of view or patients’ perceptions of
care in general, dictionary definitions were used to reveal the patient viewpoint.
This definition includes two interpretations: the perception of how nurses support
patient individuality by their activities and the perception (experience) of how
their individuality is taken into account in care provision (maintenance of actual
care). Both of these interpretations were included in the operationalisation of the
concept for empirical research. The developed Individualised Care Scale com-
prised two parts:

Individualised care is a type of nursing care delivery which takes into account patients’
personal characteristics in their clinical situation (=condition), personal life situation and
preferences and promoting patient participation and decision-making in his/her care (=deci-
sional control) [1, 42].

Common themes in the individualised care literature have included the
recognition of patients’ individual clinical situation, personal life situation and
decisional control over care (e.g. [5, 7, 13]). The criterion for identifying these
themes (domains) was the frequency of the characteristics. Finally, the elements of
the concept of individualised care were extracted through the selection of key
statements by identifying and clustering similarities from mainly qualitative studies
examining patients’ perceptions (Table 4.2).

Table 4.2 Domains and elements of individualised nursing care

Patient’s personal life
Patient’s clinical situation situation Patient’s decisional control
Physical and psychological Life situation in general Knowledge about illness and
care needs, fears and anxieties | (employment, etc.) treatment/care
Abilities, capacities or Cultural background, Making choices, having
resources traditions alternatives
Health condition Daily activities, habits Decision-making
and preferences
Meaning of illness Family involvement Expressing own views,
opinions, wishes and making
proposals
Reactions or responses to Earlier experiences of
illness hospitalisation
Feelings, affective states
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Conclusion

Over time, the concept of individualised care has triggered discussion and
misunderstandings as to what it entails. Indeed, the context of healthcare, where
the concept has mainly been championed, is a complex one that requires extensive
study of the concept’s antecedents, defining elements and empirical referents.
However, one should acknowledge the limitations in any attempt to comprehen-
sively attribute a conceptual definition to any given concept. Concepts are like
ice cubes; just when you think you have grasped them, a lack of clarity results in
their slipping beyond your grasp [27].

While the definitions of individualised care, tailored care and patient-centred
care are not the same, they do share an important common attribute: their theo-
retical basis rests on the principles of holism which acknowledges that the human
being, composed of a mind, body and soul integrated into an inseparable whole
that is greater than the sum of the parts, is in constant interaction with the uni-
verse and all that it contains.

The complexity in seeking a comprehensive understanding of individualised
care also lies on the varying viewpoints from where one can experience individu-
ality. Primarily, there are two paramount viewpoints, that of the patient and the
nurse. Bringing the concept of individualised nursing care from the patients’
point of view was the main target of the initiatives taken by researchers in the
Individualised Care Project and later continued by a wide network of nurse sci-
entists throughout the world. However, individuality in patient care may also be
assessed from other viewpoints, such as nurses’ perceptions of the individuality
of patient care. This enabled the development of the concept and especially the
empirical research on the topic from different viewpoints.

Over the years, the model of care has moved to a more multidisciplinary and
interdisciplinary approach, and future attempts to conceptualise and research the
topic of individualised care need to accommodate this multi-professional land-
scape of care. Within this context the needs, preferences and expectations of the
person need to be acknowledged by all the disciplines involved in the delivery of
the care without the interventions of one’s discipline neutralising those of another
discipline. Tensions between the varying perspectives of individualised care can
go beyond the conceptualisation of the concept to include differences in the reali-
sation of the interventions that guide implementation practice. Primarily, the aim
should be for these interventions to complement one another. Interventions need
to be jointly developed to comprehensively capture the multidimensional aspects
of the person and allowing the person to play an active role where decisions need
to be made when aspiring to attain a shared-decision model.
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Abstract

The ethical underpinning of ‘individualised care’ seems obviously related to the
value of autonomy. What is less clear is how individualised care compares with
other models of care such as person-centred care and evidence-based care.
Models of care with an ethical underpinning need also to integrate evidence to
improve health-care outcomes. The facts must, therefore, inform the values and
vice versa. What is too rarely considered is which values, in addition to auton-
omy, underpin individualised care so this is expanded to provide a sufficient
model of care across contexts and cultures. Does individualised care, for exam-
ple, have relevance to public health? Drawing on two practice scenarios relating
to care in clinical and public health settings, we argue that individualised care is
most helpfully contextualised within a model of ‘integrative care’ informed by
an ‘integrative ethics’. We develop a three-level model—individual, family and
community—with scope to apply key ethical values. The approach we propose
goes beyond a traditional autonomy-based model of individualised care towards
an integrative bioethics with capacity to integrate the activities of advocacy,
empowerment and activism.
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5.1 Introduction

The view that ‘individualised care’ is best suited to respond to the health needs of
individual members of our communities is persuasive. How, for example, we
respond to the total needs of an older person who chooses to refuse dialysis would
seem to come under the umbrella of ‘individualised care’. Similarly, how we engage
with the health needs of a mother described as ‘morbidly obese’ who seeks medical
help to have a second child would seem at first sight to be a good fit with this model
of care. What is at stake, ethically, appears to be respect for autonomy and the indi-
vidual’s right to choose.

It is our view that ‘individualised care’ and related terms are not sufficient to
respond to the holistic health needs of people across cultures and across care con-
texts. We argue for a three-level model of care underpinned by a pluralist and mul-
tidisciplinary approach to ethics. We are arguing, therefore, that ‘individualised
care’ is but one component of what we should aspire to within an integrative model
of care with a broader view of ethics across care contexts.

We build on previous work on ‘integrative bioethics’ [1] and draw on insights
from ethics as applied to care and public health. We conclude by suggesting a tenta-
tive matrix with three levels of analysis—individual, family and community—and
three ethical lenses which seem fit for purpose. To illuminate our discussion, we
introduce two anonymized practice scenarios that highlight the limits of a sole focus
on ‘individualised care’ and the value of an ‘integrative model of care’. First, we
engage with the meaning and ethical implications of individualised care and related
models.

5.2 Individualised Care and Other Autonomy-Oriented
Models of Care

A plethora of terms are used to refer to models of care that focus on responses to
the needs of single care recipients, for example, personalised care [2], relationship-
centred care [3], participant-centred care [4], consumer-directed care [5], person-
centred care [6] and, the topic of this text, individualised care. Here we focus on
two of the most common terms: person-centred care and individualised care. First,
we engage with individualised care, the focus of this chapter and book.

It is not clear when the term ‘individualised care’ was first used, nor is it obvious
how it can be distinguished from related models of care. It could be assumed that
the shift in focus to individuals or persons was a reaction to care regimes which
were institutionalised, routinised, depersonalised and oriented towards groups. It
might be assumed also that the shift from depersonalised groups to focus on indi-
viduals was driven by attention to the many care scandals on both sides of the
Atlantic. Reports of institutional neglect, abuse and exploitation can be traced back
to previous decades in both the United Kingdom [7] and the United States, for
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example, the US Public Health Service Syphilis Study at Tuskegee [8]. It might also
be suggested that legal and societal shifts to respect the moral status and rights of all
people, regardless of their race/ethnicity, class, sex/gender, sexual orientation, dis-
ability or of...geographic location, served to challenge and change discriminatory
and exploitative beliefs to some extent.

In nursing, the evolution of the ‘nursing process’ which dates back to the 1950s
signalled a challenge to non-individualised medical care as it focused on holistic
assessment, planning, implementation and evaluation. It also, crucially, draws on
the nurse’s reasoning and decision-making [9]. Alongside this is the rise of evi-
dence-based practice in health care [10]. One of the editors of this volume co-wrote
an article on the theme of individualised care and patient outcomes [11] and defined
the phenomenon as ‘a type of nursing care delivery which takes into account
patients’ personal characteristics and preferences promoting patient participation
and decision-making in his or her care’. The authors go on to say that the ‘patient’s
viewpoint® is operationalized in two ways: first, in the way the nursing intervention
is ‘tailored’ to the patient’s individual needs and, second, ‘how well the patient’s
individuality is understood by the nursing staff’.

This is a good starting point for a discussion of individualised care in relation to
nursing practice as it highlights a focus on the individual, the importance of getting
to know the individual and of tailoring care interventions to his/her characteristics
and preferences. The caveat of ‘taking into account’ suggests that there may be limits
on individual choices, however, the overall ethical focus of this approach to care is
on ‘respect for autonomy’. We will discuss autonomy later. We next turn to some
discussion of a well-known model of care that is similar to individualised care.

Whilst the origins of ‘individualised care’ are unclear, the history of person-
centred care has been documented. American humanistic psychologist, Carl Rogers,
is credited with the first use of ‘person-centred’ in relation to psychotherapy in the
1960s. He had previously used the term ‘client-centred’ therapy. American psychia-
trist, George Engel, initiated a shift from a medical model to a biopsychosocial
model which underpinned person-centred care. Health-care models in the United
Kingdom and the United States embraced this development, and there are signs of
the shift from the 1990s in policy and practice [12]. The role of person-centred
dementia care is, however, credited to Thomas Kitwood at the University of Bradford
in the United Kingdom in the late 1980s. Heerema [13] writes that a person-centred
approach to people experiencing dementia involves a recognition that there is more
to the individual than a diagnosis of dementia. She writes:

A person-centred approach changes how we understand and respond to challenging behav-
iours in dementia. Person-centred care looks at behaviours as a way for the person with
dementia to communicate his needs, and understands that figuring out what unmet need is
causing the behaviours is key. Person-centred care also encourages and empowers the care-
giver to understand the person with dementia as having personal beliefs, remaining abili-
ties, life experiences and relationships that are important to them and contribute to who they
are as a person. On a moment-by-moment basis, person-centred care strives to see the world
through the eyes of the particular person with dementia.
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In a report on the theme of ‘person-centred care’, the Health Foundation
[12] opted to offer a four principles’ framework rather than ‘a concise but
inevitably limited definition’. The foundation publication listed the following
principles:

e Affording people’s dignity, compassion and respect

e Offering coordinated care, support or treatment

e Offering personalised care, support or treatment

* Supporting people to recognise and develop their own strengths and abilities to
enable them to live an independent and fulfilling life

Whilst these four principles are appealing from an ethical point of view, ques-
tions remain regarding definition so we can more clearly sketch the philosophical
terrain within which to situate ‘individualised care’. We might ask: What is meant
by a person? What does person-centred really mean? and How might it be recon-
ciled with ‘family-centred care’ or ‘community-centred care’?

Readers may be aware that the term ‘person’ is contentious in philosophical
terms. In short, on some views, not all humans are persons and some persons may
be non-humans. The idea of ‘personhood’ has underpinned discussion of ethical
issues at the beginning and end of life. Debates relating to abortion and embryo
research and to withholding and withdrawing treatment and euthanasia, for exam-
ple, have raised questions about the meaning and implications of personhood. Some
philosophers argue that ‘persons’ are beings with intelligence, self-awareness and
consciousness, and it is these qualities and the status of ‘person’ that bestow moral
agency and rights (see, e.g. [14]).

A potential hazard of having strict criteria for ‘personhood’, as presented in
some philosophical perspectives (e.g. intelligence, self-awareness, conscious-
ness), is that some humans (neonates, those who are psychotic, have severe intel-
lectual disabilities or are unconscious) will not count as ‘persons’. The meaning
of the term ‘person’ in ‘person-centred care’ needs then to be made clear and
precision sought as to which perspectives on ‘personhood’ are ethically defensi-
ble and which are not. Kitwood’s version of person-centred care [13], for exam-
ple, does not adhere to traditional philosophical criteria for ‘personhood’ but
rather focuses on the individual and who he/she is in the moment regardless of
capacity.

Those perspectives on individual-focused care that are ethically defensible would
include a holistic focus on the individual drawing on values that both individualised
and person-centred care models could be said to have in common, namely, the value
of autonomy and human dignity. So we have two individual-focused models of care
which, whilst there are some different challenges with each, have a common orien-
tation towards respecting choice and autonomy. But is respect for autonomy a suf-
ficient basis in relation to these models?
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5.3  From‘Traditional’ to‘Relational’ Autonomy

‘Respect for autonomy’ is one of the four principles of biomedical ethics [15] and,
in its earliest iteration, was referred to as ‘respect for persons’. In the Belmont
report [16] ‘respect for persons’ was described as:

Respect for persons incorporates at least two ethical convictions: first, that individuals
should be treated as autonomous agents, and second, that persons with diminished auton-
omy are entitled to protection. The principle of respect for persons thus divides into two
separate moral requirements: the requirement to acknowledge autonomy and the require-
ment to protect those with diminished autonomy.

Beauchamp and Childress [15] remind us of the Greek origins of autonomy as
autos (self) and nomos (government or rule). The imperative to ‘respect autonomy’
involves rules relating to information-giving, consent and confidentiality. The con-
straints on autonomy are described as internal to the person (e.g. relating to limited
mental capacity) and external (e.g. related to disempowering regimes or paternal-
ism). Beauchamp and Childress [15] state that the two conditions necessary for
autonomy are then ‘liberty’ (where the individual is free from ‘controlling influ-
ences’) and ‘agency’ (where the individual has capacity to make informed deci-
sions). The paradigm of autonomy appears to be the rational freely choosing
individual, and this is addressed directly by Beauchamp and Childress:

[...] in recent years, some feminists have sought both to affirm autonomy and revise indi-
vidualistic or atomistic concepts of autonomy through ideas of “relational autonomy” that
center on the conviction that “persons are socially embedded and that agents’ identities are
formed within the context of social relationships and shaped by a complex of intersecting
social determinants, such as race, class, gender, and ethnicity”. These accounts maintain
that “oppressive socialization and oppressive social relationships” can impair autonomy.
(p. 61, 2001 edition of Beauchamp and Childress)

As suggested here, feminist perspectives on autonomy enrich our ethical per-
spectives and contribute to a deepening of any analysis of individualised and related
models of care. Mackenzie and Stoljar [17] discuss the importance of considering
individuals as socially and historically embedded and of the need to think of auton-
omy as:

A characteristic of agents who are emotional, embodied, desiring, creative, and feeling, as
well as rational, creatures, and they highlight the ways in which agents are psychically
internally differentiated and socially differentiated from others.

In discussing the role of self-trust and health care, McLeod and Sherwin (in [17],
p- 259) point out that ‘traditional autonomy theory’ has focused on autonomy-inhib-
iting factors such as ‘coercion, internal compulsion and ignorance’. They argue that
another factor that compromises an individual’s autonomy is by ‘the forces of
oppression’. They write (p. 259-260):
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Oppression may itself involve dimensions of coercion, compulsion and ignorance, but it
functions in complex and often largely invisible ways, affecting whole social groups rather
than simply disrupting isolated individuals [...] We understand relational autonomy to
involve explicit recognition of the fact that autonomy is both defined and pursued in a
social context significantly influences the opportunities an agent has to develop or express
autonomy skills. In relational autonomy, it is necessary to explore an agent’s social loca-
tion if we hope to evaluate properly and respond appropriately to her ability to exercise
autonomy.

The feminist critique of traditional forms of autonomy and the arguments for
‘relational autonomy’ suggest more meaningful approaches to models of individu-
alised care that engage with less limiting and broader views of individuals.
Individuals need to be considered within their social, political, historical and geo-
graphical context along with aspects of their individual identities (race, ethnicity,
sex, gender, sexual orientation, class, age) and how these identities intersect need to
be considered. So whereas the area of individual identity may well be captured by
versions of ‘individualised care’, it is doubtful that the broader context of care will
be addressed adequately.

We turn next to two anonymised practice scenarios which illustrate some of these
conundrums. We will then consider some ways forward to respond combining rela-
tional autonomy and public health ethics perspectives into what we call an ‘integra-
tive care ethics’ approach.

5.4  Two Care Scenarios: The Limitations of Autonomy-
Focused ‘Individualised Care’

5.4.1 Scenarios

1. Mrs. Gordon is 88 years old, a widow and a retired nurse. She has lived in a care
home for 4 years and is in poor health. She has kidney failure and goes to a hos-
pital for dialysis two times a week. Mrs. Gordon has a loving son (James) and a
daughter-in-law (Lois) who visit her several times a week. The home caregivers
are attentive and have come to know Mrs. Gordon very well. They have, they tell
her son, come to think of her as ‘family’. Mrs. Gordon tells James that she is now
tired and plans to stop dialysis. Although sad to hear this news, James respects
her choice. The home caregivers, on the other hand, do not understand her deci-
sion. They say ‘butisn’t she getting the best possible care here’? ‘Stopping dialy-
sis is suicide’ and our job is to care.

2. Ms. Dixon is 30 years and has a BMI of 35. She talks with her physician about
her plans to have a second child. Her physician reminds her that her first preg-
nancy was complicated by her weight and highlights the risks to mother and
baby. Ms. Dixon points out that her son is just fine and a ‘chunky’ 5 year old. Ms.
Dixon’s partner, Johua Grant, is also overweight, has high blood pressure and is
not motivated to change his lifestyle. The family is on a low income and live in
a rural area, and the nearest hospital is 30 miles away. They have limited access
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to fresh fruit and vegetables and opt for cheaper, less healthy food options for
themselves and their 5-year-old son. Mr. Grant is a painter and decorator and is
regularly exposed to toxins in the materials he uses, and this could also have an
impact on his fertility.

5.5 Towards an Integrative Model of Care

The ethical issues in both scenarios are not straightforward. The first observation is
that both involve individuals in relationships with others—in families and in local
and global communities. Mrs. Gordon has been a nurse and has, it seems, very good
relationships with her family and the care home staff. It seems likely that her deci-
sion to discontinue dialysis was well considered, and there was no evidence of coer-
cion, compulsion or ignorance. Her decision can, then, be considered autonomous
in the traditional sense. However, there are other considerations. The quality of
these relationships is important, and, in addition to autonomy, an underpinning
value must be ‘care’.

Tronto’s [18] four phases of care are helpful in considering the aspects and atti-
tudes involved in the care of Mrs. Gordon. First, ‘caring about’—this involves the
attitudes of ‘attentiveness’ and recognising the care needs of others. Minimally,
there is a triadic relationship here amongst Mrs. Gordon, her family and the home
caregivers. Minimally, there needs to be consideration of their care needs. The sec-
ond phase is ‘taking care of’, and this relates primarily to the family of Mrs. Gordon
who, we assume, take ‘responsibility’ and have made arrangements in collaboration
with her, to have care provided both in the care home and in the hospital, where she
receives her dialysis. The third phase of ‘caregiving’ directly involves Mrs. Gordon’s
formal caregivers. They demonstrate ‘competence’ in care. The fourth phase of care
is care receiving and relates to the ‘responsiveness’ of the care recipient in relation
to care provided. It involves being recognised and appreciated for care delivered
(see Gallagher in Scott [19]).

The scenario suggests that the care received by Mrs. Gordon was attentive and
competent and responsibility was taken by the family, the caregivers and also by
Mrs. Gordon herself. She has made a decision that she no longer wishes to have
dialysis, and this decision will lead to her death. It is understandable that the
caregivers may feel that the care given has not been fully appreciated as Mrs.
Gordon no longer wishes to live. Mrs. Gordon’s decision is upsetting to the care
home staff and perhaps may even be viewed as an affront to their caregiving mis-
sion. What needs to be made clear to them is that her decision does not come
from any dissatisfaction with her care—in fact, she too has viewed the care home
staff as ‘family’—but rather that she is tired of living and suffering and views her
dialysis as burdensome. Both Mrs. Gordon and her family need to make it clear
that the care received has been greatly appreciated and that Mrs. Gordon’s deci-
sion is unrelated to this. Nevertheless, it needs to be remembered that in this tri-
adic care relationship structure, all are in need of care and no one should feel
abandoned [20].
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The situation of Ms. Dixon and her family introduces a range of additional
ethical issues. This is not just a scenario relating to one person’s decision to try
for another baby but rather an issue with significant public health dimensions.
The issue of obesity is a significant public health challenge and has been described
as ‘a risk factor for several health conditions, including diabetes, stroke, some
cancers and lung and liver problems’ [21]. At the time of writing, figures from
the World Obesity Foundation (WOF) reported that there will be 2.7 billion peo-
ple who are overweight and obese and many of these will need medical care. The
WOF estimate is that 34% of people in the United States are obese with this set
to rise to 41% by 2025. In the United Kingdom, 27% of people are estimated to
be obese with this rising to 34% by 2025 [22]. A headline from the Boseley
article is that:

Without action the annual worldwide obesity bill will reach $1.2tn in 2025 with 46% of the
cost falling on the US.

The general adult obesity rate varies by race, and ethnicity with the highest age-
adjusted rate of obesity is 48.1% in the Black population [23].

It is pointed out that the causes of obesity are ‘complex and there are no simple
solutions’. The role of ‘obesogenic’ environments presents obstacles in promoting
healthy lifestyles and can be said to ‘cause obesity’. Responsibility for the rise of
obesity is attributed to a number of stakeholders, for example, the corporate social
responsibility of the food and drinks industries, the role of government and public
services and the role of ‘civic society and individuals’ [21]. The Nuffield Council on
Bioethics proposes an ethical framework for public health with elements that befit
both of our scenarios, most importantly, the role of autonomy, health as a value,
equality of health outcomes, equality ‘of opportunity and access’ (to health services
and health-conducive environments) and the ‘value of community’. By the latter is
meant:

[...] the value of belonging to a society in which each person’s welfare, that of the whole
community, matters to everyone. This value is central in the justification of both the goal of
reducing health inequalities and the limitation on individual consent when it obstructs
important health benefits. Public health often depends on universal programmes which need
to be endorsed collectively if they are to be successfully implemented. ([21], p. 33)

Public health ethics, then, necessarily involves engagement with respect for indi-
vidual autonomy and also with the collective. This is framed as a libertarian versus
a collectivist position [21].

The idea of personal responsibility for health is controversial. Wikler [24] puts it
this way:

These claims of personal responsibility for health are sometimes answered jointly and
peremptorily with one or both of a pair of rebuttals. One rebuttal is that such claims involve
nothing more than “blaming the victim”. The other rebuttal is that the policy consequences
of recognition of personal responsibility for health would violate individual privacy.
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It seems we have then a quandary as to how to think about and respond to the
predicament of Ms. Dixon and her family. On the one hand, taking into account her
social and political disadvantage initiatives that promote personal responsibility
could be viewed as “victim blaming” or, on the other hand, as intrusive and violat-
ing the privacy of the family. Assuming a punitive approach to health promotion in
relation to obesity is unlikely to reap positive benefits and could and should be
reconsidered. A solidarity-based approach offers an alternative:

[...] it would be preferable to call for active and healthy lifestyles in a positive way, as joy-
ful ways of living. And many people respond positively to the argument that more active
lifestyles are one factor that helps support the shared commitment of helping each other via
a public health care system [25].

Returning to the discussion of relational autonomy, it becomes clear that a focus
solely on Ms. Dixon as an individual is inadequate. There needs also to be consid-
eration of her ‘social location’. If, for example, she is African-American and living
in a deprived part of the United States, she is likely to have experienced oppression
[17] and disadvantage from her race, class, gender and history. Patricia Hill Collins
[26] writes of how African-American women have to fight against prejudicial dis-
courses of themselves as ‘mammies, matriarchs, and welfare mothers’ ([27], p. 38).

So whilst the physician who is having a conversation with Ms. Dixon may be
listening and giving advice on an individual basis, she needs to go beyond ‘individu-
alised care’ to consider Ms. Dixon in relation to her intersecting identities and in
relation to all of the complexity which comes from her ‘social location’. An ‘inte-
grated model of care’ enables caregivers and policymakers to engage with the indi-
vidual features of the person and also with the wide range of factors that contribute
to health status that is necessary. This is a perspective on ethics that is helpful for
both caregiving and public health activities.

5.6 Towards an Integrative Care Ethics: Sketching
the Terrain

The two scenarios suggest that focusing on individuals, with too little regard for their
family and community situation, is limiting. Whilst a holistic focus on the needs of
care recipients—their biopsychosocial functioning—is important, there needs also to
be a wider and deeper engagement with their ‘social location’. The perspective of
‘integrative bioethics’ is particularly illuminating here. Sodeke [1] writes:

Integrative bioethics is the science of life struggles, survival, and flourishing, particularly
the environment of the United States where the seeds of race, ethnicity, gender, class, cul-
ture and spirituality have flourished (for good or ill). Essential to the public’s realization of
a humanly lived life is good health and health behaviours [...] We surmised that an integra-
tive bioethical blending of historical, practical, and ethical considerations of issues, behav-
iours and actions is necessary to ensure defensible and appropriate responses, social policy
and law.
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Table 5.1 An integrative ethics of care

Levels Individual Family Community

Values Relational autonomy Utility Social justice
Care Equity Sustainability
Empathy Non-abandonment Solidarity

Focus of activity Advocacy Empowerment Activism

The content of this is open for discussion; however, our engagement with the
scenarios of Mrs. Gordon and Ms. Dixon and with literature relating to integrative
ethics suggest a tentative matrix along the following lines (Table 5.1):

Three A’s of bioethics have been suggested as academia, advocacy and activism
[28]. There is much in bioethics ‘academia’ that can throw light on the two scenar-
i0s, most particularly insights from the four principles of biomedical ethics [15],
from virtue ethics [29] and from care ethics (e.g. [18]) in particular.

We have illustrated how the traditional view of the principle of respect for
autonomy is limited and how a relational autonomy perspective provides a broader
view. The three other principles, from Beauchamp and Childress [15], have poten-
tial to expand our analysis, particularly as we consider ethical issues that relate to
the family in caregiving and public health. Those principles are beneficence (do
good) and non-maleficence (do no harm) which come together as the principle of
utility. Here we need to weigh the benefits and harms of actions and omissions for
all concerned—family and caregivers alike. The principle of justice is the fourth
principle and reminds us of issues of fairness and equality in the distribution of
resources. We have labelled this as ‘social justice’ as this has wider implications
and a more adequate response to oppression and historical and social injustice.

It can be argued that ‘care’ is relevant to all three levels in the matrix and, indeed,
Joan Tronto considers care as essentially social and political. She writes:

To recognize the value of care calls into question the structure of values in our society. Care
is not a parochial concern of women, a type of secondary moral question, or the work of the
least well off in society. Care is a central concern of human life. It is time that we began to
change our political and social institutions to reflect this truth ([18], p. 180).

The care we have in mind in relation to the two scenarios involves attentiveness
which underpins the virtue of empathy and requires listening and moral imagination
to truly engage with the predicament of care recipients. The philosopher Iris
Murdoch [30] writes of looking with a ‘just and loving eye’, and this, we think,
captures the essence of empathy. This involves a commitment to understand the
perspectives of care recipients, family members and communities and the motiva-
tion to never abandon. It is our view that the value of non-abandonment [20] needs
to be highlighted when there is too little appreciation of the lived experience of care
recipients and, perhaps, when there is fear either of death (as in the scenario of Mrs.
Gordon) or of medical failure (as in the scenario of the Dixon/Grant family).

The values of sustainability and solidarity are included on the matrix to empha-
sise the importance of taking a longer view of caregiving and public health
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activities. Sustainability relates primarily to community at a local and global level.
The United Nations’ Sustainable Development Goals [31] has 17 critical aspira-
tions. Three that are most relevant to the scenario of Ms. Dixon are good health and
well-being (‘promote health lives and promote well-being for all at all ages), gender
equality (‘achieve gender equality and empower all women and girls’) and reduced
inequalities (‘within and among countries’). There is much to be gained from cross-
cultural engagement, particularly in the areas of end-of-life care and in responding
to challenges that impact on health and well-being such as obesity.

Regarding the value of solidarity, this has a long history and dates back to the
nineteenth-century France. Auguste Comte argued that solidarity was the antidote
to increasing atomisation and individualisation of society and this needed to have
less priority than collective well-being and social concerns [25]. The Nuffield
Council report on the value of solidarity suggests that much discussion of solidarity
in bioethics focuses on one of two meanings: as a descriptive term referring to the
perceived reality of social cohesion in a particular context or group, for example, in
terms of shared goals and bonds, and as a prescriptive terms which call for more
social cohesion and support whereby solidarity takes on a political role. An under-
standing of solidarity suggested in the Nuffield Council support is as follows:

[...] solidarity signifies shared practices reflecting a collective commitment to carry ‘costs’
(financial, social, emotional or otherwise) to assist others [...] a practice and not merely as
an inner sentiment or an abstract value. As such it requires actions. Motivations, feelings
such as empathy etc. are not sufficient to satisfy this understanding of solidarity, unless they
manifest themselves in acts.

This resonates with the three A’s of bioethics referred to above and suggests both
the impetus to support political activism to remedy injustice, to promote the empow-
erment of the family by providing information and enabling to them to avail of
community resources and also to engage in an informed advocacy. Advocacy, in this
context, is using scientific evidence to guide individualised care. When the science
is incomplete, caution should be exercised. Activism emphasises vigorous action
and is consistent with the overall value of wufility bringing together principles of
beneficence and non-maleficence which underpin direct caregiving and public
health activities.

Conclusion
The social-cultural context in which individualised care is provided must be
explored if positive and sustained health outcomes at the levels of the individual,
family or community are expected. Health can be described as a relationship, a
dynamic interplay, between the physical, social, psychological and spiritual ele-
ments that create the well-being of the individual and/or group in their physical
and social environment [32]. It is a dynamic interface between one’s self and
one’s ‘social location’.

Individualised care, whilst focusing on individuals, is unlikely to be effective
if the individual is isolated from the group, be it from a family or a community.
Hence our argument is for an integrative model of care. The group has an
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underestimated influence on the health of the individual. People seldom are
healthy or ill in isolation [33]. With the advent of the Genome Project, person-
alised medicine can now target care based on the specific genomic mapping of
individuals. Epidemiology provides the scientific foundation from which evi-
dence-based care is delivered and from which individualised care must also rely.

There are many ethical lenses through which to view individualised care and
the two scenarios. We have tentatively sketched the terrain for an integrative
model of care underpinned by an integrative ethics. We derived insights from the
four principles of biomedical ethics, from care and feminist ethics and from the
public health ethics literature. We also suggested the relevance of virtue ethics in
relation to the ethical qualities of the caregiver [29]. The study of public health
ethics requires the practitioner to effectively conceptualise and operate with an
appreciation of the tension of individual rights and collective interest [34].

We cannot claim to have developed a complete account of ethics in relation to
an integrative model of care. We do, however, hope that we have raised some
questions and stimulated reflection about the adequacy of individualised care as
ordinarily understood.
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Abstract

Scale construction is a complex procedure. There must be firm evidence of the
need for developing an instrument to measure a particular phenomenon impor-
tant to nursing practice. This chapter outlines the development of the
Individualised Care Scales (ICS), both the patient and nurse versions. A
detailed explanation of the process for developing the ICS-Patient version will
be given using the existing literature. Methodological references have been
updated for researcher purposes. Furthermore, this chapter gives an overview
of the use of the instrument in several international collaborative studies as
well as in national studies. A variety of researchers have used the ICS and
produced different translations and adaptations of the scales. This chapter
may help those who may use the instrument in the future to understand the
development process.
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6.1 The Individualised Care Scale: Self-Assessment
Instrument for Hospitalised Patients

Developing an instrument for research purposes is a long process and should follow
systematic theoretical and methodological steps ensuring the validity and reliability
of future measurements. Measuring individualised care, an abstract concept,
requires suitable instruments, measures or scales. Scales are a more precise means
of measuring phenomena than are questionnaires with open-ended questions.
Instruments or measures include a set of questions or items and scales for selecting
an appropriate option for the respondent. Scaling is based on mathematical logic
and a theory-based process, such as the classic test theory [1]. Measuring individu-
alised care from the patients’ point of views originated in the middle of the 1990s in
Finland, where the starting point of the Individualised Care Scale [2, 3] can be
located. The ICS-Patient was originally developed in the Finnish language [2-4]. As
suitable measures for the purpose were not found in the scientific databases, there
was a need to develop one. Developing a valid and reliable instrument, which is also
practical and acceptable by research informants, needs to follow specific protocols
[5, 6] and forms a process including series of methods for the step-by-step develop-
ment of the measure.

In addition to being valid and reliable, an instrument needs to have some other
qualities as well. In order to be useful, the ICS instrument also had to meet the fol-
lowing criteria: (a) as a form of self-assessment, the scale had to be brief in order to
minimise response burden; (b) as it was intended for use by hospital patients, they
should be able to complete it reliably after a brief period of care; (c) it should reflect
the degree to which patients felt their individuality was met; and (d) it was to be
influenced as little as possible by sociodemographic and respondent characteristics
and be as sensitive as possible to the phenomenon measured, (e) be culturally sensi-
tive and (f) be at the educational level of the potential subjects.

The original Individualised Care Scale (ICS) is a bipartite, self-report measure
for patients. It is composed of two dimensions: (1) patients’ views (perceptions) on
how individuality was supported through specific nursing interventions (17 items in
the last version) and (2) how they perceived individuality in their own care (17 items
in the last version). Both parts consist of three subscales eliciting information on (1)
individual patient characteristics in the clinical situation caused by the hospitalisa-
tion (clinical situation; 7 items), (2) the patient’s personal life situation (personal
life situation; 4 items) and (3) decisional control over care (decisional control; 6
items). Each item is rated on a scale reflecting the patient’s level of agreement or
disagreement with the statement.

Scoring on the ICS is based straightforwardly on the assigned points on the scale.
The response format uses a five-point Likert scale (1 = fully disagree, 2 = disagree,
3 = neither disagree nor agree, 4 = agree, 5 = fully agree). As the items of the ICS
are on an ordinal level of measurement, descriptive statistics includes the frequen-
cies and percentages of each option category. However, based on the theoretical
definition, the ICS includes three subscales, and the corresponding sum-variables,
namely, clinical situation, personal life situation and decisional control, can be
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formed based on the definition and its operationalisation. Scale item construction
results in a summative score that is averaged to obtain an overall score. The higher
the score, the more support is provided through nursing interventions to individual-
ised care and the higher the degree of individuality in care perceived by the patients.

6.2 Development of the ICS

The current, widely known version of the ICS is its third shortened modification.
The items were constructed in accordance with the guidelines set out in the method-
ological literature at the time of the development (e.g. [5, 7]). The first step in the
instrument development is to create the operational definition (derived from the
conceptual work done) for the concept items to measure the concept under consid-
eration, focusing on the concept and its possible parts (see Chap. 4). Based on a
detailed review of the literature, we identified the essential content to be covered by
the scales, and a pool of 115 items was developed. The second step is to validate the
developed items based on expert review panels ensuring the relevance and clarity of
the items. Such procedures support content validity [8]. The items intended for the
ICS were first reduced to 93 and then to 43 items based on two nursing experts’
reviews and preliminary piloting [2], keeping in mind the defined domains of indi-
vidualised care. These expert reviews considered the clarity, accuracy, appropriate-
ness and relevance [9] of the items on a dichotomous and a four-point scale, in
addition to technical flaws in item construction, wording and redundancy, grammar
or appearance of bias. In deleting the items, the main focus was on the shift from
theoretical to operational definition [10]. After the items had been developed, we
carefully planned how they would be ordered. In addition, instructions to the subject
on how to respond to the statements were included at the beginning of the scale.

The third step included the use of the newly developed scale. The first version of
the ICS instrument was ready for the first pilot and data collection in a sample of
203 general hospital patients [3]. This data were used for evaluating the construct
validity of the ICS. A more precise concept analysis was also performed to validate
the content of the concept of individualised care [4]. These research activities con-
cluded to examine patients’ views of the support of individuality through nursing
activities (part A) and then the perceptions about individuality in the care provided
(part B). Thus, the second version of the ICS comprised 40 items (ICS-A 20 items
and ICS-B 20 items) and was developed on the basis of the results of statistical
analyses in a sample of 203 hospital patients [2, 3]. Each item was rated on a scale
reflecting the patient’s level of agreement or disagreement with the statement (from
1 = never to 5 = always). After the second phase, the scaling was returned to be the
rating of agreement on a five-point Likert-type scale.

The ICS was pretested twice [3, 4] in conditions similar to those anticipated in
subsequent studies before using the instrument in collecting the research data (see
[5, 7, 11]). In addition, three of the empirical data sets collected (see below) were
used to examine the content and construct validity of the ICS in two surgical
patient samples (n = 279, n = 450) [12, 13]. Based on the statistical procedures
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(principal component analysis and item analysis), the number and content of the
items were deleted and trimmed so that each item loaded on theoretically and
empirically identifiable factors (see [14, 15]). Hypothesis testing was conducted
in analysing the parts, the subscales in association with each other and in relation
to the whole ICS. Finally, the construct validity of the ICS-Patient was confirmed
using LISREL procedures [12]. Confirmatory factor analysis procedures can be
used to test whether a set of factors are correlated, supporting construct validity of
the scale.

The fourth step was to use the scale in new samples in addition to surgical
patients in operative units. The Individualised Care Scale was used nationally to
continue the validation and also the investigation of the factors related [16—19]. In a
sample of hospitalised patients (n = 861), factors related to patients [16], nurses,
care environment and organisation variables were determined [18]. In addition,
criterion-related validity of the ICS was assessed using Schmidt’s Perceptions of
Nursing Care Scale (SPNCS) subscale “Seeing the Individual Patient” [19, 20] and
the Oncology Patient’s Perceptions of the Quality of Nursing Care Scale (OPPQNCS)
“Individualisation” subscales together with the ICS [19, 21].

The fifth and final step, to produce the current ICS 34-item version (part A ICS-A
17 items; part B ICS-B 17 items), was taken in preparing the international collab-
orative study in four European countries in addition to the United States. Some
semantic difficulties were faced while preparing the ICS items for use in the Greek,
English and Swedish languages [22-25]. Thus, two items were merged in two sub-
scales: patients’ views of the support of individuality through nursing activities
(part A) and then the perceptions about individuality in the care provided (part B),
to clearly differentiate the items [26—28]. A series of statistical procedures was used
to assess the construct and content validity of the translated versions as well as
examination of the internal consistency [28]. The use of the scales in different coun-
tries and languages has provided valuable information about the topic, methodology
and provision of individualised care in clinical practice (e.g. [29-31]). Rasch analy-
sis, an alternative approach for classical theory testing representing the use of the
item response theory, provided strong evidence about the ability of the different
language versions to detect patients’ perceptions of individualised care quite simi-
larly [32].

Starting from 2005, the ICS-Nurse was also developed on the basis of the
ICS-Patient aiming to analyse individualised nursing care from professional
nurses’ point of view [27]. The Nurse version is based on similar questions as the
patient version, but the questions have been set from the nurses’ point of view:
The extent to which they have supported patient’s individuality (ICS-Nurse part
A) and their perceptions of how the care they provided in their last work shift was
individualised or took patients’ individuality into account (ICS-Nurse part B).
When assessing individualised care, nurses are to assess the care they provided
in terms of to what extent they supported patient individuality and how they actu-
ally managed to provide individualised care for the patients during their latest
work shift. The Individualised Care Scale-Nurse version was developed in a
sample of 544 nurses in the Finnish health-care system including somatic and
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psychiatric hospital settings and primary health-care settings [27]. The ICS-
Nurse has followed a similar process for validation and was firstly used in
national contexts, followed by a seven-country comparative cross-sectional sur-
vey (n = 1163) study in Cyprus, Greece, Finland, Portugal, Sweden, Turkey and
the United States [33]. The data were collected from 34 acute hospitals and 91
orthopaedic surgical units. Since that study, the ICS-Nurse has been used in older
people care settings [34-36].

6.3 The Available Validated Versions of the ICS

Based on the published articles and the work done by the international researcher
groups, the ICS has become a frequently used and well-known instrument for mea-
suring individualised nursing care in different health-care contexts and organisa-
tions. The use of the scales has provided important information about the topic
throughout the world as well as on patients’ and nurses’ perceptions on the care
experience. In addition, the empirical research done in different countries have pro-
duced a wide understanding about patient-, nurse- and organisation-related factors
and their associations with the perceptions. A list of different versions was con-
structed based on the references found in the electronic databases or work or cita-
tions sent by the authors (Table 6.1).

In addition to the versions listed in Table 6.1, research projects are under way in
many countries including Malaysia, Singapore, Switzerland, Oman, Japan, Saudi-
Arabia, Slovakia and France.

6.4 Permissions to Use the ICS

Permission to use the Individualised Care Scale (ICS) (Nurse and Patient version)
for non-commercial, research purposes is granted by the copyright holder. The
instructions for the instrument may be edited as appropriate for the sample(s) that
will be used. It is possible to use any demographic information the user wishes.
However, the wording of the items and the scaling options may not be changed
without permission by the copyright holder. Semantic and language validation is
naturally forwarded. Any edited versions of the instrument will remain the copy-
right holder’s property, and a copy of the edited version should be provided for the
records.

The instrument itself may not be duplicated or reproduced in any publications
because of owned right for publication of the journal and university series. A copy
of or information about any published manuscripts or abstracts of presentations that
reference the ICS are appreciated for the archives. For the time being, all published
work must contain the following credit:

ICS-Patient: Suhonen R, Leino-Kilpi H and Vilimédki M. 2005. Development
and psychometric properties of the Individualised Care Scale. Journal of Evaluation
in Clinical Practice 11(1), 7-20 [13].
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Table 6.1 Available versions of the Individualised Care Scale

Country,

language Version Context Reference Researcher

Australia ICS-patient | Radiation oncology | [37] Rose, Pauline

(English) ICS-nurse Radiation oncology | [37] Rose, Pauline

Belgium ICS-patient | Hospital [38] IBenC project

(Flemish)

Belgium ICS-nurse [38, 39] IBenC project

(Flanders)

Canada (English) | ICS-patient | Orthopaedic [40] Petroz, Ursula

China (Chinese) | ICS-patient | Hospital [41] Yi, Kai-gui

Cyprus (Greek) | ICS-patient | Surgical, acute care | [35, 42-45] Papastavrou,
Cancer units Evridiki

ICS-nurse Orthopaedic [33, 43, 46, 47], | Papastavrou,

Surgical units Evridiki

Czech Republic | ICS-patient Surgical units [43, 44, 47] Jarosova, Darja
(Czech language) | ICS-nurse Surgical units [43, 47] Jarosova, Darja
Finland (Finnish) | ICS-patient Surgical units [13, 17-19, 45] | Suhonen, Riitta
Hospital units
Cancer units
ICS-nurse Surgical [27, 28, 34] Suhonen, Riitta
Hospital
Older people care
settings
Germany ICS-patient Hospital [48, 49] Pohler, A 2010
(German) Koberich, Stefan
Greece (Greek) ICS-patient Orthopaedic units [26, 28, 32, 35, | Lemonidou,
Cancer units 45] Chryssoula,
Kalafati Maria
ICS-nurse Orthopaedic units [33] Lemonidou,
Chryssoula
Hungary ICS-patient | Surgical units [43, 44, 47] Balogh, Zoltan
(Hungarian) ICS-nurse Surgical units [43, 47] Balogh, Zoltan
Iran (Persian) ICS-patient | Internal medicine and | [50] Rasooli, Aleha
surgical units Sayyed;
Shahbazpoor,
Mahnaz
Italy (Italian) ICS-patient | Hospital patients [51] Rovetta, Fabrizio
Portugal ICS-patient | Internal medicine and | [52, 53] Amaral, AF
(Portuguese) surgical units
ICS-nurse Orthopaedic [33, 47] Da Luz, Deolinda
South Korea ICS-patient | Internal medical units | [54] Yang, In-Suk
(Korean)
Spain (Spanish) | ICS-patient | Public hospital [55] Rodriques-Martin,
Beatriz
ICS-nurse Unpubl. Rodriques-Martin,

manuscript

Beatriz
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Table 6.1 (continued)

Country,
language Version Context Reference Researcher
Sweden ICS-patient Orthopaedic [26, 28, 29, 45] | Berg, Agneta;
(Swedish) Cancer units Idvall, Ewa
ICS-nurse Orthopaedic [33, 56] Berg, Agneta;
Idvall, Ewa
Turkey (Turkish) | ICS-patient | Neurosurgical and [57-61] Acaroglu, Rengin
orthopaedic
Orthopaedic and
traumatology
Internal medicine and
surgical
Orthopaedic surgery
ICS-nurse Orthopaedic [33, 57, 62] Acaroglu, Rengin
Intensive, internal
medicine and surgical
units
The Netherlands | ICS-patient | Hospital Heinen, Maud
(Dutch) ICS-nurse Home care settings Van Eenoo, Lisa
for elderly IBenC project
UK (British ICS-patient | Orthopaedic [26, 28, 31] Land, Lucy
English) ICS-nurse [33] Land, Lucy
USA (American | ICS-patient | Orthopaedic [28] Schmidt, Lee
English) Out-patient physical
therapy
ICS-nurse Orthopaedic [33] Sousa, Valmi D

ICS-Nurse: Suhonen R, Gustafsson M-L, Katajisto J, Vilimédki M and Leino-
Kilpi H. 2010. Individualised Care Scale-Nurse version: A Finnish validation study.
Journal of Evaluation in Clinical Practice 16(1), 145-154 [27].

Researchers interested in using the Individualised Care Scales may register their
studies and ask permission for the ICS on the website of the University of Turku,
Department of Nursing Science: http://www.utu.fi/en/units/med/units/hoitotiede/
research/projects/older-individuals/ICS/Pages/permission.aspx.

Conclusion

This chapter has outlined the process of developing the Individualised Care
Scales. This information about the process and many procedures and methods
used in the development of instruments may help early career researchers to
develop instruments for nursing research for investigation of abstract concepts.
The information derived through scales and questionnaires is similar to that
obtained by interview, but scales are a more precise means of measuring phe-
nomena than questionnaires. Although scales tend to have less depth compared
to an interview, questions are presented in a consistent manner, and there is less
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opportunity for bias in measurement. Results derived from surveys using ques-
tionnaires are generalisable and useful for the development of care and services,
hereF the individuality of nursing care.

The Individualised Care Scales were designed to determine patients’ facts,
from the viewpoint of patients and nurses, about individuality of care, and these
scales have been distributed in national and international patient populations and
nurses. Although the questions on the scales appear easy to design, they required
considerable theoretical effort and statistical procedures. In determining the con-
cept under investigation, the researcher shapes the view in which the topic will
appear. It is good to remember that what you measure is what you get. Therefore,
it is of utmost importance that the measurement tool is precise and accurate,
capturing the content of the phenomenon and nothing else. In addition, reliabil-
ity, i.e. consistent results over and over again, is an important quality of the mea-
surement tool.

At the moment, the ICS has been translated into several languages and has
been used in many countries. The topic is receiving increasing attention both in
clinical practice and research. Both of the versions, the ICS-Patient and the ICS-
Nurse, have proven validity and reliability, showing good psychometric proper-
ties in particular.
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Translation, Adaptation and Validation
Process of Research Instruments

Georgios Efstathiou

Abstract

The process of translating, adapting and validating research instruments or scales
is crucial for international research projects, as it will facilitate safe comparisons.
Versions of research instruments or scales in different languages need to be reli-
able and valid but also have semantic equivalence between them. This is very
important since diversity among people worldwide exists. It is particularly
important for nursing research due to the different definitions widely given for
the same concept. This chapter focusses on the most common methodological
approaches that can be used by researchers who want to translate, adapt and vali-
date a research instrument or scale into a different language.

Keywords
Adaptation - Instrument - Scale - Translation - Validation

7.1 Introduction

Nursing care’s complex and diverse content and meaning have received a lot of
attention in recent years. Global economic crisis, understaffing and lack of resources
created a need for the development of an international understanding of the different
aspects of nursing care in order to allow a common meaning of nursing and facili-
tate the exchange of knowledge from one culture to another. This has led to the need
of measuring and investigating nursing and its dimensions. Various concepts of
nursing care (e.g. individualised care) have been studied nationally and
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internationally, aiming to create a theoretical framework that will assist nurses to
improve their practice and enhance patient satisfaction [1-3]. To achieve this, nurs-
ing researchers worldwide collaborate in a number of international projects, pro-
ducing a huge number of data for analysis. The need for collaboration, comparison
and transferability of findings from one culture to another has increased the neces-
sity of using common, reliable and valid research instruments or scales [4].
Therefore, there is a need for understanding the process for achieving conceptual
equivalence among translated research instruments or scales [5].

7.2 Translation of Research Instruments or Scales

Cross-cultural equivalence of translated versions of a research instrument or scale
with the original one is important to achieve, since the findings from settings in dif-
ferent countries need to be compared and discussed. The translated research instru-
ment or scale needs to measure the same theoretical concept with the original one in
order to conclude to equivalence of the same instrument or scale in different cultural
settings. In this way, similarity on how the theoretical construct of the instrument or
scale is understood and interpreted is achieved.

The translation process aims to achieve equivalence between the original ver-
sion and the translated version of a research instrument or scale [6]. This process
follows certain steps, ensuring that comparisons among different cultural setting
are safe [5, 7, 8].

7.2.1 Forward Translation

The original research instrument or scale (the instrument or scale in the original lan-
guage—OL) needs to be translated into the target language (TL). Translation begins
with a forward translation of the instrument or scale from the OL to the TL. The
forward translation should be done by independent translators (at least two) who
should be fluent in both languages (bilingual) and ideally having knowledge and
experience of the culture of both languages [9]. Background on nursing would also
be preferable by one of the translators since this will allow the capture of the nursing
concept and terminology included in the research instrument or scale. Non-clinical
aspects (e.g. when a research instrument or scale will be used among patients) will
be better captured by a second translator whose background is not nursing/clinical.
The translators produce two independent translations that allow comparisons on how
word and phrases have been translated.

7.2.2 Synthesis of Translated Versions (TL)

Both translations are examined by a third translator who compares the original
research instrument or scale (in the OL) with both translated versions in the
TL. After discussing with the first two translators and resolving any discrepancies,
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the third translator synthesises the two translated versions into one. The participa-
tion of the research team/principal investigator is vital in this stage, to resolve any
issues arising during both phases of translation.

7.2.3 Backward Translation (Blind)

The synthesised new version of the translated instrument/scale (in the TL) is trans-
lated back to the OL by two independent translators, with similar characteristics as
those described above. Both translators (TL and OL) are unaware (blind) of the
original version of the research instrument or scale in the OL. Two backward trans-
lations are produced in this stage [5, 9].

7.2.4 Synthesis of Translated Versions (OL)

An expert review committee, consisted of members of the research team/principal
investigator, nurses familiar with research methodology and the topic under study, all
translators and if possible the developer of the original version of the research instru-
ment or scale (in the OL), discuss the two backward translated versions. The commit-
tee’s aim is to resolve any ambiguities between the two backward translated versions,
compare them with the original version (OL) and then synthesise a pre-final backward
version. The pre-final version should have conceptual, semantic and content equiva-
lence with the original version of the research instrument or scale. Any disagreements
or discrepancies (in terms of wording, structure and understanding) should be resolved
at this stage and achieve a consensus regarding the pre-final version.

Consensus is necessary to be achieved during the process of synthesising the new
versions (in TL and OL). If consensus cannot be achieved, then the stages of trans-
lating should be repeated as many times as needed to achieve agreement regarding
the pre-final version [5].

7.2.5 Pretest of Synthesised Translated Version: Cognitive
Debriefing and Cultural Equivalence

The pre-final version of the translated instrument or scale needs to be further exam-
ined among people whose TL is their mother language (tongue). This cognitive
debriefing allows researchers to evaluate the clarity of instructions and content and
ideally is done among individuals in which the translated instrument/scale is meant
to be used. At a first stage, a sample between 10 and 40 persons is asked to read the
research instrument or scale as well as any instructions. Each participant is asked to
express its opinion regarding the clarity (understanding) of the instrument or scale
and of the instructions (clear or unclear) and to provide further suggestions, if
needed. Items within the instrument or scale, which are indicated by more of the
20% of the above sample as unclear, need to be further examined. Changes are made
prior to proceeding to further assessment of the translated version [5].
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At a later stage, a purposive sample of experts on the subject under study (e.g.
on concept and construct of the measured field and target population) is recruited.
The experts (ideally 8—10 persons whose mother language is the same with the
TL of the translated instrument or scale) form an evaluation committee, and each
member, separately, repeats the above process (evaluation of instructions and
clarity of items). In this way, the experts’ committee evaluates the conceptual
equivalence of the research instrument or scale. Once again, items within the
instrument or scale, which are indicated by more of the 20% of the above com-
mittee as unclear, need to be further examined [10], based on suggestions that the
committee may provide. Conceptual equivalence is achieved when the expert’s
committee is confident that the translated version’s construct is equivalent with
the original one.

The panel of experts proceeds with calculation of a content validity index (CVI),
both at item level (I-CVI) and instrument or scale level (S-CVI)—content equiva-
lence. The members of the panel rate each item, for example, as (1) not relevant, (2)
somewhat relevant, (3) quite relevant and (4) highly relevant. Items rated as not
relevant or somewhat relevant need further consideration and evaluation. In general,
values of equal or above 0.8 for CVI, I-CVI and S-CVI are considered as acceptable
[5, 11]. Experts should continue examining the CVI—making alterations to items
that were rated as not relevant or somewhat relevant—until acceptable level of CVI
value is achieved [5].

In order to examine the equivalence of different translated versions, international
researchers may have group discussions to resolve any discrepancies. These group
meetings may give the chance for changes and also content and meaning improve-
ment, in order to produce semantic equivalence and maximise safe comparisons.

7.3  Psychometric Testing

In order to produce the final version of a translated instrument or scale, researchers
may run some psychometric tests. These tests can be used to measure the equiva-
lence between the translated and the original versions, by testing how well the trans-
lated version corresponds the properties of the original one. This process requires
the distribution of the translated version to a sample of the target population (based
on the research aims). Depending on the psychometric approaches and tests that are
planned, sample may vary from 5—10 subjects per item of the research instrument or
scale, for internal consistency tests and exploratory factor analysis, to over 300 sub-
jects—for confirmatory factor analysis [12]. Power analysis can also be used to
estimate the appropriate sample.
The most frequent psychometric approaches are:

1. Internal consistency reliability measures the extent to which the items included
in a research instrument or scale correlate. Cronbach’s alpha is frequently used
to estimate a scale’s reliability, with the lowest acceptable level for scale reli-
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ability being alpha of 0.7 [13, 14]. Further analysis of data may also include

item-to-item and item-to-total correlations. Low levels of internal consistency

reliability of the translated version, compared to higher levels of the original ver-
sion, may indicate the need for re-examining the translation process or testing
the appropriateness of item inclusion.

2. Stability over time (test-retest reliability) tests the stability of an instrument over
a period of a time. It requires the administration of an instrument or scale twice
among the same subjects under study, with an interval of at least 2 weeks.
Pearson’s correlation is frequently used to compare the responses of both admin-
istrations; high level of significant correlation indicates stability of the instru-
ment or scale over time [11, 13].

3. Validity
(a) Construct validity tests the extent to which an instrument or scale actually

measures what is supposed to measure. It is performed by comparing the
instrument or the scale with other tests that (1) measure the same thing (con-
cept) (therefore their outcomes when compared should correlate (convergent
validity)) or (2) measure different things (concepts) (therefore their out-
comes when compared should not be related (discriminant or divergent
validity)) [15].

(b) Criterion validity tests the extent to which the outcomes of the instrument
or scale correlate with other measure, which is considered as valid. This
other measure is often referred as a gold standard; however it may not
always exist. Criterion validity is divided into (1) predictive validity, in
which the instrument or scale is tested if it can predict future outcomes
(changes), and (2) concurrent validity, in which the outcomes of the instru-
ment or scale correspond to those of another valid one (measuring the
same concept) [15].

(¢) Factor structure (exploratory factor analysis), in which a number of dimen-
sions of the concept under study are extracted and the items of the instru-
ment or scale are grouped in factors. Each factor represents a dimension of
the concept that the instrument or scale measures and includes items that are
consistent with each other. A factor is considered strong if it incorporates at
least three items; items not included in a strong factor can be discarded or
semantically included in another factor. Factorial equivalence between the
translated and the original version indicates that both measure the same
dimensions/concept.

4. Model fit (confirmatory factor analysis), a test where the factor structure of a
research instrument or scale is verified. In this case, the factor structure produced
from an exploratory factor analysis is confirmed or rejected, and an attempt to
describe how well a proposed model is made. This can be used to test if the factor
structure of the translated version fits to the theoretical model of the original
(factor structure) of the original version.
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7.4 The Use and Translation of the Individualised Care Scale
in Different Languages

Individualised nursing care has received great attention in recent years. It serves as
a means for providing high standards of nursing care by taking into account the
preferences and opinion of patients concerning the nursing care provided by nurses
[16, 17]. Through meeting patients’ needs and tailoring nursing services based on
patients’ expectations and preferences, nurses can increase patients’ satisfaction
from nursing care received and health-care systems in general. It is therefore impor-
tant to enable both patients and nurses to express their opinion and ideas on the
perception of individualised nursing care not only nationally but globally. Through
such process, important messages can be derived that may allow all those involved
in nursing care (clinical nurses, academics, nurse managers, policy makers) realise
what the patients really need and adjust the provision of nursing care accordingly.
This is even more important and interesting when the perception of individualised
care is measured in an international concept, offering a wider and global look of this
aspect.

In order to understand the concept of individualised nursing care but also to
facilitate comparisons among different cultural and language settings, the
Individualised Care Scale has been extensively used internationally. For this reason,
it has been translated, adapted and used in various languages and used in different
settings. Appendix presents studies in which the ICS was used and reports the meth-
ods used—if applicable—in order to translate and adapt the scale. Internal consis-
tency (Cronbach’s alpha) and factor analysis were the principal tests used for
validation process. Translation (in those studies that provided description) was
reported as forward-back translation. Finally, one study used the Rasch model anal-
ysis to test the sensitivity of four translated versions of ICS (patient version).

7.5 Conclusion

The use of the same instrument—for example, the ICS—(either at national or inter-
national level) provides the opportunity to researchers, policy makers, nurse manag-
ers and clinical nurses to have a more analytic view on individualised nursing care
as part of a cross-cultural study of the subject. Data coming from local studies are
important; however, their usefulness is limited if they are not compared with inter-
national findings. In this way, comparisons are easier to be performed, and conclu-
sions are safer to be made as part of an attempt to implement the concept of
individualised nursing care. This fact demonstrates the importance and need to
adapt research instruments into different languages and cultures. Only then, a clear,
internationally recognised and accepted theory can be developed and implemented
as part of the nursing care provision to patients.
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Appendix

Examples of the methods used to translate and adapt the Individualised Care Scale into
different languages and cultures

Authors Aim Methods-tests Findings
Suhonen et al. | To describe the Literature review to define Three-factor solution
[18] development of ICS | individual care, items suggested, useful, quick

(finish settings) for
use among patients
(preliminary study)

included in first scale draft,
expert panel to review draft
(including CVI), pilot test
among patients (internal
consistency), larger study
(patients) testing Cronbach’s
alpha, stability over time
(Pearson’s correlation
coefficient, test-retest), factor
analysis

and easy-to-use scale,
stable over time,
adequate Cronbach’s
alpha

Suhonen et al.

[19]

To describe the
development of
ICS, to evaluate its
validity and

Data collected from patients
being discharged from
hospitals. Internal consistency
and content validity index of

The reliability and
validity properties of ICS
(patient version)
demonstrated. Three-

psychometric the scale examined. Factor factor solution confirmed,
properties analysis to examine the alpha >0.9 for both parts
scale’s structure
Suhonen et al. | To develop the Items for nurses’ version Easy to administer, good

[20]

nurse version of
ICS and to test its
reliability and
validity

produced from the patients’
version. Content validity
index evaluated by expert
nurses, pilot test (Cronbach’s
alpha coefficients, inter-item
and item-to-total correlations),
main testing (internal
consistency, construct
validity)

content validity
properties, acceptable
internal consistency
(Cronbach’s alpha
>(0.72), three-factor
structure produced

Suhonen et al.
[21]

To investigate the
associations
between three
concepts:
professional practic
environment,
ethical climate and
individualised
nursing care from
the perspective of
nurses working in
care settings for
older people in
Finland

Cross-sectional study with the
use of three research
instruments (including ICS).
ANOVA, Pearson’s
correlations coefficients and
stepwise multiple regression
analysis were employed

Significant correlations
were observed between
ethical climate and
individualised care and
between individualised
care and practice
environment

(continued)
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Authors Aim Methods-tests Findings
Suhonen et al. | To investigate the | Three instruments were used | Support of patients’

[22]

association between
professional
nursing caregivers’
work satisfaction
and individualised
care

(including the ICS, nurse
version). ANOVA and
multiple regression analyses
were conducted. Internal
consistency was tested with
Cronbach’s alpha

individuality from nurses
was supported.
Significant correlations
between aspect of the
support of individuality
and work satisfaction
were observed

Suhonen et al.
[23]

To investigate
nurses’ assessments
of individualised
care and explore if
demographic
characteristics
affect their opinion
on individuality

Exploratory study with the
participation of nurses
working in long-term care
institutions. ANOVA was used
to explore any associations,
Cronbach’s alpha to test the
scale’s internal consistency
and factor analysis to examine
its validity

Three-factor structure
was supported, and all
alphas (for both parts and
all subscales) were
>(0.77. The results
indicated that
individuality was
supported by nurses;
however it was not
practised on the same
level

Charalambous
et al. [24]

To explore, from
the nurses’ point of
view, the
individualised care
and professional
practice
environment and
potential
associations
between them

Exploratory correlational
study in which nurses and
nurse managers participated
and two scales (including
ICS) were used. Mean scores
were computed, and
Spearman’s rho correlations
were employed to test for
associations between the two
concepts. Reliability of the
scale was tested with
Cronbach’s alpha

Internal consistency for
both parts and all
subscales was
satisfactory (alpha >0.7).
Findings demonstrated
association between
individualised care and
professional practice
environment

Suhonen and
Leino-Kilpi
[25]

To explore and
compare the
perceptions of older
orthopaedic patients
and patients of
working age
regarding
individualised care

A descriptive and comparative
study. Descriptive and
inferential statistics were used

Both support and
realisation of
individualised care were
evaluated as good. Older
patients expressed more
positive evaluations

Rodriguez-
Martin et al.
[26]

To explore nurses’
possible association
between nurses’
views and their
characteristics and
organisational
factors in older
people health-care
settings

A cross-sectional study.
Means, percentages and
frequencies were computed.
Inferential statistics
(Spearman’s rho correlation
and t-tests) were also
computed. Internal
consistency was evaluated
with Cronbach’s alpha

The perception of
individualised care
provided was perceived
as positive. Correlations
were observed between
age and type of
organisation on the one
hand and assessments of
individualised care
provided on the other.
Internal consistency of
the scale was satisfactory
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Authors Aim Methods-tests Findings
Koberich et al. | To assess the Cross-sectional, German version of the
[27] psychometric methodological study. ICS established as a

properties of the
German version of
ICS (patient
version)

Analysis included assessment
of internal consistency
(Cronbach’s alpha),
confirmatory factor analysis.
In addition, concurrent
validity was evaluated

reliable and valid
instrument for use

Koberich et al.
[28]

To explore factors
(individual and
organisational) that
influence patients’
perception of
individualisation in
their care

Cross-sectional study among
German patients (use of ICS
and other research
instruments)

Several factors extracted
as influential. Decision-
making process was the
only one controlled by
nurses. Other factors
included self-rated health
and educational level

Acaroglu et al.
[29]

To assess the
psychometric
properties of the
Turkish version of
ICS (patient
version)

Cross-sectional study. The
English version was used for
translation into Turkish
(forward-back translation).
Expert reviews on the scale’s
content. Statistical analysis
included evaluation of internal
consistency (Cronbach’s
alpha) and factor analysis

German version of the
ICS established as a
reliable and valid
instrument for use

Ceylan and To explore the Cross-sectional study among | All alphas >0.79. Mean
Eser [30] perceptions of patients. Descriptive statistics | scores regarding
orthopaedic and were employed, and internal | interventions that support
trauma patients consistency was measured individuality in care were
regarding with Cronbach’s alpha found to be lower than
individualised coefficients mean scores indicating
nursing care the practice of
individualised care
Gurdogan To assess the A descriptive, cross-sectional | Positive correlation was
etal. [31] perception of study (ICS was one of the observed satisfaction

individualised care
among internal
medicine and
surgical patients
and also any
relationship
between
individualised care
and satisfaction
with nursing care

instrument used). Descriptive
statistics were computed.
Correlations were examined
with Pearson’s correlation
coefficients. Internal
consistency was tested with
Cronbach’s alpha

from nursing care and
perception of
individualised care. Mean
score concerning
perception of
individualised care was
higher than realisation of
individualised nursing
care. Cronbach’s alpha
for both parts was >0.9

(continued)
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Authors Aim Methods-tests Findings
Land and To explore A descriptive study, Significant associations

Suhonen [32]

orthopaedic and
trauma patients’
perceptions of
individualised
nursing care

employing both descriptive
and inferential statistics.
Internal consistency was
measured with Cronbach’s
alpha coefficients. Spearman’s
rho correlation coefficients,
Mann-Witney U-test and
Kruskal-Wallis were used to
test possible associations
between demographics and
ICS

were observed between
demographics and ICS
(e.g. duration of stay in
hospital). All alpha >0.8

Petroz et al.
[33]

To explore the
psychometric
properties of ICS
(patient version,
both parts)

A cross-sectional study.
Internal consistency
(Cronbach’s alpha) and factor
analysis were employed

Alpha values (both
parts) = 0.94. Factor
structure of the Canadian
version did not support
the original one (part B
consisted of two factors
instead of three)

Amaral et al.
[34]

To translate and
explore the
psychometric
properties of the
Portuguese version
of ICS (patient

A cross-sectional survey.
Forward and back translation
was done to achieve semantic
validity. Experts verified the
translated version in terms of
fluency. Internal consistency

All alphas (except for
subscale clinical
situation—part B) >0.77.
A three-factor solution
was extracted base on
factor analysis,

version) was evaluated with supporting the original
Cronbach’s alpha coefficients | theoretical model
and construct validity via
factor analysis
Rasooli et al. | To examine A descriptive, cross-sectional | Mean scores were lower

[35]

patients’ opinion
regarding nurses’
support of
individualised care
(patient version,
part A)

study. Mean scores were
computed as well as reliability
tests

than other studies.
Cronbach’s alpha was
adequate

Berg et al.
[36]

To explore
orthopaedic
patients’
assessment
concerning nurses’
support of
individuality

A descriptive, cross-sectional
study. Descriptive and
inferential statistics were used
for data analysis. Factor
analysis and Cronbach’s alpha
coefficients were also used to
test the scale’s reliability and
validity

Factor structure of the
Swedish version
supported the original
structure, and internal
consistency was
demonstrated. Patients
assessed support of
individuality as an
important factor of
nursing care
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Authors Aim Methods-tests Findings

Papastavrou | To examine the A cross-sectional, descriptive, | Nurses in Cyprus support

etal. [37] perceptions of correlational study, using the | the idea of individuality,
individualised care | ICS (among others). Pearson’s | which is practised to a
that Cypriot nurses | correlation coefficients were | lesser degree. Significant
have and any used to examine potential associations were
potential associations. Means were observed between
associations used to measure the individualised care and
between perception and Cronbach’s aspects of professional
individualised care | alpha coefficients to test practice environment
and professional internal consistency of the
practice ICS
environment

Papastavrou | To study and A cross-sectional, Disagreement between

et al. [38] compare Cypriot comparative study that use patients and nurses was

nurses’ and
patients’
perception’s on
individualised care

two research instruments
(including ICS)

observed on what is
individualised care

Suhonen et al.
[23]

To compare nurses’
and patients’
perceptions of
individualised care
in five European
countries

A cross-sectional and
comparative study. Both
versions (nurse and patient)
administered to 960 patients.
Descriptive statistics as well
as t-test, chi-square, ANOVA
and ANCOVA tests were
employed

Differences observed
between nurses and
patients. Nurses reported
that they support
patients’ individuality
more often. Differences
between countries in
means of ICS were
observed

Suhonen et al.
[22]

To assess the
association between
individualised care
and patient
satisfaction

A cross-sectional study
among patients in five
European countries.
Descriptive statistics and
ANOVA and Pearson’s
correlation coefficients were
used

Patients expressed
satisfaction with the care
received by nurses;
however they reported a
moderate overall support
of their individuality.
Difference between
countries on the
perception of
individuality was
observed, and positive
correlation between
patient satisfaction and
level of individualised
care received was shown

Papastavrou
etal. [17]

To explore patients’
and nurses’
perceptions of
patients’ decisional
control over their
care

A cross-sectional and
comparative study among
1315 patients and 960 nurses
in five European countries.
Descriptive and inferential
statistics and Cronbach’s
alpha coefficients for studying
the scale’s internal
consistency were used

Nurses and patients
perceived different
perceptions on patients’
decisional control over
their own care.
Cronbach’s alpha values
were adequate

(continued)
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Authors Aim Methods-tests Findings
Suhonen et al. | To translate and A cross-sectional and The ICS showed
[39] adapt the ICS comparative study with the acceptable properties in
(patient version) in | participation of 1126 patients | terms of validity and
different languages | from Finland, Greece, reliability
Sweden, the United Kingdom
and the United States. Internal
consistency of ICS was tested
with Cronbach’s alpha
coefficients and its validity
through factor analysis.
Standard process of forward
and back translations was
followed
Papastavrou | To explore possible | A cross-sectional, exploratory | Findings demonstrated
etal. [16] associations study among nurses working | that aspects of nursing
between nurses’ in orthopaedic and trauma environment could
professional departments in seven influence individualised
practice countries. Descriptive care
environment and statistics and multiple
their perception on | regression analysis were used
the level of care
individualisation
Idvall et al. To explore possible | A cross-sectional, Personal characteristics
[40] associations comparative, international of nurses may affect the
between nurses’ study among nurses from way they perceive and
assessments of seven different countries. practice individualised
individualised care | Descriptive statistics were care
and personal used, and general linear
characteristics model were employed
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The Validity and Reliability
of the Individualised Care Scale

Minna Stolt and Janika Koskenvuori

Abstract

This chapter analyses the psychometric properties of the Individualised Care
Scale (ICS). As the scale has been translated into several languages, a wide inter-
national perspective to the validity and reliability of the ICS will be provided.
The main contents are content, construct, criterion and cross-cultural validity,
internal consistency (stability) and item functioning.
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8.1 Introduction

Validity and reliability are central characteristics of any scale. Validity and reliabil-
ity are two major concepts including several components. Reliability is seen as a
precondition for validity: if a scale fails in measuring, it cannot be used for the
intended purpose. Both aspects need to be evaluated each time the scale is used to
see if the scale works as planned ([1], p. 25-26). This chapter describes validity and
reliability of the Individualised Care Scale (ICS) in the light of international research
and ends up with a concise conclusion where some future development suggestions
are presented.
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8.2 Validity

Validity refers to test’s ability to measure what was intended to measure [2]. The
validity of the ICS has been evaluated in several international research papers. Many
kinds of validity types have been under investigation such as face, content, construct
and criterion validity.

8.2.1 Face Validity

Face validity is considered as the weakest type of validity, as a subjective evalua-
tion, and refers to whether the scale is measuring the particular construct in focus
([3], p- 458). Face validity of the ICS was ensured during the development process
[4] as well as after back and forth translation in cross-cultural research [5, 6]
(Table 8.1). Researchers and expert panels evaluated that the items measure the
content what it was supposed to measure. Respondents’ feedback was requested in
all pilot studies (e.g. [4, 22]).

8.2.2 Content Validity

Content validity estimates how much a measure represents every single element of
a construct ([3], p. 458, [23]). Content validity can be assessed by an expert panel
who critically evaluates the clarity and completeness of the content [24]. The con-
tent validity can also be confirmed by comparing the content with the previous lit-
erature in the field [24].

Content validity of the ICS was tested in four studies [4, 5, 17, 21] which all sup-
ported satisfactory content validity. Content validity was ensured by expert panels
[17, 21] with multiple experts (such as nurses, nursing students, nurse teachers [5])
and by analysing different patient data sets with principal component analysis and
item analysis [4]. Content validity was also supported in the development phase of
the ICS by a comprehensive literature review [4].

Related to content validity, piloting of the ICS with informants outside the
health-care system was done to guarantee the clarity and appropriateness of the
items [5]. Moreover, adherence to responding indicated by a low number of empty
responses in each item [5, 6, 12] can also be seen as supporting the content validity
of the ICS.

8.2.3 Construct Validity

Construct validity refers to the extent to which the relationships of the items in a
measure are consistent with the theoretical framework behind the content being
measured [25]. It is usually assessed with contrasted group approach, hypothesis
testing, the multitrait-multimethod approach or/and factor analysis (for more, see,
e.g. [25]).
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The construct validity of the ICS was tested using a variety of methods. During the
development phase of the ICS [4], construct validity was tested with a set of factor
analyses, structural equation modelling (LISREL) and using the contrasted group
approach [26]. As a result, the three-factor structure was confirmed (correlations ICA
0.48-0.70, ICB 0.39-0.65). This three-factor structure was later confirmed in several
studies [12, 14, 20] using principal component analysis and investigating the variance
in both scales (ICS-A and ICS-B). Moreover, the hierarchical structure of the ICS was
tested with intraclass correlation [27]. In addition, Structural Equation Modelign
(SEM) particularly path analysis was used to test the fit of the hypothetical model [28].

The ICS has been developed systematically. The original scale (developed in
2000) has undergone a shortening where some items were removed. The factorial
validity of the shorter scale was tested with principal component analysis with
Varimax rotation [12] which supported the three-factor solution as well.

Factor analyses have been used to test construct validity using both exploratory
[5] and confirmatory [16] factor analysis. In addition, several studies with common
factor analysis [6] or principal component analysis (PCA, e.g. [5, 11, 20]) have been
reported. In PCA for factor extraction, both orthogonal rotation such as Varimax
[5, 11, 20] and oblique rotation (Promax [7, 14, 21]) have been widely used. The
ICS has undergone structural equation modelling to test hypothetical causal rela-
tionships [8, 9, 11, 19, 21].

Known-group technique, one method to test construct validity, was used in a
study of Koberich et al. [16]. They compared ICS-A and ICS-B scores within differ-
ent groups in the nursing care delivery system (task-oriented nursing, zone nursing
and patient-oriented nursing care) and between different patient groups’ perceptions
of the decision-making process about nursing care (paternalistic, informed, shared).
The Individualised Care Scale was able to separate people with different types of
admission to hospital, age, gender and education [29]. Younger age, poorer state of
health and higher level of education were associated with more critical assessments
of individualised care [30]. The results supported the construct validity of the ICS
and were also confirmed in studies with patients of different health status [31].

The ICS-A and ICS-B have also been tested using modern test theory, namely,
Rasch analysis [32]. Rasch analysis represents modern test theory. It orders persons
according to their ability and orders items according to their difficulty. Rasch analy-
sis focuses on indicators which demonstrate how each item fits with the underlying
construct ([33], p. 42). The Rasch analysis performed with international data (data
from four countries) identified some misfitting items, and some variation in the
order of items in different samples was evident. However, the findings supported the
use of the ICS in international studies.

8.2.4 Convergent and Discriminant Validity
The multitrait-multimethod matrix method (MTMM) is important while testing the

construct validity of a scale [34]. With this method two central concepts of validity,
namely, convergence and discriminability, can be tested. Convergence can be



84 M. Stolt and J. Koskenvuori

achieved by comparing the results obtained with different measurement methods
[3], p. 462. Discriminability refers to the scale’s ability to differentiate between
other similar scales or constructs [3], p. 462.

Convergent validity means the degree to which two expected intercorrelated
measures are actually related. This can be analysed with Pearson’s correlation or by
inspecting item-scale correlations [35]. The convergent validity of the ICS was
assessed in three studies [7, 10, 15]. It was tested with Pearson’s product-moment
correlations between the subscales of the measurement. The analyses from different
studies provide somewhat conflicting findings. In the first study where convergent
validity was tested [10], the results supported the evidence of convergent validity
and positive correlations between subscales measuring individualised care. Similar
results were obtained in the study of Petroz et al. [7].

Discriminant validity assesses a scale’s capability to differentiate between con-
structs that are not theoretically the same [2]. The ICS has been tested together with
similar scales (such as Schmidt’s Perceptions of Nursing Care Survey and Oncology
Patients’ Perceptions of the Quality of Nursing Care Scale, see [9, 36]), which can
be regarded as a potential source of acceptable discriminant validity.

8.2.5 Criterion Validity

Criterion validity reflects the degree to which the scores of the scale correspond
with the “gold standard” [23]. Criterion validity in this part is investigated from the
perspective of concurrent validity and predictive validity.

8.2.6 Concurrent Validity

Concurrent validity refers to a scale’s ability to distinguish between individuals with
particular character or behaviour [3], p. 460. Related to ICS, concurrent validity was
assessed only in one study [16]. They investigated correlations between the ICS-A/
ICS-B and Smoliner Scale subscale where a medium correlation with statistically sig-
nificant level was found, supporting the concurrent validity of the ICS-A/ICS-B [16].

8.2.7 Predictive Validity

Predictive validity deals with the accuracy of the scale in differentiating between
respondent’s performance on some certain criterion [3], p. 460. Papastavrou et al.
[37] investigated the predictive validity of the ICS-A and ICS-B and the Revised
Professional Practice Environment using regression models. They concluded that
individualised care was associated with the dimensions of the professional practice
environment, thus supporting the predictive validity of the ICS [37].
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8.2.8 Cross-cultural Validity

The translated version of the ICS has been used in several studies. As the ICS has
been used in many countries and several articles report the results of cross-cultural
studies, country comparisons for validity and reliability can be done. The psycho-
metric properties of the ICS are mainly similar indicating high cross-cultural valid-
ity (e.g. [12, 13, 18, 32, 37-40]).

8.3  Reliability

The reliability of the ICS has been confirmed in many studies. Internal consistency,
stability and item analysis have often been reported while describing the reliability
of the ICS.

8.3.1 Internal Consistency

Internal consistency refers to intercorrelation between the items [23]. It can be eval-
uated with Cronbach’s alpha coefficient, Kuder-Richardson formula 20 (targeted to
dichotomous scales) and split-half technique [24]. Internal consistency of the ICS
has been reported predominantly using Cronbach’s alpha coefficient in the majority
of the studies with multicultural data (Table 8.2). All Cronbach’s alpha values in
both ICS-Patient and ICS-Nurse scales were high, above 0.84, indicating good
internal consistency. In detail, Cronbach’s alpha values in ICS-Patient part A ranged
from 0.91 [53] to 0.97 [12, 56] and in part B from 0.90 [12, 51] to 0.97 [12]. In ICS-
Nurse scale, Cronbach’s alpha values have been slightly lower but still on accept-
able level: ICS-A Nurse alpha values ranging from 0.88 [11, 20, 39, 41, 42, 46, 49]
t0 0.95 [39]. In ICS-B Nurse scale, Cronbach’s alpha values were between 0.84 [39]
and 0.93 [39]. In addition, several series of factor analyses have also been con-
ducted, all of which support the internal consistency of the ICS [57].

8.3.2 Stability

Stability refers to an instrument’s ability to produce similar results on two sepa-
rate occasions [3], p. 453. Instrument’s stability is usually tested with test-retest
reliability. In test-retest, the same respondents are administered the same instru-
ment during a certain time period, and their responses are compared and reliabil-
ity coefficient is calculated [3], p. 453. The ICS has shown acceptable short-term
stability when the same informants responded to the ICS scale within a 2-week
time period [4, 22, 58].
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Table 8.2 Cronbach’s alpha coefficients for the ICS

Cronbach’s alpha coefficient

ICS-patient ICS-nurse
Country (language) ICS-A ICS-B ICS-A ICS-B References
Australia (English) 0.94 0.94 0.88 0.90 [41]
Canada (English) 0.94 0.94 [7]
Cyprus (Greek) 0.92 0.92 [39]
0.93 0.93 [31]
Finland (Finnish) 0.88 0.90 [42]
0.91 0.91 [15]
0.94 0.93 [43]
0.89 [44]
0.94 0.93 [8]
0.94 0.93 [4]
0.94 0.93 [45]
0.95 0.94 [30]
0.95 0.94 [36]
0.95 0.94 [9]
0.95 0.94 [10]
0.88 0.90 [11]
0.88 0.90 [46]
0.92 0.90 [12]
0.91 0.92 [47]
0.88 0.87 [39]
0.90 0.91 [14]
0.93 0.92 [48]
0.96 0.95 0.88 0.90 [49]
0.89 [50]
0.95 0.93 [31]
0.92 0.90 [51]
Germany (German) 0.95 0.93 [16]
Greece (Greek) 0.94 0.94 [31]
0.97 0.97 [12]
0.95 0.84 [39]
Iran (Persian) 0.96 [17]
Portugal (Portuguese) 0.91 0.90 [39]
0.94 0.93 [5]
Sweden (Swedish) 0.94 0.93 [6]
0.88 0.89 [20]
0.94 0.92 [52]
0.91 0.93 [53]
0.93 0.92 [12]
0.88 0.88 [39]
0.94 0.94 [31]

(continued)
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Table 8.2 (continued)

Cronbach’s alpha coefficient
ICS-patient ICS-nurse
Country (language) ICS-A ICS-B ICS-A ICS-B References
Turkey (Turkish) 0.92 0.93 [21]
0.94 0.93 [38]
0.94 0.95 [54]
0.95 0.95 [55]
0.91 091 [39]
UK (English) 0.97 0.95 [56]
0.97 0.95 [12]
USA (English) 0.94 0.93 [12]
0.95 0.93 [39]

8.3.3 Item Analysis

Item analysis means evaluation of the performance of a single item. An item with
high correlation with the underlying construct is ideal but often hard to achieve ([3],
p. 486). Item analysis is a well-known method to evaluate internal consistency of
the scale, and there are several types to investigate the item functioning, inter-item
correlation and item-scale correlation (with uncorrected or corrected approach)
being the most popular [59]. Item analysis for ICS has been used several times with
different samples (such as [4, 5, 19, 21, 39]). Inter-item correlations were tested
particularly during the instrument development process where both ICA and ICB
scales showed acceptable (0.30 < r < 0.70, [26]) correlations (0.49-0.62, 0.42—
0.59), respectively. This result was supported in later studies [4, 11, 12] and in the
study of Amaral et al. [5] where no redundant items were identified. Item-to-total
correlations also supported internal consistency of the ICS [4, 9, 11, 16, 36] as well
as average inter-item correlations [11] and item-to-total analyses [15].

Conclusions

The process of obtaining information about validity and reliability is an impor-
tant and ongoing process. Validity and reliability have different levels which can
be assessed with different samples. Psychometric testing does not have an end-
point, and whenever an instrument or scale is used, its validity and reliability
need to be demonstrated [2, 24].

The ICS has been developed systematically. Its validity and reliability have
been confirmed in several national, international and cross-cultural studies. The
ICS has excellent internal consistency, which has remained at the same level
from study to another. The theoretical structure behind the ICS is strong and has
been supported in many studies. Several studies have also demonstrated high
construct validity of the ICS. The ICS has undergone a systematic development
process, and its psychometric properties have been tested frequently, making it a
reliable and valid scale in the context of nursing and health sciences.
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Other Instruments Measuring
Individuality and Related Concepts

Janika Koskenvuori, Minna Stolt, and Riitta Suhonen

Abstract

This chapter aims to describe the variety of instruments developed for the mea-
surement of individuality and person-centredness in healthcare from patients’
and healthcare professionals’ perspective. As the topics of individualised care
and person-centredness have long been of interest and researchers have defined
these concepts in different ways, instruments have also been developed for the
measurement of these abstract concepts.

Keywords
Scales - Instruments - Measures - Existing measurement tools

9.1 Introduction

In addition to the Individualised Care Scale, there are many other instruments
designed to measure individuality from different points of view, especially from
patients’ and healthcare professionals’ (mainly nurses) perspective. Individuality
has been the main target of some of the instruments, but also one of the sub-concepts
of other constructs. Furthermore, there are many instruments measuring concepts
related to individuality, such as person-centredness (see Table 9.1). Comprehensive
definitions for such concepts are presented in Chap. 4.

J. Koskenvuori (P<) - M. Stolt
Department of Nursing Science, University of Turku, Turku, Finland
e-mail: janika.j.koskenvuori @utu.fi; minna.stolt@utu.fi

R. Suhonen
Department of Nursing Science, University of Turku, Turku, Finland

Turku University Hospital, City of Turku, Welfare Division, Turku, Finland
e-mail: riisuh@utu.fi

© Springer International Publishing AG, part of Springer Nature 2019 91
R. Suhonen et al. (eds.), Individualized Care,
https://doi.org/10.1007/978-3-319-89899-5_9

9


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-89899-5_9&domain=pdf
mailto:janika.j.koskenvuori@utu.fi
mailto:minna.stolt@utu.fi
mailto:riisuh@utu.fi

92

J. Koskenvuori et al.

Table 9.1 Instruments measuring individuality and related concepts

Respondents
Patient/| Healthcare
Instrument Main target Subscale client | professionals
Individuality | Schmidt Nursing care Seeing the X
perception of individual
nursing care patient
survey (SPNCS)
[1]
Oncology Quality of Individualisation X
patients’ nursing care
perceptions of
the quality of
nursing care
scale
(OPPQNCS) [2]
Individualized Individualised X
care index (ICI) care
van [3]
Individualized Individualised X
care inventory care
(ICD [4]
Assessment of Approach for | Individualised X
the approach to nursing care nursing care
nursing care [5]
Person- The person- Person- X
centredness | centered inpatient | centredness
scale [6]
Client-centred Person-centred X
care care
questionnaire
(cccQ
Person-centred Person-centred X
care climate care
questionnaire- environment
patient version
(PCQ-P) [8]
The person- Person-centred X X
centred nursing nursing care
index (PCNI) [9,
10]
Person-centred Person-centred X
climate care
questionnaire- environment
staff version
(PCQ-S) [11]
Person-centered Person-centred X
care assessment care
tool (P-CAT) [12]
Patient-centred Person-centred X
care competency | care
scale (PCC) [13] | competency
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Twelve different instruments reflecting individuality and related concepts will be
briefly described, including their purpose, theoretical basis, and operationalisation
and scaling. In the first subchapter, two instruments measuring individuality from
the patients’ perspective through subscales are presented. In the second subchapter,
three instruments focusing on individualised care from healthcare professionals’
perspective are presented followed by the third subchapter in which seven instru-
ments measuring person-centredness from both patients’ and/or healthcare profes-
sionals’ perspectives are described. The expressions used in the original papers are
used, and no interpretations are made.

9.2  Measuring Individuality from the Patients’ Viewpoint

There are a few instruments that can be used to measure individuality from the
patients’ perspective. In this section two of them are presented: Schmidt Perception
of Nursing Care Survey (SPNCS) and Oncology Patients’ Perceptions of the Quality
of Nursing Care Scale (OPPQONCS).

9.2.1 Schmidt Perception of Nursing Care Survey (SPNCS)

Schmidt Perception of Nursing Care Survey (SPNCS), originally designed in the
USA, is an empirically derived instrument aimed to measure patients’ perceptions
of their nursing care [1]. The theoretical basis for the development of the SPNCS is
provided by a grounded theory study about medical-surgical patients’ perceptions
of the nursing care they received while hospitalised. Four categories of patients’
perceptions of their nursing care emerged: ‘Seeing the Individual Patient’,
‘Explaining’, ‘Responding’ and ‘Watching Over’ [14].

The psychometric properties of the initial 37-item measure were tested in a US
sample of discharged medical-surgical patients. Acceptable reliability was obtained
for the scale, and factor analysis suggested four factors. According to Suhonen
etal. [15], also satisfactory inter-item correlations, criterion validity against typical
satisfaction surveys and discriminant validity of the SPCNS have been reported.
Furthermore, the SPCNS has been further validated using structural equation mod-
elling (SEM), implemented through LISREL in a sample of medical and surgical
patients [16], and some evidence for the convergent validity of the ‘Seeing the
Individual Patient’ subscale has been provided among Finnish hospital patients
[17]. The SPCNS has been used in the USA among medical-surgical [16], bariatric
[18] and critical care [19] patients. One European comparative study was con-
ducted among orthopaedic and trauma patients in Finland, Greece, Sweden and the
UK [15].

The SPCNS consists of 15 items that are scored by the patient using a Likert-type
scale (from 1, strongly disagree to 5, strongly agree). The SPNCS is divided into
four subscales: ‘Seeing the Individual Patient’ (five items), ‘Explaining’ (three
items), ‘Responding’ (three items) and ‘Watching Over’ (four items) [16].
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‘Seeing the Individual Patient’ represents the extent to which patients perceive they
were treated as unique individuals by the nursing staff providing care. ‘Explaining’
represents the extent to which the nursing staff meets the patients’ information
needs. ‘Responding’ represents the actions of nursing staff that result from the
patient’s request or symptom. ‘Watching Over’ represents patients’ knowledge that
nursing staff were in close proximity and alert to their needs [14].

9.2.2 Oncology Patients’ Perceptions of the Quality
of Nursing Care Scale (OPPQNCS)

The Oncology Patients’ Perceptions of the Quality of Nursing Care (OPPQNCS),
originally designed in the USA, is an instrument that measures the quality of cancer
nursing care from the patient’s perspective [2]. The development of the OPPQNCS
is based on the middle-range theory of high-quality cancer nursing care by Radwin
[20]. The theory is comprised of two multidimensional concepts: (1) attributes of
high-quality cancer nursing and (2) outcomes of high-quality cancer nursing. The
OPPQNCS operationalises the eight attributes: professional knowledge, continuity,
attentiveness, coordination, partnership, individualisation, rapport and caring [20,
21]. The conceptual definitions of the eight attributes, theoretical descriptions and
verbatim data from the study [20] were used to construct the OPPQNCS subscales
and items. One hundred twelve initial items underwent expert consultant evaluation,
after which content validity was assessed using an expert panel consisting of patients
and healthcare professionals.

The preliminary study leading to the development of the OPPQNCS was per-
formed with a sample of 552 cancer patients. Data from the research supported the
reliability (@ = 0.99) of the scale, and factorial analysis suggested four components.
Further research has provided evidence for the convergent validity of the
Individualization subscale among Finnish hospital patients [17]. The OPPQNCS
has been used only in oncology patient settings in the USA [21] and Turkey [22] as
well as in a few international studies conducted in the European countries of Finland,
Cyprus, Greece and Sweden [23, 24].

The OPPQNCS includes 40 items (or 18 items in the short form) that are recorded
by the patients on a 6-point Likert scale reflecting the frequency of the nursing
activity (from 1, never to 6, always). The scale is composed of four subscales:
‘Responsiveness’,  ‘Individualization’,  ‘Coordination’ and  ‘Proficiency’.
‘Responsiveness’ designates the degree to which the nurse demonstrates that he/she
is able to meet patient’s needs in an attentive and caring manner. ‘Individualization’
designates the degree to which the nurse personalises care according to the patient’s
feelings, preferences and desired level of involvement in care. ‘Coordination’
designates the degree to which the nurse promotes communication among other
nurses and the patient, while ‘Proficiency’ designates the degree to which the nurse
provides knowledgeable and skilful nursing care [2].
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9.3  Measuring Individuality from the HealthCare Providers’
Point of View

The individuality of care can also be measured from the healthcare provider’s per-
spective. In this section, three instruments focusing on this are presented:
Individualized Care Index (ICI), Individualized Care Inventory (ICI) and assessment
of the approach to nursing care.

9.3.1 Individualized Care Index (ICl)

The Individualized Care Index (ICI), originally designed in the USA, is aimed to
measure the extent to which nurses perceive they are individualising the care they
are providing to their patients, and it is addressed specifically at nurses delivering
direct patient care in inpatient hospital settings [3]. The theoretical basis for the
Individualized Care Index was created by establishing a valid definition of the
concept of individualised care through a threefold process. First, a comprehensive
review of the literature was conducted. The concept of individualised care, as well
as various related phenomena, such as patient-centred care, coordinated-continuous
patient care and comprehensive nursing care, was explored, leading to generation of
a list of nursing care behaviours. Second, a panel of judges reviewed the list of
nursing care behaviours, of which 64 out of 80 were judged to be individualised care
actions. Third, an initial pretest was conducted leading to a final selection of action
referring to individualised care. The actions included three individualised care
factors: patient-centred comprehensive care, patient-centred coordinated care and
patient-centred inquiry/assessment [3].

The preliminary study leading to the development and psychometric testing of
the Individualized Care Index was conducted among 838 nurses working in medical-
surgical settings [3]. Each of the subscales had acceptable alpha values (factor
1, 0.91; factor 2, 0.85; factor 3, 0.91) indicating good reliability of the measurement.
Construct validity, inter-item correlations and discriminant validity have been
reported [3]. The Individualized Care Index has primarily been used in Canada, for
example, among nurses working in cardiology, neurology and orthopaedic units
[25] as well as in acute care settings [26, 27].

The Individualized Care Index consists of 45 items that are scored by the nurses
on a 5-point rating scale from 1, with none of my patients, to 5, with all of my
patients. A total of 29 items elicit the frequency with which nurses perceive
themselves as fulfilling each of discrete individualised nursing care actions for their
patients. The ICI includes an additional 13 items from the Qualpacs instrument and
3 items addressing indirect aspects of care. These items were used to mask the
original intent of the survey, which had a heavy focal point on patient-centred
interactions of the nurse-patient dyad [3]. Higher ICI scores indicate higher levels
of individualisation of patient care.
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9.3.2 Individualized Care Inventory (ICl)

The Individualized Care Inventory (ICI), originally designed in Canada, is aimed to
measure individualised care from the staff perspective. It was initially developed to
capture staff perceptions of individualised care for persons with dementia in long-
term care institutions [4]. The theoretical basis of the ICI was established through a
literature review, direct observation of care at long-term care facilities and ongoing
consultation with an expert panel. Three domains focusing on staff members and
their interactions with each other and with the resident were eventually chosen as
appropriate for the development of the Individualized Care Inventory: ‘(1) the
individuality of the resident, i.e. knowing the person/resident, (2) an opportunity for
autonomy and choice for the resident, (3) open communication between staff
themselves and between staff and residents’ [4]. Item generation included
development of an item pool for each domain, expert panel assessments, revisions
and piloting [4].

Psychometrics of the instrument were assessed using a sample of 58 care aides
working in long-term care facilities. The evidence of construct validity demonstrated
a three-factor model. Reliability for each of the three subscales was acceptable as
the Cronbach’s a coefficient ranging from 0.77 to 0.80. Test-retest reliability was
also reported [4]. Further support for the psychometric properties of the
Individualized Care Inventory was provided in the study by O’Rourke et al. [28]. It
has also been adapted and validated for a Chinese population [29], and it has been
used in Canadian long-term care settings [4, 28, 30] as well as in nursing home
settings in Australia [31] and Sweden [32].

The Individualized Care Inventory consists of three scales, ‘IC-KNOW’,
‘IC-AUTONOMY’ and ‘IC-COMMUNICATION’, measuring long-term aged care
staff’s perceptions of the individualised care they have recently been providing. The
first scale, ‘IC-KNOW?”, refers to how well staff perceives they know the residents
they are caring for as persons. The scale includes 13 items that are rated by the staff
on a 4-point Likert scale (from 1, strongly disagree, to 4, strongly agree). The
second scale, IC-AUTONOMY’, refers to how much control the staff perceives
residents have over their everyday environment and their ability to choose to
participate in activities directly related to their care or well-being. The scale includes
15 items reflecting frequency that are recorded on a 5-point Likert scale (from
1, very frequently, to 5, never). Lower scores indicate increased resident autonomy.
The third scale, IC-COMMUNICATION’, consists of 2 subscales that measure
both staff-to-resident communication and staff-to-staff communication through 18
items. Responses are given on a four-point scale (from 1, never, to 4, always).
Higher scores report better communication [4].

9.3.3 Assessment of the Approach to Nursing Care

Assessment of the approach to nursing care seems to be the first published assess-
ment regarding individualisation in nursing care. The precise name of the scale is
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unclear, and it has also been named as a questionnaire for determining if nursing care
is individualised or functional. It was introduced by Mackay and Ault in 1977 when
they presented their plan that could be used to move the approach to nursing care in
units from a functional, task-oriented approach to individualised nursing care to meet
the physical, psychological and social needs of the patient. This plan included nearly
30 different steps, in one of which nursing units were recommended to assess their
current approach to nursing care using a simple 12-question assessment. This ques-
tionnaire is divided into two parts: individualised nursing care and functional nursing
care. Both parts consist of six dichotomous questions (YES/NO). YES to all answers
in part 1 indicates an individualised approach to nursing care within the nursing unit,
whereas YES to all answers in part 2 indicates a functional approach. YES answers
in both parts indicate that the nursing unit uses both individualised and functional
components in the nursing care provided [5].

Very little is known about the use of the assessment of the approach to nursing
care in the practical or research field. However, it was probably one of the baseline
factors launching the interest in developing more comprehensive measurements
targeting individualisation in the healthcare context.

9.4  Measuring Person-Centred Healthcare

There are many instruments available that are designed to measure person-
centredness in healthcare from both patients’ and healthcare providers’ perspec-
tives. In this section, three instruments are presented measuring person-centredness
from patients’ perspective (Person-Centered Inpatient Scale, Client-Centred Care
Questionnaire (CCCQ) and Person-Centered care Climate Questionnaire-Patient
version (PCQ-P)) and four instruments measuring the same phenomenon from
healthcare providers’ perspective (Person-Centred Nursing Index (PCNI), Person-
Centered Care Assessment Tool (P-CAT), Person-Centred Climate Questionnaire-
Staff version (PCQ-S) and Patient-Centred Care Competency Scale (PCC)).

9.4.1 The Person-Centred Inpatient Scale

The Person-Centered Inpatient Scale, originally designed in the UK, is an instru-
ment purposed to assess ‘Valuing people as individuals’ under the term person-
centredness in healthcare from patients’ perspective [6]. Theoretical basis of the
Person-Centered Inpatient Scale is provided by a previous qualitative study examin-
ing how people talked about their disappointments with healthcare. The study iden-
tified ‘personal identity threat’ as a key concept explaining how people accounted
for their experiences. The categories of ‘personal identity threat’ included percep-
tions of being dehumanised, objectified, stereotyped, devalued and disempowered.
The first two categories of dehumanisation and objectification referred to the
patients feeling that they had been treated as ‘non-persons’ and with little attention
paid to their feelings, unique knowledge and experience. Being stereotyped included
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having low intelligence and being incompetent, infantile, idle/dishonest and unbal-
anced. Being disempowered meant having that person little control over one’s body,
feeling frustrated at being unable to gain access to care or carrying out one’s social
roles and feeling unable to assert the authentic self. Being devaluated included a
feeling of being devalued as a human being [6].

An initial questionnaire consisting of 72 items covering the dimensions of the
concept of ‘personal identity threat’ was developed through a process that included
piloting, testing and refinement of the items. The initial questionnaire was used in
a sample of Scottish inpatients discharged from a hospital. However, no validity
or reliability testing was presented [6] According to the paper of Davis et al. [33],
Coyle and Williams presented in their unpublished paper a rigorous process with
established criteria for item retention, reducing the questionnaire to a 20-item
tool. According to the same paper, the final scale was unidimensional and had
good reliability (e = 0.91). The utility of the scale was further studied in an
Australian sample of older subacute care patients. The study found that the
Person-Centered Inpatient Scale has the ability to detect variation in frequency
scores. However, no validity or reliability estimates were presented in this study,
either [33].

The Person-Centered Inpatient Scale consists of 20 items in 5 dimensions: (1)
personalization (four items), (2) empowerment (four items), (3) information (four
items), (4) approachability/availability (four items), (5) respectfulness (two items)
and (6) miscellaneous (two items). Items are scored on a five-point Likert scale
including the categories ‘strongly agree’, ‘agree’, ‘uncertain’, ‘disagree’ and
‘strongly disagree’ [33].

9.4.2 C(Client-Centred Care Questionnaire (CCCQ)

The Client-Centred Care Questionnaire (CCCQ), originally designed in the
Netherlands, is purposed to evaluate person-centred care from a client perspective
in home-care setting [7]. The CCCQ is based on a framework that emerged during
a study on client perspectives of client-centred care and the competencies
professionals should have in order to provide it [7]. The study results suggested that
care is experienced as client-centred when clients ‘feel recognised and respected by
the nurse and when they experience autonomy with respect to the way in which care
is delivered’ [7]. Five central values (autonomy, continuity of life, uniqueness,
comprehensiveness and fairness) and three underlying values (equality, partnership
and interdependence) were identified as essential to client-centredness and relation-
ships with caregivers [7].

Fifteen items referring to the values and expectations mentioned above were
formulated and assessed through discussion with experienced nurses and clients.
The initial questionnaire was piloted and, following minor revisions, tested with a
sample of clients receiving home care (n = 107). Internal consistency using
Cronbach'’s alpha for total questionnaire was 0.94. Factorial analysis suggested that
CCCQ has a unidimensional construct [7].



9 Other Instruments Measuring Individuality and Related Concepts 99

The CCCQ consists of 15 items that are rated by the clients using a five-point
Likert scale (from 1, totally disagree, to 5, totally agree) [7]. The questionnaire has
been used within home-care settings in the Netherlands [34, 35] and Canada [36]. It
has also been subjected to research in long-term care settings in Estonia and among
Chinese chronic patients [37].

9.4.3 Person-Centred Climate Questionnaire-Patient
Version (PCQ-P)

The Person-Centered Climate Questionnaire-Patient version (PCQ-P), originally
designed in Sweden, is an instrument designed to measure the extent to which
patients perceive their care environments as person-centred. The PCQ-P is intended
to be used with adults receiving somatic care in subacute and acute hospital settings.
The theoretical framework for developing the PCQ-P emerged from the authors’
qualitative research programme exploring care environments perceived as caring.
Patients and their significant others described that physical and psychosocial dimen-
sions of care environments that supported their personhood were important for their
well-being. The theoretical framework describes person-centred environments as
consisting of three dimensions: a climate of safety, a climate of everydayness and a
climate of hospitality. Drawing on this theoretical framework, a preliminary 45-item
questionnaire was constructed embracing the 3 climate dimensions and further vali-
dated by its content through expert panel and patient assessments [8].

The PCQ-P underwent an initial testing and reduction process with a sample of
hospital patients (n = 544). The internal consistency coefficient was satisfactory for
the total scale when estimated with Cronbach’s alpha (0.93), and a three-domain
factorial structure was found. The test-retest reliability of the questionnaire was
estimated to be satisfactory [8]. The PCQ-P was later translated into English and
validated in an Australian hospital patient sample, confirming appropriate
psychometric properties [38]. More recently, the PCQ-P was evaluated for its
psychometrics in long-term care settings using a sample of older residents in North
America. The PCQ-P was demonstrated as a valid and reliable tool that could also
be used beyond hospital settings [39].

The PCQ-P includes 17 items that are rated by patients on a 7-point Likert scale
(from 1, no, I disagree completely to 7, yes, I agree completely). The scale has the
following three dimensions: (1) ‘a climate of safety’ (ten items), (2) ‘a climate of
everydayness’ (four items) and (3) ‘a climate of hospitality’ (three items). ‘A climate
of safety’ refers to staff who talk in an understandable lay language; are available,
approachable and competent; and respond quickly. Furthermore, a clean and well-
organised physical environment symbolises safe care. ‘A climate of everydayness’
refers to experiences of a ‘de-institutionalised” environment that contains the aspects
of the familiar and every day and of being home-like. ‘A climate of hospitality’
refers to the reception and entertainment of people in the environment, conveying
both feelings of being welcome and receiving the best treatment and care. Higher
scores indicate a climate that is very person-centred [8].
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9.4.4 The Person-Centred Nursing Index (PCNI)

The Person-Centred Nursing Index (PCNI) developed by Slater and McCormack in
the UK in 2006 is an instrument purposed to measure the processes and outcomes
of person-centred nursing care from nursing and patient perspectives [9, 10]. The
PCNI measures factors identified in McCormack and McCance’s [40] ‘Person-
centred nursing theoretical framework’, which brings together previous empirical
research focusing on person-centred practice with older people and the experience
of caring in nursing. The framework comprises four constructs: prerequisites, care
environment, person-centred processes and outcomes. Prerequisites focus on the
attributes of the nurses and include being professionally competent, having
developed interpersonal skills, being committed to the job, being able to demonstrate
clarity of beliefs and values and knowing self. The care environment focuses on the
care context and includes appropriate skill mix, systems facilitating shared decision-
making, effective staff relationships, supportive organisational systems, shared
power and the potential for innovation and risk-taking. Person-centred processes
focus on delivering care through a variety of activities and include working among
patient’s beliefs and values, engagement, having sympathetic presence, sharing
decision-making and providing for physical needs. Outcomes are the results of
effective person-centred nursing and include satisfaction with care, involvement in
care, feeling of well-being and creation of a therapeutic environment [40].

The PCNI was developed as an integral part of the study described in the paper by
McCance et al. [41], and it was generated from an amalgamation of key findings from
an extensive literature review, focus groups and a pilot study. The PCNI consists of
three parts—the Nursing Context Index (NCI), the Caring Dimensions Inventory (CDI)
and the Nursing Dimensions Inventory (NDI). The NCI consist of 89 items covering 19
domains relevant to the nursing work environment. The CDI is an instrument designed
to measure perceptions of caring in the nurse-patient relationship. It consists of 35
items that are categorised into 5 labels: technical, intimacy, psychosocial, unnecessary
and inappropriate. Items are rated on a five-point Likert scale ranging from ‘strongly
agree’ to ‘strongly disagree’. The NDI is an instrument for non-nurses (including
patients) to assess non-nursing views of what constitutes caring. It is based on the CDI
and replicates the items from a non-nursing perspective [41].

The PCNI has been used in the UK within residential care [41] and hospital [10]
settings. Another study within residential care settings was conducted in Australia
[42], whereas Deravin et al. [43] used the instrument within medical-surgical
settings [42]. The PCNI has also been subjected to research within adult psychiatric
hospital settings in Finland [44].

9.4.5 Person-Centred Climate Questionnaire-Staff
Version (PCQ-S)

The Person-Centred Climate Questionnaire-Staff version (PCQ-S), originally
designed in Sweden, is an instrument aimed at measuring to what extent the climate
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of healthcare settings is experienced as person-centred by staff. Similar to the
PCQ-P introduced previously, the theoretical framework for developing the PCQ-S
emerged from the authors’ qualitative research programme exploring care
environments. The theory describes person-centred environments as consisting of
the following three main climate categories: a climate of safety, a climate of
everydayness and a climate of hospitality. Based on theory and other research
literature, an initial pool of items covering the three main climate categories was
formulated and validated by its content through expert panel evaluation [11].

The initial questionnaire consisting of 45 items was subjected to item analysis
and reduction using a sample of Swedish hospital staff (n = 600). Cronbach’s alpha,
indicating internal consistency, was 0.88 for the final 14-item questionnaire.
Factorial analyses resulted in a three-factor structure. Test-retest reliability
confirmed satisfying stability and reliability of the PCQ-S over time [11]. The
PCQ-S has been translated into English and validated in an Australian sample of
day surgery care staff, supporting the reliability of the scale. However, the scale was
found to have a four-component structure, which deviated somewhat from the three-
factor structure found earlier [45]. There is also a study validating the PCQ-S in a
Norwegian sample of nursing home staff, demonstrating good psychometric prop-
erties, which indicates that the scale can be used in such settings as well [46].
Furthermore, the PCQ-S has been used in studies conducted in Sweden in acute care
settings [47, 48] and in residential care settings for older people [49] as well as in
Korea in long-term care settings [50].

The PCQ-S contains 14 items in 3 subscales: (1) ‘a climate of safety’ (five items),
(2) ‘a climate of everydayness’ (five items) and (3) ‘a climate of community’ (four
items). Safety relates to experiences of being safe in the environment, everydayness
relates to the environment as having an everyday and neat character, while
community involves possibilities to maintain previous and establish new social
contacts in the environment. Items are rated by the staff members on a six-point
Likert scale (from 1, no, I disagree completely, to 6, yes, I agree completely). Higher
scores indicate a climate that is very person-centred [11].

9.4.6 Person-Centred Care Assessment Tool (P-CAT)

The Person-Centered Care Assessment Tool (P-CAT), originally designed in
Sweden and Australia, is an instrument purposed to measure the extent to which
professionals working in residential aged care facilities rate their settings as being
person-centred [12]. The theoretical basis for the P-CAT was generated through a
process of review of literature, expert panel consultations and interviews. First, a
literature review was conducted to summarise the knowledge about person-centred
care for people with dementia. Person-centred care was described through four
dimensions as ‘maintaining personhood in spite of declining cognitive ability,
striving to take the standpoint of the patient, acknowledging personal experiences of
life and relationships, and including the social environment as a therapeutic agent’.
Based on the description, initial items for the P-CAT were formulated and further
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modified and verified through expert consultations and interviews with staff
members, patients and family members [12].

To undergo a systematic process of item reduction and psychometric testing, the
preliminary tool was distributed to an Australian sample (n = 220) of aged care staff.
Data from the research supported the reliability (a = 0.84) of the scale, and factorial
analysis suggested three domains: personalised care, accessibility and organisational
support. Furthermore, test-retest reliability of the tool indicated satisfactory estimates
[12]. The P-CAT has subsequently been adapted and validated in residential care set-
tings in Sweden [51] and Norway [52]. A version has also been adapted and validated
for Chinese [53] and, more recently, Spanish populations [54]. All of this research
confirmed the acceptable psychometric properties of this instrument. The P-CAT has
been used in research conducted in residential care settings for older people in
Australia [55] and Sweden [56] as well as in long-term care settings in Korea [50].

The Person-Centered Care Assessment Tool consists of 13 items reflecting the
content of individualised care, environmental accessibility and organisational
support. Items are rated by the professionals using a five-point Likert scale (from
1, disagree completely, to 5, agree completely). Higher values indicate a higher
degree of person-centredness [12].

9.4.7 Patient-Centred Care Competency Scale (PCC)

The Patient-Centred Care Competency Scale (PCC), developed in South Korea, is an
instrument designed to assess hospital nurses’ perceptions of their patient-centred
care competency. The development of the PCC is based on a definition of patient-
centred care competency proposed by the Quality and Safety Education for Nurses
(QSEN) faculty. The QSEN defines patient-centred care competency as knowledge,
skills and attitudes regarding patient-centred care. Drawing on this definition and a
review of previous research, an initial 41-item draft of the questionnaire was com-
posed and validated by its content through an expert panel. The resulting 25 items
were pretested among nurse professionals to verify their clarity and comprehensibil-
ity, leading to minor modifications of the wording of the questionnaire [13].

For psychometric testing of the PCC scale, the 25-item questionnaire was distrib-
uted to a sample of hospital nurses (n = 594). Cronbach’s alpha indicating internal
consistency coefficient was satisfactory (0.92) for the final 17-item questionnaire.
Initial factor analysis revealed a four-factor solution, and multitrait scaling analysis
supported satisfying convergent and discriminant validity for the four-subscale
structure. There seems to be no other research on the PCC, and further validation of
the instrument is suggested [13].

The PPC contains 17 items in four subscales: (1) ‘respecting patients’ perspec-
tives’ (six items), (2) ‘promoting patient involvement in care processes’ (five items),
(3) ‘providing for patient comfort’ (three items) and (4) ‘advocating for patients’
(three items). Nurses rate their competencies for each item on a five-point Likert
scale (from 1, minimal to 5, excellent). Higher scores indicate nurses’ higher com-
petency with respect to patient-centred care [13].
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Conclusion

There are a variety of instruments aimed to measure individuality and related
concepts both from patients’ and healthcare professionals’ perspectives. Some of
the instruments have been widely used in different countries, also in comparative
studies, while others have been used less and in national contexts only. To mea-
sure abstract concepts, the definition of the concept has to be operationalised in
the instrument. Therefore, it was important to describe the background of each
instrument and the purpose for which it was developed. In order to measure con-
cepts such as individuality, individualised care and patient-centredness of care,
valid and reliable instruments are needed. The validity and reliability assessment
of these instruments has been varying, and it seems that only few instruments
have been systematically developed and tested. However, developing an instru-
ment takes years and is not an easy task to undertake.

After describing the different instruments in this chapter, it can be seen that
the approaches have been different and the purposes of the instruments have
been many. The fact that there are so many instruments lends support to the
importance of the topic in clinical practice as well from both patients’ and pro-
fessionals’ point of view. All of these instruments are potential choices when
measuring individuality and related concepts. In addition, they could be used as
criterion instruments when demonstrating criterion validity of another instru-
ment. In all, more research using such instruments is needed in order to verify
their relevance in measuring individuality and person-centredness in the health-
care context.
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Abstract

The purpose of this chapter is to describe the nature and implementation of indi-
vidualised nursing care among surgical patients. The nature of this care is opera-
tional, the patient-professional contact is short and the emphasis is on supporting
recovery and self-management by educational activities. In this chapter, we first
describe the nature of individualised surgical nursing care and then move on to
the support of this care.
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10.1 The Nature of Individualised Surgical Nursing Care

In surgical nursing care, there are many challenges for individualised care. These
challenges have to do with the short contact times between patients and profession-
als, the high-level standardisation of the procedures and high technical orientation.
All these mean high expectations for the patients’ self-management and individual
responsibility of their recovery.

Shortening contact times between patients and professionals is mainly due to the
increase of ambulatory care and short-stay clinics, leading to shorter hospital stays
[1]. This emphasises the importance of preoperative education and patients’ indi-
vidual preparation for the operation, as well as recovery time at home. This requires
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multidimensional empowering knowledge (e.g. [2])—as well as understanding of
the individual patient’s own contribution and empowerment.

The aim of high-level standardisation of procedures is to achieve what is best for
the patients. This has to do with the definition of surgical protocols and clinical
pathways as well as with patient safety guidelines. At the same time, however, these
pose challenges for the individual processes of patients and the possibilities to cre-
ate individual solutions. For example, for the continuity of care in ambulatory sur-
gery, co-ordination flow, time flow, caring relationships flow and information flow
all need to be realised at the same time in order to achieve an individual process for
patients [3]. In standardised care, the amount of relevant variation of the care is
rarely defined, which poses a challenge in terms of responding to each patient’s
individual needs and expectations. In addition, standardised care emphasises effec-
tiveness and the passive role of the patient instead of the patients taking an active
part in their own care [4]. Thus, in certain circumstances, effectiveness may be
considered as a threat to individuality [5].

Healthcare technology has brought a lot of advancements in the surgical opera-
tional field, from nurses’ documentation to the use of surgical robots. However, the
use of technology also means some challenges to healthcare professionals in pro-
viding individualised care. The time spent on technology is often extensive, and
depending on the technological devices, it can also mean time away from the
patient’s bedside. In addition, it is also a threat to individual care if nurses’ skills
required in providing individualised care are not valued as highly as their technical
skills [6].

Especially, there can be a risk for informational privacy. Sharing patient informa-
tion with electronic devices may jeopardise information security [7] and thus put
patients’ privacy at risk. Individual care in the operational surgical field has many
dimensions. Patients are mostly physically touched by operations, including proce-
dures such as resections or reconstructions using prosthetic devices. This means that
physical privacy and respect of physical dignity have a strong role. Operational care
is a process, from the decision of operate to the operation itself and further to the
recovery at home. To keep the individual process comprehensive and fluent, there is
a need for well-planned, successful patient education and counselling during all the
phases of the process. The process also requires individual human understanding
and respect of patients’ rights as well as tailored patient-oriented solutions. Surgical
patients usually have various symptoms, such as pain and fatigue [8]. Pain, for
example, can inhibit decision-making and empowerment of a human being. Thus,
successful clinical management of pain is part of the respect of individual patients
in surgical nursing care [9].

Surgical operational care and treatment require trust: the patient has to trust the
professionals, even while under complete anaesthesia during the operation.
Correspondingly, this trust requires a high degree of responsibility on the part of the
professionals. This reciprocal relationship calls for a deep understanding and respect
from both parties. A challenge for individualised care is created if the relationship
does not allow enough time to get to know the patients, to listen to their perceptions
or to consider individual, exceptional solutions. Thus, there is a clear need to plan
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and implement individualised surgical nursing care as well as to evaluate the indi-
vidual outcomes.

10.2 Individualised Surgical Nursing Care
in Existing Literature

In the literature, surgical nursing care has been studied using the concepts individu-
alised care, patient-centred care and tailored care. The viewpoint of the studies var-
ies from a general perspective to a very narrow viewpoint of a specific treatment. In
this part, we concentrate on the studies using the concept of individualised care
from a general perspective. We describe the methods of studying individualised
surgical nursing care, its challenges and evaluations for individualisation.

Methodologically, there is a strong tradition of studying individualised surgical
nursing care with the Individualised Care Scale (ICS) developed by Suhonen et al.
[10]. This scale consists of two subscales, support of individuality in care (ICS-A)
and perception of individuality in care (ICS-B), and has versions for both patients
[10] and nurses [11]. Qualitative [6] and mixed methods [12] have also been used in
this field.

The evaluation of individualised surgical nursing care is methodologically chal-
lenging. Patients consider the evaluation difficult as nurses are a heterogeneous
group and there can be high variation in the level of individualised care [12]. Nurses
have reported experiencing difficulties in individualised care due to the existing
resources and emotional demands [6]. Evaluating individualised surgical nursing
care is thus somewhat challenging from both patients’ and nurses’ perspective.

The existing studies from patients’ point of view consist of orthopaedic patients
[12-14], orthopaedic and trauma patients [15-18], orthopaedic and neurosurgical
patients [19] or patients in general surgical wards [20-24]. The literature does not
present any clear associations between the surgical patients’ background factors and
the evaluation of individualised care [12, 14, 15, 18]. Based on the results, it is clear
that surgical patients consider it important to be cared for as individuals [13, 16, 17]
and they also consider the support for their individuality as rather high [14, 17, 23,
24]. There is, however, variation in the individualisation, ranging from higher [16,
20, 24] to moderate [21]. Surgical patients seem to be satisfied both with the support
for [13, 16, 19, 22-24] and the realisation of individuality in clinical situations
[16, 19, 21].

Personal life, however, seems to be an area with less received support for indi-
viduality [13, 16, 19, 22, 24], and it is not perceived as high in the care, either [13,
16, 19, 21, 23]. Instead, decisional control is highly or well realised in the care of
surgical patients [13, 16, 19, 21, 23, 24] except when it comes to deciding when to
perform daily hygiene [16]. Individuality in the care realisation is valuable as such,
but it is also associated with higher level of patient satisfaction [21, 23] and with
health-related quality of life [23].

The study populations in the studies from nurses’ point of view consist of nurses
working in orthopaedic and trauma wards [25, 26], general surgical wards [20, 22],
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day surgery or a combination of these [6, 27]. Nurses’ support for surgical patients’
individuality is connected with their higher level of education, work title and length
of working experience [25]. Nurses supporting and providing individualised care is
associated with nurses’ internal work motivation, cultural sensitivity and staff rela-
tionship with physicians. In addition, providing individualised care is connected to
nurses’ control over practice and teamwork [26]. Nurses consider that they are well
able to support surgical patients’ individuality [22, 27]. The support is strongest in
clinical situations and weakest in the case of personal life situation [22]. Nurses also
think that patients’ individuality is realised in the care they provide [20, 22, 27].
Individualisation is realised most strongly in decisional control and most weakly in
the area of personal life situation [22].

When comparing the viewpoints of patients and nurses, both consider that indi-
viduality is supported and realised in the care. Nurses seem to evaluate the individu-
ality as higher than patients [20, 22]. In international comparison, there are some
differences in the support and realisation of individuality as evaluated by surgical
patients and nurses. However, there is no clear division in the variation on either a
North-South or a West-East axis [17, 20, 25, 27]. The variation may be explained by
differences in care culture and care arrangements between the countries [17, 20, 27].

The literature on individualised surgical nursing care focuses on the perspectives
of patients and nurses. As the surgical field is under fast development and rapid
changes in both medical treatment and unit-level nursing, research concerning the
requirements for the organisational level is needed. Even though the results of the
studies concerning individualised care among surgical patients indicate rather a
high level of satisfaction, there is still a need for future studies. In particular, there
is a need to find out factors supporting individualised surgical nursing care in differ-
ent contexts and among different surgical groups of patients, as well as studies test-
ing different interventions to support individualisation. In the next section, we point
out some important areas of support of individuality.

10.3 Support of Individualised Surgical Nursing Care

In surgical operational nursing care, there are three main areas of support for the
individualisation, i.e. educational, ethical and technological support. The support
can include different professional actions, principles and strategies to follow or
decisions to be made. In the next paragraphs, all of these will be described, the main
emphasis being on educational support.

10.3.1 Educational Support

Educational support for individualisation in surgical nursing care aims to empower
individual patients before, during and after the perioperative process. This support
can be divided into educational diagnostics, empowering educational discourse, and
educational interventions and evaluation of their outcomes.
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Educational diagnostics is important for individualised empowering education.
Diagnostics means that the professional has to know the existing knowledge base
and structure, learning strategies and preferences of the patient. By analysing the
patient’s existing knowledge, it is possible to construct an individualised educa-
tional process for the patient and identify possible gaps in the knowledge.
Unfortunately, in healthcare practices, we do not necessarily have systematic edu-
cational diagnostic instruments for evaluating the knowledge level of patients or
their cognitive structures or ways of processing (e.g. [28, 29]). In the literature,
patients’ information needs have been one focal topic (e.g. [30]). However, these
studies mostly assume that patients’ needs can be standardised; subsequently,
patient information leaflet material is also created based on that standardisation.

Analysing patients’ personal expectations and their evaluations of the received
knowledge is fundamental for an individual educational process. This has been
done, for example, in the field of orthopaedic care and cancer care. The results indi-
cate that the expectations are multidimensional and have some international corre-
spondence [31]. Especially, the patients expect bio-physiological knowledge,
including knowledge about the symptoms and the disease. The results also indicate
that, when evaluated postoperatively by the same patients, the expectations are not
fully met [31, 32]. In particular, the fulfilment of social, economic and ethical
knowledge seems to be a problem. The knowledge received has been shown to be
positively connected with patient-centred quality of nursing care [33].

Educational diagnostics can be made using different instruments. A screening
instrument for cancer patients ([28]; see also [34]), for example, integrates the criti-
cal moments of individual cancer patient education and the knowledge expectation
types obtained from patient datasets into assessment of patients’ cognitive resources,
knowledge expectations and comprehension. Furthermore, knowledge tests can be
used for the purpose of identifying individual knowledge gaps [35, 36].

Empowering educational discourse is one method of individualised empowering
education (e.g. [37]), but there seem to be problems in the realisation of patient-
centred education [38]. Discourse can take different forms, but it can be divided into
initiation of the discourse, progress and closing, each having different empowering
elements [37]. What is important is shared negotiation and discussion and the con-
tent determined by the patient. The individual nature of the discourse allows the
identification of knowledge gaps and progress according to the individual situation
of each patient.

Different interventions have been tested for supporting individualised education
in surgical nursing care (e.g. [39-42]). Most of these interventions have been at least
partly effective, eliciting a positive response from patients. For example, Ryhénen
et al. [41] were able to show positive outcomes if clinical pathways are used for
patient education, while Siekkinen et al. [42] demonstrated the usefulness of knowl-
edge test feedback, as did Kesédnen et al. [40]. The positive outcomes included a
decrease in preoperative anxiety [40] and an improvement in quality of life [42]. In
all of these, the Internet was used in the intervention to give patients more individual
opportunities to approach the knowledge available (see [43]). However, there is still
a need to develop and test new educational interventions for improving the
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individual empowerment of surgical patients. A special challenge is the education
for ambulatory, short-stay patients. Furthermore, it is clear that educational methods
allowing patients to make themselves familiar with new knowledge individually are
effective and should be tested. Technological solutions, however, are not the only
option: for individual tailoring, it is fundamental to offer patients knowledge in a
multidimensional format. The readability and quality of educational materials are
also important (e.g. [44]).

10.3.2 Ethical Support

Ethical support in the field of surgical nursing care consists of the support of indi-
vidual patients’ ethical safety, the realisation of patients’ rights and the ethical com-
petence of professionals responsible for the care of individual patients. This support
has special importance among surgical patients, because they are adults, are willing
and capable of making decisions and require rapid recovery, and there are possibili-
ties for surgical errors. Furthermore, especially in surgery, the professionals are
allowed to touch the patient physically, even to perform painful actions.

Support for patients’ ethical safety aims to improve patients’ personal experience
of safety, referring to the freedom to express and live according to their own values
also in the context of healthcare. This freedom includes freedom for patients to
express their own preferences and evaluations of care, as well as to collaborate in an
individual way. Safety is a multidimensional concept. According to the WHO, for
example, “patient safety is the absence of preventable harm to patient during the
process of health care”. Thus, ethical safety is the absence of preventable ethical
harm, such as non-respect or limited possibilities to decision-making.

The issues in ethical safety are sometimes difficult to identify. Some information
can be found in patient complaints (e.g. [45]), satisfaction studies [21] and experi-
ence descriptions. Montini et al. [45] have created a classification of patients’ com-
plaints; among the “Red flags” they have discrimination, coercion and problems in
confidentiality. Ethical safety lists are, however, very rare. As it comes to the indi-
vidualisation of surgical nursing care, patients have reported [21] that the care they
received was only moderately individualised. Individuality was, however, taken into
account well in patients’ clinical situation and decisional control over care.

The realisation of the ethical rights of patients enacted in legislation and political
statements (e.g. [46]) is an individual approach to ethics. The rights are expressed in
ethical codes (e.g. [47, 48]), expressions of patients’ rights in hospitals or other
healthcare organisations (e.g. [49]) and by patients’ associations (e.g. [50]). In sur-
gical nursing care, the self-determination [51] and autonomy [52] of patients seem
to be on high level, as is also the case with privacy and informed consent [53].
Among professionals, however, there seems to be a lack of knowledge about
patients’ rights [54].

Ethical competence of professionals is important for the ethical safety of surgical
patients. Ethical competence is a multidimensional concept [55], consisting of char-
acter strength, ethical awareness, moral judgement skills and willingness to do
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good. The main part of the competence is moral courage, including seven core attri-
butes, i.e. true presence, moral integrity, responsibility, honesty, advocacy, commit-
ment and perseverance and personal risk ([56]; see also [57]). Although ethical
competence is important for professionals to be able to provide ethically oriented
individualised care, in the literature, research on ethical competence is scarce.

Based on the literature, nurse leaders have an important role in supporting nurses’
ethical competence [58]. Nurse leaders support ethical competence in performance
reviews but also, at least on some level, in the recruitment process. In performance
reviews, the nurse leaders highlight collegiality and ethical codes, while in the
recruitment process, the nurse leaders aim to ensure the nurse’s ethical behaviour
and knowledge [59]. However, neither nurses nor nurse leaders perceive the support
for nurses’ ethical competence to be at high level [60]. In addition, the literature
points out that nurse leaders’ ethical activity is low in many aspects. Nurse leaders
are not keen on developing their ethical knowledge or influencing ethical issues.
Moreover, they are not enthusiastic about conducting or implementing ethical
research [61]. Instead, nurse leaders’ ethical activity seems to concentrate on iden-
tification of ethical problems [61], and they recognise ethical problems in various
areas in the healthcare context [62]. In addition, nurse leaders have many activities
aimed to solve the problems although they do not have a systematic model for this
([63]; see also [64]). Thus, in order to support individualised care, we still need
evidence about the improvement of the ethical competence of professionals and the
role of leaders in that improvement.

The instruments and solutions for ethical support are limited. There are, for
example ([65]; see also [66]), clinical ethics consultations, ethics committees, ethics
rounds, discussion groups and reflection groups. The first perspective emphasises
the importance of ethics consultation, the second one the importance of clinical eth-
ics committees. From the third point of view, professionals’ experiences of every-
day ethical issues are important, as are also the ethical rounds in different units. The
evidence is limited, and individually tailored interventions have not even been
tested. It is clear, however, that there is an increased worldwide interest in clinical
ethics support.

10.3.3 Technological Support

The use of different technological solutions and devices in everyday life has
increased in the last few decades. The technological development gives also health-
care environment possibilities to utilise different kinds of solutions in patient care,
including individualised care, and the use of technology has become trivialised in
the healthcare context. However, the use of technology in healthcare tends to focus
on computer programs and surgical devices used by health professionals, while less
attention is given to technological support in individualised patient care used by the
patients.

The care of surgical patients may be divided to preoperative, intraoperative and
postoperative phases [67]. The literature proposes technological solutions for the
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preoperative [68, 69] and postoperative phases [70], which may not only ease the
patient’s care process but also provide possibilities for individualised solutions.
These solutions aim to gather, transfer and exchange information [67].

In the preoperative phase, patients’ information is usually gathered face-to-face
with health professionals. In an alternative solution, patients give information about
themselves preoperatively by using technological devices [67], for example, a com-
puter or a tablet. By this, patients are not only able to give information about them-
selves wherever they want to but also whenever they want to. Thus, patients may
provide the information at the time that is most suitable for them. Technological
support may also be used in giving information to the patients. In the literature, this
has been studied by using a multimedia book with tablets [68] and a preoperative
instructional digital video disc [69]. Both these devices are considered applicable in
information giving and well received by the patients [68, 69]. By these solutions,
patients are able to gather the information when most convenient for them and on
repeated occasions, if they wish. However, these solutions provide information
selected by the developers of the programmes. In individual preoperative care,
patients should also be given the possibility to ask questions and discuss their per-
sonal issues.

Patients” knowledge may be supported by technological devices also in the post-
operative phase. As in preoperative nursing care, the device may be used in gather-
ing information from the patient and providing information to the patient [67]. The
information from the patient may be gathered, for example, in the form of text mes-
sages by mobile phone [70]. By gathering postoperative information in real time,
the quality of care may be enhanced and the effectiveness of care ensured, thanks to
earlier detection of symptoms. In providing tailored information to the patient, the
information may consider issues such as side effects and the recovery process. In
addition, information may be provided about different kind of services available
based on the patient’s location, as well as when and who to contact if needed [67].
The technological solutions provide a useful tool in individualised care, especially
in ambulatory surgery where the postoperative care time in hospital is minimal.

Less attention has been given to the technological support in the intraoperative
phase. As many of the operations are conducted while the patient is asleep, it is
fairly obvious that the technological aspect focuses on the devices used by the health
professionals. However, there are a number of patients whose operation is done
under local anaesthesia. Thus, depending on the selected anaesthesia, there is room
for technological innovations that are used by the patients in intraoperative care.

In implementing technological support for the individualisation of surgical nurs-
ing care, certain aspects should be taken into consideration. Especially among the
ageing population, individuals may not be familiar with the use of devices. In addi-
tion, disabilities, e.g. those affecting the senses, may limit the use of technology or
at least set some additional requirements to the devices. Despite the high techno-
logical orientation of the modern society, there are relatively few studies of the
technological support in the surgical field used by the patients. However, this area
provides an environment to innovate and implement various technological solutions
for individualising nursing care.
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Conclusion

Surgical nursing care will increase in the future due to the development of anaes-
thesia and operative techniques, the growing needs of an older population, espe-
cially in orthopaedics, and development of new biomaterials. The patient is
always in need of multidimensional knowledge and understanding of the proce-
dures, as well as individual pain management. The quality of surgical nursing
care cannot be high without individually tailored solutions. This individual tai-
loring also means a deep respect for patients as human beings requiring ethical
and educational support. The technological changes are substantial and come at
high speed, but they are always secondary to the realisation of the value of human
beings in surgical nursing care. Research in the field of individualisation calls for
a combination of complex interventions, using tested instruments, and a deep
narrative approach. In addition to researchers as well as biobanks, registers of
surgical patients could be an important data source.
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Abstract

Individualised care improves the health outcomes of the older patient, particu-
larly their functional ability, and is an essential component of ensuring high-
quality care for older people. However, certain problems have been described
regarding providing individualised care in facilities for older people. The aims of
this chapter are to synthesise and analyse current evidence regarding the delivery
of individualised care in care facilities for older people. We undertook a review
of studies published in English analysing the delivery of individualised care in
facilities for older people. Nurses reported that they largely supported the indi-
vidualisation of care and considered the older people’s clinical situation and their
decisional control during their professional practice. The factors associated with
the nursing staff’s ability to provide individualised care were the following: the
access to structural empowerment, the increased age of nurses, the care environ-
ment, nurses’ work satisfaction, a greater work experience and the implementa-
tion of the Facility Specific Social Models of Care. The main barriers were the
lack of knowledge and training opportunities, along with rewards and recognition
for a job well done. These findings provide key information for the design of
plans and programmes dedicated to improving the quality of care in care settings
for older people.
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11.1 Introduction

The growing global population currently represents one of the greatest health
challenges [1, 2]. The direct effects of this include an increasing prevalence of
multi-morbidity and a greater demand for long-term care (LTC) services for
older people [3]. Long-term care comprises assisted living, skilled nursing
homes, sheltered housing and other residential institutions [4]. In these facilities,
the direct care of patients is provided by nursing staff, such as registered nurses
(RNs) with 2 to 5 years postsecondary educational training; licenced practical
nurses (LPNs) with 1 year of nursing education and who provide basis care; and
care aides, who are unlicenced health staff working under the supervision of
LPNs or RNs [5].

The number of older people worldwide living in LTC facilities is growing.
Factors such as the increased prevalence of chronic diseases and disabilities and
changes in both family structure and social dynamics encourage this phenomenon
[6]. It is well known that older people living in LTC facilities have a high degree of
fragility and dependence [7]. In this regard, previous studies have reported that resi-
dents have a lower quality of life and poorer health outcomes than community-
dwelling older people [8, 9]. Conversely, older people are not a homogenous group
and usually require complex care.

The increase in the number of older people living in LTC facilities and the
changes in their needs and demands suggest the need to review the policies with
regard to LTC care [10]. The organisational culture involves norms, values, assump-
tions, behaviours and attitudes [11] adopted at healthcare settings which can affect
interpersonal relationships between staff and their patients, as well as the delivery
and outcome of care [12, 13]. Accordingly, ethically complicated situations appear
when there is no congruence between the individual needs of patients and the organ-
isational culture [14, 15].

A historical review on this subject shows that the dominant institutional model of
the care provided at aged care facilities has followed the biomedical model, based
on hierarchical decision-making, care provider routines, a disease-oriented focus
and the principles of consistency and efficiency [16—18]. In recent years, we have
seen a profound culture change in LTC facilities for older people, where institutions
are more concerned about the quality of care and the residents’ quality of life rather
than curing diseases [18, 19]. This movement towards more social models of care
has promoted the implementation of different management initiatives, grouped
together under the term culture change models (CCMs), Green House Program, the
Eden Alternative, Gentle Care, Facility Specific Social Models of Care (FSSMOC),
Person-Centred Care, Pioneer Network, Wellspring etc., all of which are aimed at
improving individualised care provision [20]. Different terms have been used to
express the same concept underlying the new care approach: consumer-directed
care, individualised care, person-centred care, self-directed care, resident-centred
care, etc. [18]. The principles of CCMs are a person-centred philosophy, the promo-
tion of ‘home-like’ care environments, the consideration that the ‘resident comes
first’ and the individualisation of care [4].
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Within the new paradigm in the care of older people, person-centred care (PCC)
was the initial approach to move forward in the provision of individualised care in
LTC. The person-centred philosophy of care has been considered a core concept and
a standard of practice in LTC and has been widely studied and included in many
national care policies [16]. Although focusing on the older person as a whole person
is a key element of the PCC approach [21, 22], a wide range of interventions and
models of PCC exist [4]. Currently, there are 12 tools that measure person-centred
care in older people, including eight tools specifically aimed at nursing homes [22].
Despite the above, more tools have been used in research rather than in practice
[22], and PCC is still considered to be a philosophy, rather than a practical approach.

Individualised care is a very important part of nursing practice and is closely
connected to the rights of individuals as human beings [23]. This approach consid-
ers the following factors: the patient’s personal characteristics, clinical condition
and personal life circumstances and preferences [13, 24, 25]. Thus, care is based on
the specific needs of each individual patient, ensuring that they are treated as an
autonomous adult [26, 27]. Moreover, this approach promotes the inclusion of older
people and their relatives in the planning of care [20] and encourages professionals
to understand situations from the patient’s perspective [27].

Individualised care has been widely promoted in nursing care and has been studied
from both the nurses’ and patients’ point of view [28]. Moreover, this concept is
judged to be important by patients and nurses in both acute care and LTC [13]. Several
studies have clearly shown the benefits of delivering individualised care to improve
patient outcomes, their quality of live, autonomy and satisfaction with the care deliv-
ered [13, 29]. On the other hand, individualised care can avoid mistakes and improve
nurses’” work satisfaction and motivation [28, 30, 31].

In the case of the care of older people, it is known that individualised care ensures
the well-being of both institutionalised and community-dwelling older people [20].
In aged care facilities, the individualised care approach helps to consider the older
person’s unique needs and preferences with the goal of guiding caregivers, safe-
guarding the older person’s identity and relationship and promoting their decision-
making and participation in care [20, 32]. Moreover, individualised care is a
reflection of older people’s individuality, promoting the decision-making about
their care process, with the potential to improve residents’ quality of life and help-
ing to offset their impairments [18, 33, 34]. In addition, individualised care has
important benefits for institutionalised older people, such as reducing stress and
anxiety, maintaining the person’s independence during daily life activities, increas-
ing physical activity, decreasing the use of physical restraints and improving staff
and family satisfaction, all of which is cost-effective [20]. There is also evidence
concerning the benefits of this concept for frail elders [20, 35].

On the other hand, we know that there are differences in patients’ and nurses’
perceptions about quality of care and good nursing care [36, 37]. Moreover, the
needs and demands of older people regarding their care have changed in recent years.
Previous studies have shown that older people wish to exercise their control over
where they live and the care they receive [16]. Moreover, they consider it important
to maintain their autonomy and make their own decisions regarding their care [3].
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Although the principles of individualised care are broadly accepted, this concept
is not yet part of care plans or implemented in daily practice at older people care
facilities [38, 39]. Moreover, although previous studies mention certain barriers for
considering the individuality of residents and the ability to provide individualised
care in LTC [39], few studies have analysed the factors associated with the provi-
sion of individualised care in facilities for older people and the differences in the
provision of the same depending on the type of facility. The aims of this chapter are
to synthesise and to analyse current evidence regarding the delivery of individual-
ised care in care facilities for older people.

11.2 Studies on Individualised Care in Older People

A narrative review of studies, published in English or Spanish until April 2017, ana-
lysed the individualised care provided at care facilities for older people, was carried
out in the following databases: Cochrane Plus, PubMed (MEDLINE), Scopus, Web
of Science (WoS), CINAHL, Cuiden, ProQuest and PsycINFO. Moreover, the refer-
ence lists of all studies found were checked in a secondary search of relevant
articles.

The search procedure was based on a combination of the following keywords,
depending on the different databases used: individuality, individualised care, nurs-
ing science, nursing practice, person-centeredness, person-centred, person-centred
resident-centred care, resident-centred care, nursing care, older people, long-term
care, nursing homes and residential age-care facilities. During the study selection,
the following inclusion and exclusion criteria were used. Inclusion criteria were (1)
qualitative studies analysing individualised care in facilities for older people, (2)
studies using validated instruments, (3) studies whose target population were older
people, (4) studies in which individualised care was provided by nursing staff (ward/
nurse manager, registered nurse, licenced practical nurse or care aid), (5) studies
published in English or Spanish and (6) studies conducted in any field of older
people care. The exclusion criteria were (1) studies in which the intervention was
aimed at family members and (2) studies aimed at the development of an assessment
instrument.

The methodological quality of the included studies was appraised using the NIH
Quality Assessment Tool for Observational Cohort and Cross-Sectional Studies
[40]. Seven studies met the inclusion criteria and were reviewed. All were cross-
sectional studies [5, 33, 41, 42]. Four studies were conducted in Finland [23, 41-43]
and three studies in Canada [5, 33, 34]. The study samples included nursing staff
(RN, LPNs and care aides), and the sample size ranged from 96 to 1513 partici-
pants. The total sample included in this review was 3790 participants. None of the
studies analysed ward/nurse manager’s perceptions.

Regarding the settings, the studies included different types of LTC facilities for
older people: institutional care (sheltered housing and nursing homes) [5, 23, 33,
34, 43], home healthcare [23], inpatient wards of the municipal health centre hospi-
tals [23, 41-43] and inpatient wards of specialised acute medical care hospitals [43].
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The main instruments used for data collection were the following: Conditions of
Work Effectiveness Questionnaire (CWEQ) [5, 33, 34], the Job Activities Scale
(JAS) [5, 33, 34], the Organizational Relationship Scale (ORS) [5, 33, 34], the
Individualised Care Instrument (ICI) [5, 23, 33, 34], the Individualised Care Scale-
Nurse (ICS-Nurse) [23, 41-43] and the Index of Work Satisfaction (IWS) [23].
Moreover, the studies gathered participants’ demographic variables and organisa-
tional variables.

All studies were aimed at exploring the relationships between individualised care
provision and the outcomes measured by the abovementioned data collection instru-
ments. In general, nurses working at older people care facilities largely supported
the individualisation of care and took into account the older people’s clinical situa-
tion and their decisional control during their professional practice. However, the
ability to consider the residents’ personal life situation received the lowest scores
[23, 41-43]. One of the studies analysed individualised care provision in facilities
that had implemented different types of culture change models (CCMs), concluding
that the type of CCMs implemented at each facility affects LPNs’ and care aides’
access to empowerment and their ability to provide individualised care, although
this was not the case with RNs [33].

Access to structural empowerment [5, 33, 34], the increase in the age of nurses
[41, 43], the care environment (type of organisation) [23, 42, 43], nurses’ work
satisfaction [23] and greater work experience [41] all had a positive association with
the ability of RNs, LPNS and care aides to provide individualised care in facilities
for older people. Moreover, the implementation of a culture change model (CCM)
and, in particular, the Facility Specific Social Models of Care (FSSMC) improves
the staff’s ability to provide individualised care and access to structural empower-
ment [34]. The main barriers for the implementation of individualised care related
to empowerment structures perceived by participant caregivers were the lack of
knowledge and training opportunities and providing rewards and recognition for a
job well done [33].

Regarding the management strategies for improving individualised care provi-
sion in LTC, the result of the studies analysed noted that supervisors should ensure
they can motivate and empower staff by actively respecting, valuing and utilising
staff’s knowledge and skills. This is especially important in the case of front-line
care staff (care aides) [33]. Moreover, it is necessary to improve interpersonal staff
relationships [5].

11.3 Strategies to Improve Individualised Care in Care
Facilities for Older People

This chapter synthesises the current studies analysing factors associated with the
provision of individualised care at long-term care facilities for older people. The
factors associated with the nursing staff’s ability to provide individualised care at
LTC facilities for older people are the access to structural empowerment [5, 33, 34],
the increased age of nurses [41, 43], the care environment (type of organisation)
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[23, 42, 43], nurses’ work satisfaction [23], greater work experience [41] and the
implementation of the Facility Specific Social Models of Care (FSSMC) [34]. Only
a few studies are aimed at analysing factors associated with the provision of indi-
vidualised care in facilities for older people, and none of these analyse the point of
view of older people or their relatives. In this sense, the research findings highlight
the need for analysing both patients’ and nurses’ perceptions regarding individual-
ised care in LTC facilities for older people [41].

Previous studies show that nurses working in LTC (inpatient wards) have the
lowest perceptions concerning their ability to provide individualised care [13]. In
contrast to this idea, according to other studies conducted in acute care settings [13,
28], the findings of this review show that, in general, nursing staff at LTC facilities
for older people perceive that they are able to support patient individuality in their
professional practice [23, 41-43]. Regarding the type of facility, the results show
that nurses’ perceptions about their ability to provide individualised care are higher
in nurses working in acute care settings than in nurses working in primary health
centre hospitals or in nursing homes [23, 43]. This finding contradicts earlier studies
reporting a positive association between knowing patients well and improvements
in individualised care provision [13, 44]. This may be because the dependency level
is higher in institutionalised older people or due to other factors, such as the organ-
isational culture of care, the working environment or the role of leaders and manag-
ers, or staffing levels, all of which need to be examined in more depth in future
studies [23, 43].

The role of the patient has changed in healthcare and in long-term care. In this
sense, respecting the person’s right to self-determination and their active participa-
tion in decision-making are several effects of this shift [45]. Although the impor-
tance of knowing the previous life history of older people in order to understand
their current situation and help to maintain their autonomy and independence has
been underlined in several studies [20, 33, 41], the findings of this review show that
older people’s personal life situations are not always taken into account in the care
provided at LTC facilities. As certain studies have noted, one possible solution
could be to promote the active participation of older people and their relatives in the
care provided [26, 41, 46].

Individualised care is considered a key principle in the nursing care of older
people [47]. This chapter confirms that individualised care is perceived as a high-
quality approach in nursing care and particularly in the care of older people. In line
with previous studies aimed at achieving a culture change in LTC [48, 49], the
results of the studies analysed show that the implementation of an individualised
care approach requires improving staff training and skills, considering that older
people are at the centre of care, promoting resident autonomy and the inclusion of
residents and their relatives in care planning (e.g. [5, 41]). Moreover, this chapter
provides additional factors affecting individualised care provision in LTC facilities
for older people, such as staft’s empowerment structures and their job recognition.

As reported by previous studies aimed at person-centred care, the context where
care is provided can be a barrier or facilitator for individualised care practice [45,
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50, 51]. In this sense, we know that when the quality of the caregivers’ care environ-
ment improves, staff is more open to improve residents’ quality of life [52].
Therefore, managers have an important role for the implementation of individual-
ised care [33, 34]. Moreover, the type of culture change model implemented at each
facility can affect LPNs’ and care aides’ access to empowerment and their ability to
provide individualised care, although not in the case of RNs [34]. This may be
because LPNs and care aides spend more time with the resident and provide basic
care.

As earlier studies have noted, the organisational culture at each institution can
affect the outcomes and delivery of individualised care [12, 13]. Moreover, the lack of
congruence between the organisational culture and individual patients’ needs can
cause ethically difficult situations [13, 15]. In line with previous research, the findings
of this review show that changes in environmental care are needed to achieve indi-
vidualised care. Future research should analyse the role of nurse leaders and managers
in the development of individualised care in settings for older people [5, 42].

The need to improve staff’s training and knowledge has been discussed in previ-
ous research [4]. In support of this, the main barrier to the implementation of indi-
vidualised care perceived by care aides of included studies was the lack of knowledge
and training in alternative approaches [33].

As other studies have noted, the implementation of individualised care in long-
term care facilities requires an important cultural and institutional change that
leaves behind physical task-oriented care and the biomedical approach, focusing
more on promoting older people’s independence, autonomy and quality of life [4,
20]. Furthermore, the culture change should include institutional policies and phi-
losophy of care, the care environment and staff training [20].

All studies included in this chapter followed a cross-sectional design. Therefore,
it is not possible to make causal conclusions. Furthermore, it is important to con-
sider the gender effects of the sample included in the analysed studies (less than 8%
of total sample was male). This may be because women are the main LTC force.
Additionally, none of studies analysed this phenomena in nurse managers. Thus,
future studies should consider these issues. Finally, all included studies analysed
individualised care from the professionals’ point of view; therefore, future studies
should explore the perceptions of older people and family members.

Conclusions

There are few studies aimed at analysing factors associated with individualised
care provision in LTC facilities for older people. Although none of these are
strong enough for empirical evidence, the findings of this review may help to
improve the care of older people. Nursing staff at long-term care facilities for
older people consider that they provide individualised care. The factors associ-
ated with the nursing staff’s ability to provide individualised care are the access
to structural empowerment, the increased age of nurses, the type of organisation,
nurses work satisfaction, a greater work experience and the implementation of
the Facility Specific Social Models of Care (FSSMC).
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Abstract

An ideal patient-centred care (or individualised care) environment is necessary
within the cancer care context and across the cancer continuum. Persons diag-
nosed with and living with cancer are facing many varying challenges that can
threaten their human dimensions in their totality. Cancer as a disease is typified
by emotional, social, spiritual and physical challenges that can be strengthened
further by complex treatments, treatment-induced toxicities and uncertain out-
comes. These overall effects of cancer and its treatments can negatively influence
the perceived quality of nursing care, the patient’s quality of life (health status)
and trust towards the healthcare professionals. The impact of cancer on the per-
son can be significant but can never be uniformly across different persons. As
each person is unique, it is expected that cancer’s touch will differ in terms of
how the patient is affected and to what extent. By definition this will result in
triggering different needs and expectations for the persons affected by cancer.
The aim of this chapter is to introduce the reader to the unique conditions induced
by cancer and its treatment within the cancer context with reference to the indi-
viduality of the person. The way that individualised care can mitigate the impact
of cancer on the person by placing the person at the centre of the care will be
presented. Finally, the associations between concepts such as quality of oncol-
ogy care and perceived quality of life with individuality will be lay down to
emphasise on the complexity of cancer’s impact on the person.
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12.1 Introduction

As a patient I feel that having cancer is the most horrible experience which impacted all
aspects of my life [...]. Being diagnosed and living with cancer was a life-changing experi-
ence, one I came in as one person and become another [...]. When I was hospitalized (the
many times I were) I expect the nurse to be understanding and supportive in my individual
and unique cancer journey.

This quotation was retrieved by a patient as part of a study to explore their
perspectives along with those of patients’ advocates and nurses on what consti-
tutes quality nursing care [1]. Reflecting on this quotation, there are four distinc-
tive words that one should pay attention to. This patient stressed the following
words in her description, “individualised”, “unique”, “understanding” and finally
“supportive”. On their own, these words have limited meaning in relation to the
topic of this chapter. However, if one adds the context, which in this case are can-
cer and the person diagnosed with and living with cancer, then the essence of the
hidden meaning becomes visible. The contextual description is important in order
to understand what actually being diagnosed with and living with cancer entails.
Cancer is not a rare disease and has in the recent decades become a major cause
of morbidity and mortality in many countries with the current statistics showing
that it affects approximately one in four of the population. Future projections are
more pessimistic, raising the percentage of those that will be affected by cancer to
50% [2, 3].

12.2 The*“Case” of Cancer

Cancer is a disease that does not affect solely the person but more likely it affects
the person’s family and significant others, and here lays the reason for being called
a “disease with a social dimension” [4]. The way that cancer can affect the family
and the person’s significant others can vary on many differing factors (e.g. these can
be patient-related and family-related). For example, alongside, the nature of cancer
has changed dramatically in recent years, including shorter in-patients’ stays, an
increasing older cancer population, the growing population of survivors and signifi-
cant improvements in treatments which however become more complex and
demanding (e.g. oral chemotherapy and immunotherapy). Often family and the per-
son’s significant others find themselves acquiring the role of informal caregiver [5],
a role that calls them to undertake the care of their relative with little or no prepara-
tion in complex conditions such as polypharmacy, symptoms clusters and poor pro-
fessional support [6, 7]. The fact that cancer is a unique disease that is typified by
emotional, social, spiritual and physical challenges can have a negative effect on the
person living with cancer but also making the provision of informal caregiving more
complex and demanding [8]. Informal caregiving comes with a high price, when the
demands placed on caregivers exceed their resources, caregivers can feel over-
whelmed and experience a deterioration in their physical and psychological well-
being [9].
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The cancer care context can become further challenging as a result of the com-
plexity of the treatments, the treatment-induced toxicities, the persistency of the
side-effects, the likelihood of enduring physical impairment and the uncertainty of
the outcomes to report a few. The person diagnosed and living with cancer is often
faced with varying needs deriving either from cancer itself or its treatments that can
have a depilating effect on the person’s life often inflicting devastating changes to
his or her view of life (e.g. social withdrawal, stigma, body image changes) and liv-
ing well (e.g. weakness in performing activities of daily living).

A study by Charalambous [10] on the impact of treatment-induced toxicities on
patients with head and neck cancers revealed that even non-life-threatening side
effects such as xerostomia can generate severe alterations in one’s life including
social and psychological manifestations with a negative impact on the person’s
overall well-being. On this topic, a female patient stated that “I gave it up. I didn’t
feel and I was not willing to do anything, I didn’t recognize myself anymore, this
thing had left a shell of my previous self, a self that I despised [...]”. Similarly
another patient described the impact of living with radiotherapy-induced xerosto-
mia as “[...] I was afraid to talk to anyone, not from a close distance at least, [ was
afraid of their reaction to my bad breath, they were going to be as sick of it as I was.
I didn’t know if I could handle this kind of rejection. It seemed better to be alone and
silent and keep my dignity. Perhaps the only thing that the treatment hadn’t take
away from me, yet [...]”. The study revealed the diverse ways that patients can expe-
rience the impact of cancer and its treatment on their lives highlighting the impor-
tance of individuality as a central aspect on the cancer care continuum.

12.3 Individuality in the Cancer Care Context

No matter how great the impact is and no matter how extensive the changes are in a
person’s life, the person remains unique as it was before becoming diagnosed.
Cancer actually strengthens and highlights the uniqueness of the person as it identi-
fies it as the pathway to provide comprehensive and quality care based on the
patient’s needs, preferences and limitations. Since the 1990s, the Institute of
Medicine (IOM) in two reports, namely, Ensuring Quality Cancer Care [11] and
Delivering High-Quality Cancer Care: Charting a New Course for a System in
Crisis [12], has directed attention to quality issues including the provision of care
that is informed by the patient’s perspective and preferences. Put in simple words,
whether the issue is developing a quality framework or taking a personalised clini-
cal decision for a patient, the essence in both cases is what Balint back in the late
1960s called taking into consideration the “unique human being” [13]. This is the
point where the word unique gains significance in relation to the above quotation.
Within the healthcare context, the uniqueness of the person becomes the point of
reference for individualised care, which takes into account a person’s own values,
preferences and beliefs related to health in personally meaningful ways [14] and one
that can have a positive impact on patient related outcomes [15-17]. Therefore, it
becomes of paramount importance to acknowledge the uniqueness of the person
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throughout the cancer care continuum and to address it as part of a model for pro-
viding quality care within the cancer care context [18]. Let’s take, for example, the
conceptual framework of quality of oncology nursing care developed by
Charalambous et al. [1, 18] as a means to understand the importance of individual-
ised care in providing quality care as this is perceived by the patients, nurses and
patients advocates. The authors proposed a six-dimensional framework that com-
prises nursing care quality: being valued, being respected, being confirmed, being
cared for religiously and spiritually, sense of belonging, and being cared for by
communicative and supportive nurses. Reflecting on the study’s data and the factors
description, individualised care plays a decisive role in how the perceptions of the
patients are defined in relation to receiving care that meets their needs and expecta-
tions. All the six dimensions have an inherent aspect of patient centredness built into
them. For example, the dimension of being respected entails that the patient’s
uniqueness is acknowledged and respected throughout the care. The person expects
the nurse to elicit his or her needs as part of the care and address them throughout
the care delivery. Being unique from the patient’s perspective is not only about
meeting the needs that the cancer and its treatment induce. It also involves the
nurse’s behaviour towards the person. This should be done within the results of
advanced assessment of the situation, respecting, for example, a patient’s agitation
when pain is present and persistent, respecting his or her preferences, facilitating the
patient’s need to express his or her feeling on bad news that have been just delivered
to him or her or simply sharing an honest conversation with the nurse on what the
future lies ahead.

The theme being cared for religiously and spiritually is another dimension of the
nursing care quality framework that has individuality as its cornerstone. Equally
patients and nurses raised the personalised meanings that they attributed to these
concepts as well as the importance these concepts can have on providing holistic
care [18]. What has been emphasised is that spirituality is realized as an essential
aspect to be included in order to achieve the “whole” in holistic care. To highlight
this assertion, a female cancer patient narrated “Praying, reading the Holy Bible
took my mind off the constant thought of death [...] but it was through the nurse’s
caring I saw what the true meaning of life is [....]".

Essentially, this quotation reveals the complementary nature of the two concepts
that of holistic caring and individualised care within the cancer care context. Holistic
care lays on the philosophy of holism that emphasises that the human being, com-
posed of a mind, body and soul integrated into an inseparable whole that is greater
than the sum of the parts, is in constant interaction with the universe and all that it
contains [19]. Within this philosophical approach in order to providing holistic care,
the person is acknowledged as a whole where there is interdependence among one’s
biological, social, psychological and spiritual aspects. With individualised nursing
care being defined as patient perceptions of nurses’ activities and being cared for as
an individual [20, 21], there is an apparent connection between the concept of indi-
viduality and holistic care. Whereas holistic care provides a macro perspective to
the person as a whole, individualised care provides a micro perspective. Therefore,
whilst holistic care calls for the person to be cared for as a whole, individuality calls
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for the person to be cared for based on his or her individual needs according to the
circumstances at hand and how these circumstances might alter a person’s prefer-
ences and expectations.

Whilst the biological, social, psychological and spiritual dimensions of the per-
son remain equally important, specific conditions necessitate that there is a prioriti-
sation of the needs that need to be addressed based on which of the person’s
dimensions are mostly affected. This approach is based on the fact that cancer does
not affect all the persons in the same way and most definitely its impact on the per-
son fluctuates and changes over time. In order to address these variations in the level
and the type of care needed in each situation, each patient needs to be assessed and
cared for based on his or her individual perspectives where an approach “one size
fits for all” is inappropriate and likely to fail. For example, patients with highly
developed supportive networks might not require extensive emotional support dur-
ing the diagnosis phase. This phase is accompanied with distress, such as unwanted
intrusive thoughts about cancer for patients, and it may lead to emotional reactions
and psychological challenges, such as anxiety, despair, fear of dying, sense of alone-
ness and sexual and body image problems. These patients can often rely on internal
and external resources such as family and significant others to overcome the stress-
ing effects of receiving a cancer diagnosis [22, 23].

The individualised approach inherent in this six-dimensional framework is fur-
ther warranted by the fact that in the study, the patients reported that it was only
when the incorporation of all the six dimensions (without any hierarchical order)
within their caring was achieved that they truly experienced a sense of emotional
and physical well-being [1].

Within the complex cancer care context, individualised care is not a concept that
occurs in isolation. It has been related to several other concepts such as the overall
quality of oncology nursing care and one that can influence patient outcomes [24]
and healthcare quality [25]. On a European level, the latter was partly the result of
various patient lobbying groups such as the European Cancer Patient Coalition
(ECPC) placing pressure on policymakers, healthcare providers and other relevant
stakeholders to increase their involvement as service users in the development of
healthcare and healthcare policy [26]. The rise of empowered patients is highly
reflected in ECPC’s motto: “Nothing about us, without us”. This motto demon-
strates also an acceptance that, to be appropriate and efficient, patients as a group
need a variety of approaches to care highlighting the need for patient centredness
[27, 28]. Equally strategically, taking into account of individuals’ own values, pref-
erences and beliefs about their health issues in personally meaningful ways may
prevent and undermine the illness process or may simplify the management of com-
plex healthcare.

There has been increasing evidence in the literature that adopting a more patient-
centred model of care, one that promotes active participation of patient in planning
their care and decision-making, improves healthcare outcomes and patient safety
[29, 30]. In the cancer care context, a correlational survey of hospitalised surgical
cancer patients found a positive correlation between the level of individuality in
care delivered and health status scores [21]. Radwin et al. [31] found that
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individualisation of nursing interventions was positively related to cancer patients’
sense of well-being. Within the individualised care context, the provision of patient-
centred communication promotes patient’s participation in decision-making and
increases patient-healthcare professional trust, respecting the uniqueness of the
patient, navigating patients to the appropriate care in a timely manner and facilitat-
ing the decision-making process based on the evidence and consistent with patients
values [32].

Patient-centred communication has been adopted as an indicator of quality
healthcare and a contributor (direct or indirect) to improved clinical outcomes and
health-related quality of life. For example, Arora et al. [33] evaluated pathways
linking physicians’ decision-making style with cancer survivors’ health-related
quality of life (HRQOL). They found that a participatory physician style that abided
to the principles of patient-centred communication and individuality may improve
survivors’ mental health by a complex two-step mechanism of improving survivors’
proximal communication and intermediate cognitive outcomes. These studies dem-
onstrated that patients perceive cancer care to be of high quality when it is practised
within a person-centred approach that fosters the individualised caring of the patient.
However, it also demonstrates the fact that individualised care is associated with
other concepts such as the nursing care quality, trust and patient’s health status.
Charalambous et al. [34] in a cross-sectional, exploratory and correlational study in
Cyprus, Finland, Greece and Sweden tested a hypothesised model linking hospital-
ised cancer patients’ health status, nursing care quality, perceived individuality in
care and trust in nurses. The aim was to test the various hypothetical associations
between these four variables. According to the model, nursing care quality and per-
ceived individuality on care mediated the effects of the health status factor on
patients’ reports of trust in nurses (Fig. 12.1) [34].

The strongest relationship in all the studied factors was found in the direct effect
of health status scores on nursing care quality followed by individualised care which
was the second strongest factor influenced by health status. These associations were
consistent to the findings of earlies studies suggesting that there was an association
between the provision of individualised care and health status. For example,
Suhonen et al. [24] in a cross-sectional correlational survey with a sample of 861
predischarged hospitalised adult patients highlighted the contribution of individual-
ised nursing care to positive patient outcomes, such as patient satisfaction, patient
autonomy and perceived health-related quality of life. Jones [35], using a classical
grounded theory methodology, demonstrated the positive correlation between indi-
vidualised nursing response to patients’ needs and the improvement of the patients’

Perceived

/' individuality
Perceived health

Trust in nurses
status /
\ Quality of

oncology care

Fig. 12.1 Model of trust
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perceived health status. The model also warrants that trust in nurses is influenced by
perceived individuality.

Caring for the person diagnosed with and living with cancer is complex and
demanding and one that requires nurses to engage in a therapeutic relationship
with their patients that fosters trust between the two parties as the pathway to
providing quality care [1, 36]. The onset of such successful relationships lays on
patient-centred communication which promotes the development of trust between
the patient and the healthcare professional. Cancer is a chronic disease that
requires long-term and genuine commitment on behalf of the two parties as to
maintain these trusting relationships. Additionally, for nurses working in cancer
care, it is important to develop ways that would allow them to recognise, under-
stand and use the factors which influence the generating, maintaining and regain-
ing of trust between nurses and patients. Overall the model championed the
complexity of caring for patients diagnosed and living with cancer highlighting
the many factors involved. Adopting a caring philosophy inspired by the princi-
ples of patient centredness is demanding but essential in achieving patient-nurse
trust and in turn accomplishing the provision of nursing care quality. These are the
ideal conditions that can promote the patients’ health status within the cancer care
context.

Conclusion

Reflecting back to the initial patient quotation, the four words used convey the
idea that the care provided should take place into a context that it is informed by
the individuals’ needs, desires, experiences, preferences, behaviours, feelings,
perceptions and understandings. In other words, this quotation encapsulates what
patients cherish the most when they face a life-threatening disease, not only
maintaining their unique identity when being cared for but also being respected
as a unique human being by those involved in the care. It is not surprising that
often patients referred to being identified by their disease status. This is an essen-
tial concern on behalf of the patients diagnosed with and living with cancer that
can generate significant anxiety and depression and lead to a deterioration in the
perceived quality of life. The extent to which one’s life can be negatively influ-
enced by the feeling of identity loss under conditions of illness was captured by
Taylor [37]: “The notion of identity refers to us certain evaluations which are
essential because they are the indispensable horizon or foundation out of which
we evaluate as persons. To lose this horizon, or not to have found it, is indeed a
terrifying experience of disaggregation and loss (p. 125)”. The philosophical
underpinnings of individualised caring adhere to the principle of maintaining
one’s unique identity throughout the disease journey and attributing the neces-
sary attention to those specific needs experienced by the person. By attributing
attention to individualised care, positive effects can also be recorded on the
patient’s health status, the provision of quality nursing care and promoting trust
between patients-healthcare professionals.
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Abstract

Individualised care has been part of international discussion in mental health
services and psychiatric care since 1990s. The discussion is originally based on
a wide movement in psychiatry towards community care away from institution-
alised and less human approaches in mental health services. However, a connota-
tion of the concept of ‘individualised care’ varies in the literature. There is also a
great variation on how the concept of individualised care has been used in differ-
ent mental healthcare services or in psychiatric care regarding guidelines, strate-
gies, research or educational purposes. In addition, different methods have been
used to describe a realisation in individualised care in different target population.
In this book chapter, we will first overview how individualised care in mental
health and psychiatric care has been defined in different context. Second, we will
list the measures and outcomes, which have been used to assess the realisation of
individualised care in daily practices. Third, the interventions or programmes
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Fourth, the realisation and impact of individualised care will be described.
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13.1 Introduction

Since 1990s, individualised care has been discussed in mental health services and
psychiatric care. The discussion is originally based on a wide movement in psychia-
try towards community care away from institutionalised and less human approaches
in mental health services. However, a connotation of the concept of ‘individualised
care’ may still be vague, and its meaning is unclear in the literature. There is also a
great variation on how the concept of individualised care has been used in different
mental healthcare services or in psychiatric care regarding guidelines, strategies,
research or educational purposes. In addition, different methods have been used to
describe a realisation in individualised care in different target population.

In this chapter, we will first overview how individualised care in mental health
and psychiatric care has been defined in different context. Second, we will list the
measures and outcomes, which have been used to assess the realisation of individu-
alised care in daily practices. Third, the interventions or programmes used to sup-
port individualised care in special target groups will be overviewed. Fourth, the
realisation and impact of individualised care will be described.

13.2 Definitions and Context of Individualised Care
in Mental Health and Psychiatric Care

In the literature and empirical studies, a concept of individualised care has been
described using a high number of different connotations and definitions. Already in
early 1990s, Burchard and Clarke [1] used the concept of individualised care related
to children who had severe maladjusted behaviour. The authors described individu-
alised care from the point of view of the service environment and called it as ‘a total
system’. This means that the care is tailored to fit the needs of each individual child.
For example, the services to be tailored are ‘unconditional, flexible, child and fam-
ily focused and interagency coordinated’. The services follow the child until he or
she is adjusting in a normalised, mainstream environment. Based on the description,
individualised care can be seen as a feature, which should be included in the health-
care services and the process of care. On the other hand, individualised care has also
been used as a separate entity. In that case, ‘individualised’ is something to be devel-
oped and late to be integrated into an existing system of care [2].

Jones [3] explored perceptions of individualised care in mental health services.
Jones’s qualitative findings indicated two major themes in description individual-
ised care: ‘knowing the patient’ and ‘developing a relationship’. Indeed, a relation-
ship between a patient and a nurse is a fundamental issue in psychiatric care [4]. On
the other hand, pitfall of individualised care was recognised. Values of the profes-
sionals may have an influence to what kind of treatment is provided to a patient; a
patient may be subjected to professionals’ individual styles and decisions about
what is important for the patient [3].

As manifestation of individualised care in mental health area, individualised care
can be seen as a method of delivering nursing care or responsibilities of nurses, such
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as ‘named nursing’ or ‘primary nursing.” ‘Named nurse’ includes critical elements
with specific concepts. First, a single nurse has responsibility over decision-making
for a patient. Second, a single nurse is responsible of patients’ daily care. Third, a
single nurse is responsible for direct communication to patient’s network. And
fourth, a single nurse is responsible for the quality of patient care administered for
a patient on 24-h basis. [5]. Primary nursing also means delivering patient-centred
and individualised treatment for a patient and makes patient management less frag-
mented and aims to fulfil patient’s wishes and needs [6]. More recently, the empha-
sis of ‘named nurses’ has been moved towards multidisciplinary teams, which are
comprised of staff who vary in their educational and professional experiences and
bring together diverse perspectives, expertise and skills [7].

The studies have been conducted to find out different technical tools to support
individualised care from the point of view of risk factors or predictors. Gowin et al.
[8] used neuroimaging to predict patient relapses. The goal was to find out whether
this advanced neuroimaging tool can use to make decisions about individualised
treatment of substance use disorders. Zilcha-Mano et al. [9] also aimed to find out
predictors for patient dropout to be used in individualised treatment recommenda-
tions. Further, Cannon et al. [10] used an individualised, web-based risk calculator
tool to predict the risk for psychosis. They found based on the calculator that the
2-year probability of conversion to psychosis was 16%, which was predicted by
higher levels of unusual thought content and suspiciousness, greater decline in
social functioning, lower verbal learning and memory performance, slower speed of
processing and younger age at baseline which contributed to individual risk for
psychosis. Individualisation has also been used for diagnosis purposes for patients
with schizophrenia and mood disorders [11].

13.3 The Measures and Outcomes Used to Assess
the Realisation of Individualised Care in Daily Practices

Individualised care has been described to be something ‘mystical’ and specific in
psychiatric care [3]. Some nurses has thought that it is impossible to make any
structured assessment about patients’ status or outcome because each individual
nurse can make their own judgement based on their experiences and intuition.
Indeed, standardisation of care has been resisted due to this unique nature of psychi-
atric practice [3]. Different instruments have still been developed to measure indi-
vidualised care, its process or outcomes in mental health and psychiatric nursing.
The instrument has been used from patients’ and nurses’ viewpoints.

13.3.1 Instrument to Be Used by Patients
Pesola et al. [12] have developed Individualized Outcome Measure (IOM). The final

version of IOM has two components: goal attainment (GA) and personalised pri-
mary outcome (PPO). For goal attainment, patients will identify first one relevant
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goal for his or her treatment. The same goal will be rated again from the point of
view of the goal attainment at follow-up. For personalised primary outcome (PPO),
patient will choose an outcome domain related to their goal from a predefined list at
baseline and complete a standardised questionnaire assessing the chosen outcome
domain at baseline and follow-up. There are ten outcome domains from which a
patient can choose from. All of these ten outcome domains are patient-rated, pre-
existing measures. These include (1) the Empowerment Scale (ES) which has 28
items that are rated on a 4-point Likert scale [13], (2) the Herth Hope Index (HHI)
which has 12 items that are rated on a 4-point Likert scale [14], (3) the Rosenberg
Self-esteem Scale (RSES) which consists of 10 items that are rated on a 4-point
Likert scale [15], (4) the Stigma Scale (SS) which has 28 items rated on a 5-point
Likert scale [16], (5) the Meaning of Life Questionnaire (MLQ) which has 10 items
rated on a 7-point Likert scale [17], (6) The MOS Social Support Survey (MOS)
scale which consists of 21 items that are rated on a 5-point Likert scale [18], (7) the
Community Integration Measure (CIM) which consists of 10 items rated on a
5-point Likert scale [19], (8) the Warwick—Edinburgh Mental Well-Being Scale
(WEMWRBS) which has 14 items rated on a 5-point Likert scale [20], (9) the Service
User Perception of Functioning Scale (PPFS) which consists of 5 items that are
rated on a 5-point Likert scale [21] and (10) the Manchester Short Assessment of
Quality of Life (MANSA) which has 12 items rated on a 7-point Likert scale [22].
The authors recommend that the instrument can be used as a patient-specific out-
come measure in RCTs of complex interventions, but further assessment of the
psychometric properties of the instrument should be conducted. However, the PPO
has been found to be feasible instrument approach? in ways that patients with men-
tal illness are able to use the instrument properly.

The realisation of individualised care has been measured by assessing treatment
outcomes: cognition level (The Brief Assessment of Cognition in Schizophrenia—
Japanese version (BACS-J), [23]), psychiatric symptoms (Positive and Negative
Syndrome Scale (PANSS), [23]) and physical health status [24]. Patients’ individu-
alised treatment as means of realisation of primary nursing in care has also been
evaluated by asking patients’ feedback with survey instrument whether patients
were aware of a name of their primary nurse [25]. Further, realisation of individual-
ised care has been assessed by identifying changes in care restrictions in primary
nursing care by assessing the use of seclusion and restraints [25].

13.3.2 Instruments to Be Used by Nurses

The realisation of individualised care in psychiatric hospital has been measured by
using Individualised Care Scale—Nurse—instrument [26]. This instrument is used
to assess nurses’ views about delivery of individualised care. The measurement
scale guides nurses to rate in 5-point Likert-type scale how they support patients’
individuality in clinical situations, in patients’ personal life situation and in deci-
sional control over care with a total of 34 items [26].
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Impact of realisation of primary nursing care has been assessed by measuring
work satisfaction [25] with the Index of Work Satisfaction Questionnaire (IWS,
[27]). The instrument contains 44 items with six components: pay, autonomy, task
requirements, professional status, interaction and organisational policies [28].
Further, the impact of primary nursing has been evaluated related to ward environ-
ment from nurses’ perspectives [29] by using Ward Atmosphere Scale (WAS, [30]).
This instrument with 100 statements has been used to capture various aspects of
ward environment.

Moreover, as an outcome of providing more individualised care in primary nurs-
ing, nurses’ burnout and job turnover have been measured [31]. As a burnout mea-
sure, the Maslach Burnout Inventory (MBI) has been used. The MBI contains 22
items that are assessed with 7-point Likert scale divided to dimensions of emotional
exhaustion, depersonalisation and personal accomplishment subscales that are parts
of the 22-item MBI [32].

13.4 Examples of the Interventions and Programmes
to Support Individualised Care in Special Target Groups

A high variety of interventions and programmes have been developed to support
individualised care. Burchard and Clarke [1] described two programmes for chil-
dren. The Alaska Youth Initiative programme was established in which individual-
ised care was used to return children from out-of-state, residential programmes. The
other is Project Wraparound where it was used to prevent children from being
removed from their families. Further, Curtis et al. [33] used a 12-week individual-
ised intervention targeted to 14-25 years people with first-episode psychosis (FEP).
The lifestyle and life skills intervention was delivered by specialist clinical staff
(nurse, dietician and exercise physiologist) and youth peer wellness coaches. The
importance of the intervention lies on the fact that antipsychotic medication fre-
quently induces clinically significant weight gain.

Individualised care has been connected with a care pathway programme for men-
tal health residential services. Care pathway programme emphasises individualised
care for people with serious mental illnesses. In this programme, the strengths and
individual goals of service users were assessed. Individual goals will be set together
with healthcare professional, and these goals are written on a personal plan. Personal
plan are used to decide what kinds of interventions are suitable to help the service
user reach their goal [34].

Schneider et al. [35] planned to investigate the efficacy of an individualised
metacognitive therapy programme (MCT+) for psychosis. The individualised ver-
sion of the intervention was developed to allow for more detailed targeting of
patient-specific problems, and therefore it should be used for individual persons
only. Although the programme is highly structured and fully manualised, the thera-
pist can select the therapy units that fit best to the patient’s current difficulties and
cognitive biases [35].
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Further, Velligan et al. [36] examined the short-term efficacy of two treat-
ments using environmental support to improve behaviours in individuals with
schizophrenia. In this study, environmental support meant signs, alarms, pill con-
tainers or checklists. In the study, a group of patients participated in the treatment
called ‘cognitive adaptation training’ (CAT). The training is a manual-driven set
of environmental supports, which are customised based on individual’s cognitive
impairments and behaviours. They are further established and maintained in par-
ticipants’ homes on weekly visits. In the second group, ‘Generic Environmental
Supports’ (GES) offered a generic set of supports given to patients at a routine
clinic visit and replaced on a monthly basis. After 3 months, patients in both CAT
and GES groups had better global function than those participants who continued
in usual care. Further, patients in ‘cognitive adaptation training’ group were
more likely to improve on, for example, orientation, hygiene and medication
adherence.

Individual Placement and Support (IPS) is an approach used in the United States
of America to improve employment rates for persons facing significant barriers. The
IPS is an evidence-based programme, which includes a set of core principles, such
as small caseloads, integrating treatment teams into vocational plans, no exclusion
criteria, rapid job search and services provided in the community. The core compo-
nents support the implementation of the principles: job exploration, individualised
planning, job development and job carving, job coaching and natural supports. The
programme has successfully used for persons with serious mental illness [37, 38].
More recently, IPS has been found to be more beneficial than a job club in working
with individuals with severe mental illness who have legal convictions, misdemean-
ours or felonies [39].

13.5 Realisation and Impact of Individualised Care

It has been evaluated that patients with schizophrenia who have received individu-
alised care interventions may have improvements in cognition and reduction in psy-
chiatric symptoms [23] compared to treatment groups without individualised
components. Health promotion of patients with severe mental illnesses seems also
to benefit from individualised care planning: positive outcomes may be seen in
actual physical health of individuals and in mental status as in patients’ own satis-
faction with their physical health [24]. In care of depression, realisation of individu-
alised care has been showed to increased commitment to treatment and lead to
reduced dropout from treatment [9].

In psychiatric inpatient settings, reduction in use of seclusion and restrains has
been detected as a result of primary nursing care model. This has been estimated to
be an outcome that nurses spend more time with patients and that nurses are able to
recognise developing patient crisis earlier and they are more familiar how these
crises would be managed when they know the patients in more individual level.
Patients’ has been also more aware who their primary nurse is after more individu-
alised practices had been introduced [25].
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Dechamps et al. [40] used the cognition-action (CA) intervention for severely
deconditioned institutionalised old adults to reduce their behavioural disturbances.
Patients received short bouts of 5—15 min and accumulated 50 min of interaction per
week. Intervention included five standardised exercises as tools to enhance com-
munication and social interactions between staff and old adults. The study showed
that for institutionalised old adults, the combination of tailored guidance and simple
standardised exercises can be an effective behavioural management approach for
behavioural disturbances reduction and functional autonomy improvement.

For nurses, the introduction of primary nursing has had positive impact on nurses
work satisfaction [25] and led to reduction in job turnover [31]. Mental health
nurses, for example, have assessed how individualised care has realised in their
daily practice. In generally, mental health nurses’ assessments have been positive.
They have perceived that nurses support well patients’ individuality through nursing
activities in clinical situations. For example, nurses talk with patients about their
needs that require specific attention. Nurses also take into account the meaning of
the illness to the patient personally [26].

On the other hand, opposite results have also been found when outcomes of pri-
mary nursing have been evaluated by asking nurses’ thoughts about ward environ-
ment [29]. Like any other approach, individualised care may also include practical
and ethical issues, which should be taken into collaboration in care environment.
For example, the change towards more individualised care practices may cause
resistance in psychiatric care, which was seen, for instance, when nurses assessed
that ward atmosphere weakened as a result of introducing a working method, pri-
mary nursing, which they did not consider themselves as superior working style
[29]. Individualised care of patients may also lead to incoherent treatment practices
[3]. If “individuality’ means totally unstructured and invisible approaches, it cannot
be measured or subjected to audit. For instance, it has been stated that nurses assess
patients’ needs and mental status in very different ways and using different concept
areas [41]. This may result that professionals hide behind concept of ‘individualised
care’ and are reluctant to open treatment practices to others or write them down [3].

13.6 Discussion

Individualised care in mental health and psychiatric services seems to be an integral
element of care provision. Psychiatric care has traditionally been based on interac-
tion between a professional and a patient [42], which provides a good starting point
for creating individualised care. In its basic form, manifestation of individualised
care in mental health area can be seen to lie on practice of primary nursing, where
every patient is met as an individual with unique needs, problems and goals [6].
Besides nursing care practices, individualised care realises in different psycho-
logical and psychosocial interventions, which are structured, but able to be tailored
based on individual needs. Instead of providing all patients the same therapy treat-
ment, individual patients’ preferences can be taken into account when there exist
two or more treatment options which have been shown to be equally effective [43].
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Besides, providing an opportunity to make individual care decisions has been evalu-
ated to lead to higher patient satisfaction, increased treatment engagement and bet-
ter treatment outcomes as well [9, 23, 24, 43], and individualised care for patients
with mental illnesses is rewarding also to a professional [25]. As its best, it empow-
ers professionals who know the patient best to coordinate the care based on indi-
vidual needs and creates an environment where mental health professionals feel
they make a difference [44].

However, there is still a lack of evidence-based and robust studies of individual-
ised care in mental health area [45, 46]. For example, primary nursing care model
has been launched decades ago, but still its realisation possesses challenges [25,
47]. There may also be doubts about the quality of care: patients may not have indi-
vidualised treatment plans [47], or they are not aware who is responsible of plan-
ning, implementing and assessing their care based on their needs [48].

The future of individualised care in mental health and psychiatric care may lie
on advances of personalised medicine. We may be able to predict disease vulner-
ability based on, for example, individuals’ genetic information, other biomarkers
and environmental exposures [49]. Thus, preventive mental health work could be
targeted for individuals in risk of developing a mental illness. In future, especially
pharmacology treatments could be optimised based on the individual patients’ bio-
logical characteristics [49]. Although some promising results in this field have
been achieved, personalised medicine is in its early development stages in psychi-
atric care [50]. While waiting for scientific breakthroughs in more enhanced pre-
vention of mental illnesses and optimised drug therapies, clinical practice and
mental health professionals need to ensure that each patient receives well-planned
care of uniform quality with full respect, taking into account individual’s needs and
preferences.

Conclusions

A connotation of the concept of ‘individualised care’ may be vague, and its
meaning is unclear in the literature. There is also a great variation how the con-
cept of individualised care has been used in different mental healthcare and psy-
chiatric services. In addition, different interventions and programmes have been
developed and implemented to support a realisation in individualised care in
different target populations. Although positive impacts have been described in
patient and nurse population, the effectiveness of individualised care has not
been evaluated with rigour and robust research methods.
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Lena von Koch

Abstract

In this chapter individualised rehabilitation is referring to the process of return-
ing to, or maintaining, a meaningful everyday life, valued activities and roles in
the context of an illness or a health condition. Rehabilitation usually involves at
least two perspectives, i.e. that of the individual person who has a health condi-
tion or an illness and that of the enablers, e.g. health service workers. In individu-
alised rehabilitation, the medical diagnosis itself is not enough for the
understanding of the individual person’s situation nor for his/her needs of reha-
bilitation. Instead, a wider framework is useful such as the biopsychosocial
model in which the state of health is seen as an interaction between biological,
psychological, and social factors as outlined in WHO’s International
Classification of Functioning, Disability and Health (ICF). Health can be pro-
moted by creating environments where people in need of rehabilitation are active
participating actors, who are supported to identify their internal and external
resources and learn how to use and reuse them to reach vital goals in their every-
day lives. Individualised rehabilitation entails a problem-solving process of
interrelated phases performed by the individual in partnership with health profes-
sionals in a rehabilitation team. The process entails to establish a shared under-
standing; identify, negotiate and agree on short-term and long-term goals;
together plan interventions required to reach the goals; put the plan into action;
and evaluate and reflect on goal attainment.
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14.1 Rehabilitation: A Process

Rehabilitation is the process of returning to, or the process of enabling a person to
return to, a meaningful everyday life, valued activities, participation and roles in the
context of an illness or a health condition. This entails that rehabilitation can have
several end points as we usually have several different roles, e.g. roles in the family,
at work, etc. Furthermore, in the situation of a chronic or a long-term health condi-
tion, rehabilitation includes the process of maintaining or the process of enabling
someone to maintain a meaningful everyday life, valued roles and activities. Hence,
rehabilitation is a process in which an individual with or without the support of
health services personnel and other support regains and/or maintains a meaningful
life, valued roles and activities. Rehabilitation for a limited health condition may
require input from one profession only and for a limited time. For rehabilitation of
more complex health conditions, a team approach is more common with several
professions involved.

14.2 Perspectives

As revealed in the description of the rehabilitation process, there can be at least two
parties involved, and consequently more than one perspective might be at hand, that
of the individual person, who has a health condition or an illness, and that of the
enablers, e.g. health service workers. There are empirical studies that show that
these two perspectives are not always well aligned and in agreement [1, 2].
Additional perspectives of importance are those of significant others. Significant
others include people who are close to the person who has the illness, and they can
be family, friends, etc. In healthcare, there is a growing contemporary trend not only
to include the person with an illness but also significant others, in particular the fam-
ily in the individualised rehabilitation process. Hence, in individualised rehabilita-
tion significant others may have dual roles and perspectives. They may both be
enablers in the rehabilitation process but also themselves recipients of support in
order to maintain their own valued roles and activities in everyday life. Even though
the text hereafter will be phrased in relation to the person who has an illness, it
might as well include the family, even if this is not explicitly stated.

From the perspective of the enabler, i.e. the healthcare professionals, an over-
arching goal of individualised rehabilitation could be stated as to support or enable
the individual’s role fulfilment and her/his functioning in her/his environment/con-
text within the limitations imposed by a health condition or an illness. If there are
gaps between roles achieved and roles desired, individualised rehabilitation includes
to support the individual to live with these differences [3]. An aspect that is not
included in this statement is the relation to the availability of health services
resources, an aspect of utmost importance considering the need for equality in
access to healthcare, both on a national and a global level. Albeit the issue of equity
and equality in healthcare has extensive ethical underpinnings, which by no means
should be neglected, it will not be further considered in this chapter.
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14.3 International Classification of Functioning, Disability
and Health (ICF): A Framework

The terminology used in this chapter stems to a large extent from the framework
of the WHO’s international classification of functioning, disability and health
(ICF) [4]. The framework is based upon the biopsychosocial model proposed by
Engel in 1977 [5] in response to the dominating biomedical model of illness,
which still remains the dominant healthcare model, in particular in acute health-
care. In contrast, in rehabilitation, the medical diagnosis itself is rarely useful for
the understanding of the individual person’s situation nor for which are his/her
needs of rehabilitation. Instead by applying the biopsychosocial model in which
the state of health is seen as an interaction between biological, psychological, and
social factors [6], a better guide for the understanding of the individual person’s
situation is at hand and which issues should be considered and addressed in the
rehabilitation process.

The ICF framework, depicted in Fig. 14.1, integrates two major models of dis-
ability—the medical model and the social model. The framework states that an indi-
vidual’s health condition is dependent on the interplay between an individual’s
functioning (function, activity and participation), personal factors and environmen-
tal factors. In ICF, functioning is conceptualised as a ‘dynamic interaction between
a person’s health condition, environmental factors and personal factors’ [4].

There are two overarching terms in the ICF—functioning and disability—
denoting the positive and the negative aspects of functioning from the individual,
biological and social perspectives [7]. Hence, functioning is the umbrella term
for function, activity and participation, where function refers to body function
and structure, activities denotes the execution of tasks or actions and participa-
tion refers to the involvement in life situations. Disability then is the umbrella
term for impairments in body function or body structures, and activity limitations
denoting difficulties encountered when executing tasks or actions and restric-
tions in participation are problems experienced by the individual in the involve-
ment in life situations.

Health condition
(disorder or disease)

! '
Fig. 14.1 The ICF Model: Body functions <> Activities <——— Participation
Interaction between ICF and structures
components (Reproduced
from: WHO A Practical 1 1
Manual for using the
International Classification Y Y

Environmental Personal

of Functioning, Disability
and Health (ICF) [7]) factors factors
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14.4 Environmental and Personal Factors

The ICF framework also includes and puts emphasis on environmental factors,
which are external to the individual and constitutes the physical, societal and attitu-
dinal context in which a person lives. Environmental factors are considered both at
the micro level, e.g. access to and access in the own home but also include the
neighbourhood, the workplace, etc. At the meso or macro levels, environmental fac-
tors refer to the access to health services, prevailing policies and laws that impact on
a person’s life and health. Hence, environmental factors are to be considered from
the perspective of the individual whose situation is to be described and in need of
rehabilitation. An environmental factor that increases the level of functioning or
decreases the level of disability is a facilitator, whereas the opposite constitutes an
environmental barrier. Thus, in the ICF model disability is not just a health problem
but a complex phenomenon, reflecting the interaction between a person and the
society in which he or she lives. Lastly the model includes personal factors, which
are the more internal aspects of the individual that may impact on functioning, e.g.
age, gender, coping style, previous experiences, etc. The personal factors have not
been well developed in the framework, and further work is needed. The ICF frame-
work has rightfully been criticised for not including dimensions of individual mean-
ings, own will and choice and for not recognising that there may be several
perspectives involved [8]. Despite the shortcomings of the ICF, it can still be con-
sidered to supply a neutral nonprofession-specific common language that can be
used to describe the individual’s situation when in need of rehabilitation or health
services as well as in rehabilitation research and scientific communication.

14.5 To Promote Health

As health is the focus of individualised rehabilitation as well as the ICF framework,
Antonovsky’s theory of salutogenesis, which focuses on resources for health and health-
promoting processes rather than on disease as in pathogenesis [9], can be useful. A core
construct in salutogenesis is a person’s sense of coherence, which comprises compre-
hensibility, manageability and meaningfulness. In salutogenesis experiences of health
and wellbeing are hypothesised to depend on general resistance resources (GRR), which
are postulated to be personal factors but GRR also include assets available in people’s
environments. The key factor for health is to have the knowledge and be able to use and
reuse the GRR. Health promotion is identified as the process of enabling individuals to
increase control over the determinants of health and thereby improve health to live an
active and a productive life [10]. Thus, health can be promoted by creating environments
where people are the active participating actors, who are supported to identify their
internal and external resources, learning how to use and reuse them to reach vital goals
in their everyday lives [11]. In rehabilitation, there is a growing emphasis on health
promotion and self-management, which entails to include key features such as problem-
solving, decision-making and the formation of a partnership [12].
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14.6 The Individualised Rehabilitation Process

Schematically individualised rehabilitation can be seen as a process made up of a
set of interrelated phases, which might be reiterative, performed by the individual
himself/herself in close collaboration, in partnership, with a rehabilitation team
[13]. The process entails to identify, negotiate and agree on short-term and long-
term goals, together plan interventions required to reach the goals, put the plan into
action, evaluate and reflect on goal attainment, set new goals and so on. The phases
can be seen as problem-solving processes in which the person in partnership is
coached by the rehabilitation team. The individual practises a problem-solving pro-
cess in order to be able to apply the process over and over again on her/his own
when new challenges in everyday life appear. Monitoring of the process and prog-
ress is attained by reflecting on own performance and improvements made [14].
Hence, the individualised rehabilitation includes a learning process aimed to boost
and support self-efficacy and self-management and trust in self as a competent per-
son with resources, i.e. GRRs, to meet the challenges in the future and to avoid and
not foster dependence on health services.

14.7 Shared Perspectives

It is imperative for the rehabilitation team to initially strive for an empathetic
understanding of the individual person in need of rehabilitation. An agreement in
perspectives will enable the individual’s partaking, learning and shared responsi-
bility in the rehabilitation process. The empathetic perspective was proposed as
one of the core elements of client-centred practice by Carl Rogers [15]. It is a trust
in that the individual person has a strong drive and to rely on that force and not only
on the therapists’ own powers [15]. Hence, in the initial phase of individualised
rehabilitation, ways to reach an empathetic understanding and common shared per-
spectives are in focus. In order for a rehabilitation team to obtain such an under-
standing of the individual person and of his/her account of the own functioning and
the situation, a partnership relation based on mutual trust needs to be established.
This can be obtained by dialogues, narratives and diaries and by means of other
expressions, e.g. art and photography as in photovoice [16]. Applying the ICF
framework and the salutogenic perspective, the person shares experiences of inter-
nal and external resources available and functioning as well as impairments, activ-
ity limitations and participation restrictions encountered. In addition, the person
shares descriptions of what it is that is valued and give meaning to his or her every-
day life and what might be the desired goals for the rehabilitation. In order to reach
a common and shared understanding, the individual person together with the reha-
bilitation team shares these accounts as a team, i.e. the individual is not external to,
but an included partner, a member of the team. Likewise, documents and assess-
ments should be shared by the team in which the individual is included throughout
the rehabilitation process.
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14.8 Awareness

For the individual to describe and reflect on the own situation and to be supported
in identifying the resources available rather than to just focus on the problems is
likely to increase the awareness of the own situation both regarding the resources
and the limitations at hand. Awareness could also enhance motivation and self-
efficacy. How the individual understands the own situation is likely to be revealed
in the individual’s own description, which will guide the rehabilitation team.
Specific instruments developed with the aim to reflect the subjective perspective
could as well be used to capture what is of importance to the individual. However,
awareness of a disability might not always be present and might be dependent on a
discovery process to take place first as it might be hard for a person to fully assess
the consequences, in particular if the onset of disability was sudden. This has been
reported by Tham et al. [17] to be the experience of people with hemi-neglect after
a stroke. It is likely that other disabilities with sudden onsets might require a dis-
covery process as well. Such discovery processes might be supported by a familiar
context such as in the home environment where the individual’s own functioning is
familiar and known. Hence, when the awareness is low, gaps in functioning, i.e.
disability, might be more easily uncovered by the individual in a familiar context
[18]. In contrast the unfamiliar hospital environment in which an individual’s func-
tioning before a sudden onset of disability is not known and therefore difficult to
use for comparisons and discovery of discrepancies in ability. Empirical studies
support the suggested advantages of using the context of the home environment
[14, 19] and to include home visits during hospital stays to increase awareness and
motivation as this have been found feasible and beneficial [20]. Thus in the initial
phase when the rehabilitation team establishes an empathetic understanding by
sharing the individual’s account and the team needs to pay specific attention to the
individual’s awareness of disability and if not present gently guide the person in
the discovery process as awareness appears to be a prerequisite for motivation for
rehabilitation [17].

14.9 Shared Decisions and Individual Goals

In the next phase of the rehabilitation process, shared decision-making and goal-
setting are two cornerstones in individualised rehabilitation. These are constructs of
increasing importance in legislation and policy documents in the health service sec-
tor. A transition can be detected from a view of the patient as the passive recipient
of health services to a respected competent partner and user of health services,
informed and updated on knowledge regarding alternative interventions. Studies on
shared decision-making have shown that involvement in decisions on care and treat-
ment was associated with the experience of having the own needs of health services
met to a larger extent [21].

Goal-setting is widely recognised as a vital part of rehabilitation. Most behaviour
is goal-directed and people usually have a reason for their doings. Thus, in
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individualised rehabilitation, goal-setting performed in partnership based on an
empathetic understanding of the individual’s situation is thought to increase the
person’s motivation and to ascertain that the goals are relevant and reachable. This
is supported by theories of goal-setting indicating that the goal-performance rela-
tionship is strongest when people are committed to the goals [22]. Furthermore,
satisfaction with services received appears to increase when people experience that
they have been actively taking part in the goal-setting.

The goal-setting in partnership may in addition assist the rehabilitation team to
achieve a common understanding and to act together as a team in the interventions.
It will furthermore assist in how the monitoring of progresses should be made and
how goals or outcomes of interventions could be captured. In line with the overarch-
ing goal of rehabilitation presented initially in this chapter reaching a goal will
either involve a change or an improvement, or the maintenance or the slowing down
of a deterioration of the current situation. A goal should not be a forecast but should
be the intended outcome of an intervention performed in the partnership between
the person and the rehabilitation team.

To invite and support the individual to take part in the goal-setting might require
training and change in behaviour. This was the experience of team members in an
individualised rehabilitation intervention in the home environment [14]. Similarly,
an empirical study in which occupational therapists were trained to enhance an
individualised client-centred rehabilitation approach revealed that indeed the trained
therapists did include the individuals in the goal-setting, planning, actions to reach
the goals and in the evaluation of goal attainment to a larger extent than therapists
who had not received such training [23]. However, there was no difference in out-
come between individuals who had received rehabilitation from the trained thera-
pists compared to those who had received training from therapists without such
training neither in the short term [24] nor in the long term [25]. Though, family
members to the former group unexpectedly had beneficial long-term development
of caregiver burden compared to family members in the latter group [26]. A qualita-
tive longitudinal study of the experiences of the family members to individuals who
had received rehabilitation from the trained therapists revealed that their partners
were self-regulating and in charge of their own rehabilitation process while also
supporting their spouses to engage in their own activities [27]. Similar results have
been reported in systematic reviews of goal pursuit in rehabilitation where some
evidence appear to suggest that goal-setting may improve psychosocial outcomes
for adults receiving rehabilitation for acquired disability [28].

There are different ways in which goals can be set. There are at least two compo-
nents that should be present. The first is that there should be an agreed way to tell if
the goals—the intended outcomes—are reached by all members of the rehabilita-
tion team. The second is that it should not be a forecast but a goal that is meaningful
to the individual, feasible and attainable given the individual’s functioning. Here the
expertise of the health professionals can assist the individual in the negotiation of
feasible goals and the time needed to achieve them. The use of so called SMART
goals has been advocated in rehabilitation, that is specific, measurable, achievable,
realistic/relevant and timed goals [29].
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14.10 Measures to Capture Individualised Goals and Goal
Attainment

There are several established measures that can be used to capture goals and out-
comes related to the ICF domains function, activity and participation. In rehabilita-
tion, until recently such measures presented the perspective of the health
professionals in the rehabilitation team only. Though, in the last decades, measures
presenting outcomes or experiences as perceived by the individual (Patient reported
experience measures PREM and Patient reported outcome measures PROM) have
been developed and have received much interest. Now PROMs and PREMs are
increasingly used and recommended in rehabilitation and research [30].

In addition there are measures that capture and monitor progress in the context of
individualised goals [31]. Goal attainment scaling was originally developed for
community mental health programmes [32] and then for clinical and healthcare
programmes [33]. Goal attainment scaling has been used for the assessment of indi-
vidualised goal attainment in rehabilitation of people with complex health condi-
tions and found feasible [31, 34]. The Canadian Occupational Performance Measure
[35], which was developed for occupational therapy to monitor individualised occu-
pation based goals has also been found to be feasible for monitoring progress and
the attainment of individualised goals [31, 36], also for the use by the entire reha-
bilitation team [37]. A third measure that can capture and monitor individualised
goals is the Patient Goal Priority Questionnaire [38], which in comparison is less
investigated than the two measures before mentioned.

14.11 How to Meet the Individualised Goals

When goals have been set, the next phase involves planning and implementing
interventions to meet the goals that have been agreed upon. Together the individual
and the health professionals in the rehabilitation team plan actions to take.
Interventions can target one or several of the domains in the ICF framework and can
involve regular training sessions together with a therapist, e.g. to improve strength
or oxygen uptake, learning activities to increase the individual’s own knowledge
base, techniques for behavioural changes and self-management related to, e.g. life-
style, coping with pain, etc. Additionally, in the case of environmental barriers when
the environmental demands exceed the individual’s capacity, environmental adjust-
ments might be part of the solution, e.g. adaptation of the home or the work environ-
ment. Similarly, tools, assistive devices, can be prescribed to improve functioning.
These are just a few examples of the actions that might be taken. Moreover, the
organisation of how the actions are implemented can vary, e.g. self-directed training
can be performed in a dedicated training area but as well in the home environment.
It should be emphasised that interventions in individualised rehabilitation are tai-
lored to the individual’s needs but not restricted to individual interventions. Indeed,
a group intervention, which supported individuals with neck pain to work on own
goals, rendered sustainable reductions in disability [39]. Furthermore, there is an
increasing use of information and communication technology in rehabilitation
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services and there are indications that outcomes can be as good as face-to face ses-
sions with a therapist [40]. This opens up new avenues where rehabilitation can be
individualised even further as interventions can be tailored both to individual goals
and needs and delivered in accordance to individual preferences.

Contemporary information and communication technology calls for an increased
awareness of e-health literacy and health literacy [41]. In order to make informed health
decisions it is vital for the individual to be able to obtain, understand and use health
information, which is defined as health literacy and to be able to seek, find, understand,
and appraise health information from electronic sources and apply the knowledge
gained to address or solve a health problem, known as eHealth literacy. Some health
conditions may render the use of electronic sources particularly difficult and decrease
e-health literacy yet the opposite may also be the case, i.e. the use of electronic sources
may offer new opportunities and means to perform the desired activities.

14.12 Individualised Rehabilitation and Self

It is not uncommon that people with disabilities refer to their state of health in the
light of how life was before the disability was present. In comparison with the state
before the disability occurred, it might be hard for the person to see any progress
made after the onset of disability. As a consequence, a deterioration of motivation
and signs of a depressed mood might appear. Hence it might be useful to apply and
support a more flexible approach to self. Theories of psychological flexibility,
acceptance and commitment [42] have been shown to be useful in the context of
rehabilitation. Supporting psychological flexibility by acceptance and commitment
in people with chronic pain was shown to improve their functioning [43]. This
approach entails to coach the individual not only to reflect on own behaviour and
self in relation to self before the disability but rather to reflect on self and improve-
ments made after the disability.

Another theory that has been shown useful in rehabilitation in regard to behav-
ioural changes and self-management is self-efficacy, which is rooted in social cog-
nitive theory by Bandura [44, 45]. Self-efficacy refers to the individuals’ belief in
his/her capability to perform a course of action to attain a desired outcome. The
theory of self-efficacy suggests that the stronger the individuals’ efficacy expecta-
tions the more likely they will initiate and persist with a given activity. Hence
actions that supply tools for self-management and that boosts self-efficacy are likely
to contribute to sustainability of gains made during the rehabilitation and that
behavioural changes are maintained over time.

14.13 The Individualised Rehabilitation Process
and Transitions in the Care Trajectory

In the contemporary fragmented healthcare, a major challenge for individualised
rehabilitation is the threat to the continuity of the rehabilitation process. To develop
respect and trust takes time and to start fresh in new contexts is demanding and
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information may be lost in the transition between caregivers. Effective team work
requires openness and mutual respect and the sharing of information and documents
between all involved. This calls for the development of strategies to strengthen the
individual through the transitions in the continuum between caregivers in the reha-
bilitation process, and it emphasises the importance of rendering support and coach-
ing of the individual in assuming responsibility for the own rehabilitation process.
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Individual’s Foot Health 1 5

Minna Stolt

Abstract

Feet are a part of the human body that allows daily movement and functioning.
Feet are considered intimate, and ethical aspects related to them are rarely inves-
tigated. This chapter describes ethical issues from the perspective of the indi-
vidual in the context of foot health care. The foot-related ethical issues are
approached from the perspectives of individuality and availability of services.
This chapter will also highlight the meanings and values how individuals experi-
ence their own foot health. Some long-term health problems, such as rheumatoid
arthritis or diabetes mellitus, cause foot disorders that change normal foot struc-
ture. Therefore individual’s body image and aesthetic perspective are discussed.

Keywords
Foot health - Individuality - Ethical issues

15.1 Introduction

Healthy feet make walking and living an active life possible. The main features of
healthy feet are straight toes, neutral heel position, good condition of the skin and
nails, and the absence of foot pain. Despite the fundamental importance of feet, they
are often taken for granted, and their care remains on poor or at most satisfactory
level. Related to foot self-care and professional care, there are several ethical issues
that are rarely in the focus of interest. Issues such as individuality, access to care,
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coping with decreasing foot health and body image are common ethical issues iden-
tified from recent foot-related literature and research. Ethical issues in foot care do
not differ from other health-care sectors or areas. However, these issues are seldom
studied and infrequently brought up in discussion.

15.2 Individuality

All humans have individual footprints and their own kind of way of walking [1].
The footprints can change, however, due to reasons such as self-care habits, occu-
pational circumstances, and physical loadings and long-term diseases. Long-term
diseases such as rheumatoid arthritis [2, 3], diabetes mellitus [4] and psoriasis [5]
affect the foot, causing significant visible changes. Foot self-care is one method to
prevent and promote foot health. However, individuals have different kinds of
resources to care for their own feet. One may need help with putting on socks,
while another needs support in cutting the nails or creaming the skin of the foot. In
all, individual resources need to be taken into account while educating patients in
foot self-care.

15.2.1 Foot Problems Have Individual Effects on One’s Life

Foot problems affect each person individually. Firth et al. [6] investigated how foot
ulceration impacted on patients’ daily life. They found that patients’ health-related
quality of life in three domains (physical, social and psychological) was decreased.
In addition, as the ulcer was in the foot, it caused pain and walking disability.
Together, both pain and walking disability led to limitations to take care of house-
hold tasks and independent personal hygiene and care. Related to ulcer care itself,
the patients found it very problematic to keep the ulcer dry during daily activities
and personal hygiene. Due to foot ulceration, they needed to change their footwear
and clothing style, which directly affected their self-esteem and body image.
Decreased walking activities and footwear restrictions led to changes in social par-
ticipation. Psychologically, foot ulceration caused low mood, depression and frus-
tration. In addition, more concerns were caused by the financial costs related to
ulcer care and footwear alterations or modifications [6].

As an example, the aforementioned patient experience gives an extensive over-
view of how a problem in the foot can have a comprehensive effect on a person’s
physical, psychological and social interactions. When caring for people with foot
problems, it is essential to identify and support their needs on a large scale. A part-
nership model where a professional has an equal position towards the patient has
been observed to be the most appropriate, leading to desired outcomes ([7], p. 319).
During the patient contact or appointment, sufficient time to discuss with the patient
is needed. There is some evidence that patients with foot problems tend to suffer
with their foot problems, failing to report them or identify them as medical prob-
lems that may be cared for by health-care professionals [8, 9]. Patients might thus
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benefit from an individual approach during nurse/physician/podiatrist appointments
where the focus is on foot health. Professionals could use validated instruments to
identify their patients’ foot problems (e.g. foot health assessment instrument [10])
and their impact on daily life (Foot Health Status Questionnaire [11]).

15.3 BodylImage

Body image refers to internal understanding of individual’s appearance comprising
attitudes, perceptions and behaviours [12, 13]. A long-term health condition, such
as rheumatoid arthritis, changes the body in many ways. These changes are often
visible. Related to feet, rheumatoid arthritis causes toe deformities, overlapping toes
and changes in the foot arch shape and position of the heel, leading to a situation
where the appearance of the feet is different compared to the normal feet. These
changes in the feet cause negative feelings in the patient, such as shame, despair and
embarrassment [9]. These feelings are related to individual’s body image. Individuals
have a certain perception of a healthy or normal body and its parts. However, among
patients with long-term diseases, their body image does not often correspond with
the reality [14, 15]. This causes negative feelings for them and feelings of being
visibly different from healthy individuals. For example, persons with lower limb
amputations have lower body image and quality of life [14].

15.3.1 Footwear as Part of Body Image

In the same way as clothing or accessories, footwear is part of body image and
demonstrates social status [16]. Proper footwear produces happy feelings and has a
positive impact on self-esteem [17]. However, rheumatoid arthritis causes signifi-
cant disorders in the feet, leading to a situation where normal retail footwear is no
longer suitable. In addition, finding suitable footwear is often hard for patients [18].
Therefore, therapeutic footwear is often recommended to support safe and painless
mobility and to prevent new foot problems from occurring [19]. Despite the benefits
of therapeutic footwear, only a minority of patients wear them on a regular basis.
Finding appropriate footwear can cause significant problems for patients with
foot problems in terms of suitability, look (body image) and availability. The rea-
sons for non-adherence to wearing therapeutic footwear can be several. One major
factor is the limited selection and the appearance of therapeutic footwear [6].
Patients with foot problems are usually knowledgeable as to what kind of properties
of footwear should have to fit their feet. This knowledge relates to their understand-
ing of their own body and body image. However, these properties are not often met.
Footwear that does not comply with aesthetic values and fashion can easily limit
patients’ clothing choices [20]. Unaesthetic footwear can change their body image
and, especially among females, change their femininity [21]. Females feel that unat-
tractive footwear decreases the enjoyment of wearing different clothes which match
their individual look [20]. Footwear is something that everyone can see; when using
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therapeutic footwear, people feel that it is a symbol of health problems [22]. For
example, despite the bodily changes caused by rheumatoid arthritis and the benefits
of proper footwear, some patients choose to wear footwear that follows current
fashion trends. With footwear, they show their social status, which improves their
self-image and self-presentation [16].

Therapeutic footwear is beneficial only when used regularly. However, patients
often find the therapeutic footwear unattractive, giving rise to negative feelings like
sadness, shame and anger [21, 23] and a feeling of being stigmatised [24]. Silvester
et al. [18] reported that only 5% of patients with rheumatoid arthritis used the pre-
scribed footwear, while the majority preferred to comply with fashion [18].
Therapeutic footwear is often larger in size than normal footwear (due to modifica-
tions made for foot/toe disorders), and the colour selection is limited [21]. Moreover,
the price of therapeutic footwear is high [19, 25]. Footwear is part of individuality
and body image, especially for females [21, 23]. Outfit choice is the most important
factor for female patients when they select a new pair of footwear [16, 17]. These
aspects need to be taken into account when designing and recommending therapeu-
tic footwear to patients with foot problems. Some long-term health conditions, such
as rtheumatoid arthritis and diabetes mellitus, change the shape of the foot continu-
ously [22]; a patient might thus need many pairs of therapeutic footwear within a
short time period. Discussion about the manufacturing costs and finding potential
funders is needed to support patients to comply with the footwear.

15.4 Availability of Services

Patients with long-term health conditions often consider that they have inadequate
care for their health problems. This might be partly explained by the complex nature
and bodily consequences of long-term health conditions. From professionals’ per-
spective, the problems that the patients consider the most disabling might be the
ones requiring the least care, and vice versa. To overcome these discrepancies, it is
essential to give and share information about long-term health conditions and edu-
cate patients to take care of themselves according to their own abilities and resources.
Individualised foot care education, tailored for patients’ foot health needs and
adjusted by their resources, led to significant changes in foot care knowledge, foot
self-care activities and confidence to care for own feet among home care patients
with diabetes [26].

Access to care for people with foot problems is diverse. Current foot care ser-
vices have predominantly focused on caring for foot problems in people with rheu-
matoid arthritis and diabetes. Although the importance of foot care services for
patients is widely acknowledged, there are difficulties worldwide to organise timely
care for people with foot problems [25, 27]. Patients often feel that health-care pro-
fessionals ignore their foot problems [28, 29], and only a minority of patients feel
that they have access to appropriate foot care specialist [27]. This lack of interest
towards foot care may have several reasons:
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. Lack of knowledge to identify foot problems [28]

. Lack of a suitable foot health-care provider to refer the patient to, such as a
podiatrist [25, 29]

3. Prioritisation of patient’s other health concerns before foot problems [25]

DN =

All these potential reasons for ignoring patient’s foot health problems are man-
ageable. Providing the best possible care and responding to patients’ foot health
needs call for a patient-centred and foot-oriented approach where the patient with
foot problems is in the focus, and tailored care is provided to manage often multi-
faceted foot health problems. For patients with rheumatoid arthritis, Blake et al. [8]
have suggested a three-way model where patients, members of the rheumatology
team and podiatrists all identify the foot problems of the patient to support their
early care and functional ability.

Individual foot care education interventions, as described above, are needed to
support patients’ knowledge and activities in foot self-care. Adequate foot self-care
can alleviate existing foot problems and prevent new ones from occurring. This
could lead to a reduction in health-care costs [30] and improvement in patients’
quality of life [31] when they feel that they can promote their own foot health.

15.5 Fear of Coping with Decreasing Foot Health

Foot health is not a stable status. It can change along with ageing, foot self-care,
way of life and health status. Especially older persons are worried about how they
will cope when their foot health decreases. When foot problems are related to cer-
tain long-term health conditions such as diabetes mellitus or rheumatoid arthritis,
all other health issues are discussed more frequently than foot problems during
physical appointments. Despite this, foot problems cause significant deficiencies
and trouble in patients’ daily lives. Because of foot problems, the patients must
modify their daily activities and coping strategies to be able to live as active a life as
possible. Due to these modifications, they are afraid of how they can cope in the
future with decreasing foot health [9].

Despite these strong concerns, patients rarely report their foot problems [8].
They find the look of their feet irritating and sometimes ugly [23] and are not will-
ing to show their feet. They are also unsure who to contact [25]. They only mention
the problems when they consider that the situation is unbearable. Foot health status
is not stable, it changes; when having a physician’s appointment, the foot problems
may not be evident and thus remain unassessed. Instead, the patients try to do
everything they can by themselves. They seek information from the Internet, col-
leagues and friends. Using this information, they try to self-diagnose and self-care
for their feet [9]. However, the information received and gathered is often incor-
rect, nonevidence based and outdated [32]. Using this kind of information leads to
inadequate self-care activities and, in many cases, to more complications rather
than healthy outcomes.
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Conclusions

Several ethical issues related to foot health care can be identified. Individuality
and body image are central aspects when caring for patients with foot problems.
Individuality could be supported by assessing patients’ foot health regularly and
asking patients about the influence of their feet on their daily life. Many persons
with long-term health conditions are active and try to manage with daily activi-
ties despite having foot problems. However, patients experience foot problems
and bodily changes differently, which is why the discussion about ethical issues
in foot health care needs to continue, and ethical sensitivity to reporting and
bringing the issues to public awareness must be encouraged.
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Evridiki Papastavrou

Abstract

The aim of this chapter is to describe and analyse significant evidence of indi-
vidualised care as related to other concepts, such as care and caring behaviours,
patient participation in care, patient satisfaction, nurse satisfaction, patient
autonomy, patient empowerment and quality of life. This chapter is based mainly
on the results of two international research projects (Care and Individualised
Care Projects) that have explored individualised care in relation with caring
behaviours and patient satisfaction. Patients were asked to give their own opinion
of what they mean by individualised care as well as their experience about the
care they received, whether they felt that it was actually individualised according
to their own needs and preferences. The results provided evidence that patients
and nurses have different perceptions of individualised care, suggesting that both
patients’ and nurses’ evaluations are needed to deliver care according to each
individual patient’s needs, experiences, behaviours, feelings and perceptions.
Other relations are also discussed through smaller-scale studies performed in
different countries which underline the internationality and the challenges of
exploring the individualised care concept. This chapter could provide useful
information to nursing managers and policymakers on introducing nursing
approaches and practices based on individualised care so as to improve quality of
care, enhance patient dignity, keep people safe and consequently increase
patients’ satisfaction.
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16.1 Introduction

Individualised care and caring are both terms found in almost all nursing docu-
ments, scientific or not, and despite their widespread use, they are poorly under-
stood, and the relationship between them is unclear but at the same time is
synonymous. Caring is a complex phenomenon that although is believed to be in the
heart of nursing and is the core construct of many nursing theories, the concept is
still not well understood, and there is no consensus of the meaning among the mem-
bers of the scientific community. The caring literature proposes an operational defi-
nition of “caring behaviours” to facilitate the description and measurement of what
nurses perceive and what they do, as well as what patients perceive, as caring.
Whatever the accepted definition or conceptual framework, a common element of
almost every explanation or analysis is that care is:

the response to the needs of the individual and that care is to recognise patients as unique
individuals with unique qualities, experiences and perspectives that are valued and
respected.

Aiming to facilitate understanding of related concepts, Finfgeld-Connett [1],
although she does not mention the term “individualised care”, in her analysis
focuses on individual differences and that through care each individual is viewed
through the lens of unconditional positive regard and respect. It is clear therefore
that care and individualised care are handled as synonymous terms. Respect of indi-
viduality is also an important issue stated in contemporary international profes-
sional codes of nursing (e.g. The ICN Code of Ethics for Nurses) as well as national.
For example, the American Nurses Association (ANA) [2] states clearly that:

The nurse plans and individualizes care to allow the person to live with as much physical,
spiritual, social, and emotional well-being as possible.

According to Gallagher et al. [3], there is a strong theoretical and philosophical base
that justifies the provision of individualised care, and much of what is described as
contributing to dignity in care could be grouped under the heading of individualised
care. Other benefits of individualised care include the empirical evidence of positive
impact on patient outcomes such as increased satisfaction with nursing care, per-
ceived autonomy and health-related quality of life [4]. Decisional control is another
concept that although it has multiple definitions, in nursing, is considered as an
important aspect of individualised care and the interaction of the nurse with the
patient as a unique individual [5]. However, there is evidence of limited agreement
between the perceptions of patients and the perceptions of nurses that care is deliv-
ered according to individual needs of patients, and there are differences of opinion
on which behaviours convey caring [6] and to what degree the patient is involved in
the planning and implementation of care.

The aim of this chapter is to describe and analyse relevant evidence of individu-
alised care as related to similar concepts through the results of two international
research projects (Care Project and Individualised Care Projects) that have explored
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individualised care in relation with caring behaviours, decisional control and patient
satisfaction. Patients and nurses from several European countries (and one state
from the USA) participated in the studies, and the results showed that the associa-
tions between caring behaviours and individualised care for both patients and nurses
are positive and significant. Similarly, the results confirmed strong positive correla-
tion between individualised care and patient satisfaction, and actually 45% of the
variance in patient satisfaction is explained by the delivery of care that is according
to the patients’ individual needs. This chapter could provide useful information to
nursing managers and policymakers on introducing nursing approaches and prac-
tices to care that would improve quality of care, enhance dignity, keep people safe
and consequently increase patients’ satisfaction.

16.2 Individualised Care and Caring Behaviours

Although care and individualised care are both ubiquitous terms [7], for the purpose
of the above study, it was decided to explore them as two different concepts. However,
although this could be possible in terms of the research tools used, that is, one mea-
suring individualised care and the other measuring caring behaviours, it was difficult
to make a distinction between the two concepts. The most interesting observation in
searching for the definition or analysis of the concept of care and caring is that
although not explicitly, nursing scholars argue about recognising individual differ-
ences, and individualised care needs to ensure the maintenance of respect and integ-
rity in the caring process. The empirical evidence on caring also revealed a wide
range of caring behaviours in meeting biopsychosocial and spiritual needs of patients
and their families and most emphasises the importance of providing care that is spe-
cifically tailored to individual needs following comprehensive health assessment.

A significant influence in the conceptualisation of care comes from the work of
McCance and McCormack [8] in their analysis of the concept of care and their sub-
sequent work on the concept of person-centred care. Following the Donabedian’s
model of structure-process-outcome in analysing care [9, 10], described nurses’
attributes as their professional competence, interpersonal skills, commitment to the
job and personal, as the structural elements of care including also organisational
issues and patient attributes. The processes of care covered a wide range of nursing
activities that constituted caring as perceived by patients and included providing for
patients’ physical needs and psychological needs such as providing information,
reassurance, communicating and showing concern, as well as being attentive, get-
ting to know the patient, taking time, being firm, showing respect and the extra
touch. The outcomes emanated from the process of caring and included a feeling of
emotional and physical well-being and patient satisfaction. In their later work, the
authors [11, 12] combined original conceptual frameworks against the person-cen-
tred nursing, existing caring literature and focus groups with practitioners to develop
a framework of person-centred nursing, underlining that with the emergence of a
biopsychosocial approach to person-centred care, nurses are expected to meet the
individual needs of clients and families.
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An essential concept in person-centred nursing care rests on the individualisation
of the patient and his/her care as well as respect of the individuality of each patient
[13]. In the nursing literature, “individualised care” is described as an essential ele-
ment of nursing, and the term shared similar conceptual and philosophical directions
as “person-centred care”. Suhonen et al. [13] in a review of the literature found that
there is a limited and incoherent perception of the concept and that definitions are not
sufficiently comprehensive to allow for a detailed analysis of the content of the con-
cept. The review has demonstrated that individualised care has become an important
concept in philosophical, ethical and empirical nursing research, but it also revealed
that patients do not seem to feel they have received individualised care or that they
have been treated as individuals. In a following review, the same authors [14], aiming
to describe the driving and restraining forces that promote and impede the implemen-
tation of individualised nursing care, identified the different understanding of the
concept. This is complicated by the nurses’ and patients’ individual characteristics as
well as the work environment provided by the organization. These include structural
issues, staffing, the organisation of work, teamwork leadership and management,
which are the most frequently stated forces that may hinder the implementation of
individualised care.

Many of these issues were explored in the Care Project, designed to explore
patients’ and nurses’ perceptions and experiences of care, individualised care and the
professional practice environment in which care is delivered [4, 15]. The Care Project
started in 2009 aiming to compare patients’ and nurses’ perceptions of caring behav-
iours and individualised care within the environment of care. The study employed a
descriptive, comparative study design, and the data were collected from patients
admitted to surgical wards and their nurses in five countries: Cyprus, the Czech
Republic, Finland, Greece and Hungary. Data were collected from 1659 patients and
1195 nurses from 88 general surgical inpatient wards in 34 hospitals. The hospitals
included in the study were chosen based on the specific characteristics and policies
of each research partner’s health system, the access, proximity and convenience of
use. The results from comparing nurses’ and patients’ views are as follows.

16.2.1 A Comparison of Patients’ and Nurses’ Perceptions
of Caring Behaviours

Patients’ and nurses’ perceptions were compared according to their responses to the
categories of questions of the caring behaviours inventory (CBI). A factor analysis
of the CBI resulted in four categories of questions, namely, the (a) knowledge and
skills, (b) assurance of human presence, (c) respectful deference to others and (d)
patient connection. The highest means of the patients and the nurses, as well as
agreement, was observed in the category of questions related to “knowledge and
skills”. However, independent sample t-tests showed that there were important dif-
ferences in the first (assurance of human presence, p < 0.001) and third category of
questions (respectful deference to others, p < 0.001), where the nurses’ responses
had higher means (more answers, towards agree/strongly agree) compared to that of
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the patients’. For the comparisons between nurses and patients for each country
separately, independent sample t-tests showed that important differences between
the mean values of patients and nurses and for the whole scale were only observed
in Cyprus and the Czech Republic. In both cases, the nurses’ means were higher
compared to those of the patients.

16.2.2 A Comparison of Patients’ and Nurses’ Perceptions
of Individualised Care

As regards the support of individuality (ICS-A), Cypriot patients gave the highest
assessment about the support of patient individuality through nursing activities
(ICS-A), and Greek patients gave the lowest. Regarding the ICS-A for nurses,
Hungarian nurses assessed that they supported patient individuality through nursing
activities well, while Greek nurses gave the lowest assessments. Independent sam-
ple t-test showed differences between patients’ and nurses’ perceptions of the sup-
port of patient individuality in each participating country (p < 0.01). As regards
perceptions of individuality in the care received (ICS-B), patients assessed that the
care they received was individualised. Again, Cypriot patients gave the highest
assessments, and the Greek patients gave the lowest. In relation to the nurses assess-
ments of the individuality in the care provided, the Hungarian nurses gave the high-
est assessments about the maintenance of individuality in the care they provided for
their patients, while the Greek nurses gave the lowest assessments. In the ICS-B
scale, the patients’ and nurses’ assessments differed significantly in the Czech
Republic, Greece and Hungary. In Finland and Cyprus, patients’ and nurses’ assess-
ments were very similar.

16.2.3 Comparison of Caring Behaviours with Individualised Care

As it is supported by the theoretical literature, another hypothesis of our study was
that caring behaviours are related to individualised care, so further tests were done
to see if there is a significant positive relationship between these two concepts. The
results showed that there is a significant positive relationship between individual-
ised care and caring behaviours as perceived by patients of the whole sample of the
study. Similar results were obtained for nurses, which imply a significant positive
relation between the perception of caring and caring behaviour of nurses.

This study provided some evidence that individualised care is an integral part
of care and that each caring behaviour needs to be tailored according to the indi-
vidual needs of each patient, adding to the theoretical understanding of caring
literature. The results demonstrated that patients and nurses perceived knowledge
and skill as the most important aspect of caring behaviours, and this is in agree-
ment with the previous studies supporting that patients evaluate nursing work on
the technical aspects of care and professional knowledge [16-20]. Significantly
different opinions between patients and nurses were observed in the category
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“assurance of human presence” [4]. Nursing presence is a concept representative
of caring behaviours and a holistic approach to caring in which the nurse encoun-
ters the patient as a unique human being in a unique situation and chooses to
“‘spend’ herself on his behalf” [21, 22]. Caring and human presence have many
overlapping components in the sense that they both appear to involve interper-
sonal sensitivity, expert nursing practice and an intimate reciprocal relationship
between the patient and the nurse [1]. The category “assurance of human pres-
ence” is containing items like “visiting the patient, communicating, encouraging
calling, responding to patients calls”, and they were given lower ratings by patients
compared to nurses [4]. This finding adds to the debate about the difficulties in
defining abstract concepts in nursing, the unarticulated similarities among the
concepts and failure of the profession to offer the clarity that would facilitate
moral thinking and a behaviour that conveys caring and most importantly that is
received by the patients as caring. Similarly, the results of the Care Project
revealed that there is a clear trend that nurses tend to think that the care they pro-
vide is individualised more often than their patients, supporting earlier studies in
other topics (e.g. [23-25]). Nurses’ higher assessments about individualised care
may be attributed to their attitudes to their work, which has been associated with
a high morality and the recognition of individuality [26]. In contrast, some nurses
may think that care is individualised per se because patients are cared for one at a
time. The discrepancy between nurses’ and patients’ evaluations about the same
situation (e.g. [24, 27-30]) does indicate that patients and nurses have different
perceptions about healthcare practice.

The cross-country comparison, as expected, revealed many between-country differ-
ences which correspond to the results of previous international studies [31-33], and
these differences were found mainly on a north—south European axis. It is possible to
speculate that these differences may be attributed to organisational factors, different
healthcare systems and models of nursing care delivery, different aspects of education
and training and cultural differences concerned with prevailing values in the society
[32]. Therefore, in addition to the comparative findings, it is necessary for the results to
be explained in the context of each country considering political and social atmosphere
as well as the different constraints in the practice of nursing and the ideologies and
philosophical positions of nurse education.

16.3 Individualised Care and Participation
in Decision-Making

Involving patients and citizens in decision-making, recognising they are individuals
with their own unique values and preferences, is an important element of care that
is promoted in many countries at all the levels of care [34]. Decisional control is
embedded in individualised care and means the ability or the power to decide what
will be ones’ involvement in healthcare decisions [5], and it includes encourage-
ment of the patient to take on responsibilities and control by providing options to
choose from and decide on. All definitions recognise client’s individuality and need
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for individualised care that is tailored to suit the patient’s preferences as an impor-
tant aspect of patient participation in nursing care [35]. Patients have decisional
control over their care when the individual has expectations of having the power to
participate in making decisions to obtain desirable consequences [14]. Thus to prac-
tise decisional control, patients usually perform participation activities that are
dependent on the level of their characteristics, abilities, readiness and willingness to
participate. The benefits of decisional control include better coping with treatment
emotions like anxiety and distress, better functional ability, greater satisfaction with
care and adherence to treatment recommendations and may influence biomedical
outcomes [36].

Tobiano and colleagues [37] in a published integrative review of literature regard-
ing patient participation in nursing care on medical wards found that patients and
nurses desire, perceive or enact patient participation passively. Challenging factors
for patient participation include patients’ willingness and nurses’ approach and con-
fusion around expectations and roles. More recently, in a qualitative study, it was
found that nurses described their experience of patient participation when they lis-
tened to and engaged patients and when they relinquished responsibility and shared
power with patients [38].

In our study, decisional control over care was explored as a part of the individu-
alised care, and the results revealed that there are statistically significant differ-
ences in perceptions between patients and nurses in all the items of decisional
control. The results showed that there are significant differences in the percep-
tions of patients and nurses in almost all countries regarding all items of the deci-
sional control factor of the ICS-B. More specifically, nurses in all countries
reported significantly higher agreement values in ICS-B 14, meaning they per-
ceive that they took into account patients’ wishes about their care, but patients do
not agree to that (p < 0.001). This inconsistency between nurses’ and patients’
perception of agreement on decisional control remains for the item ICS-B 15
regarding patient participation concerning their care (p < 0.001), for item ICS-B
16 relating to the opinions expressed by the patients and the extent to which they
were taken into consideration (p < 0.001) as well as for the item ICS-B 17 con-
cerning patients’ opportunity to make their own decisions on when to wash
(p < 0.001). For the item ICS-B 17 regarding own decisions on when to wash,
patients in all countries reported higher agreement than nurses, and for ICS-B 12
concerning following instructions, patients’ reported again higher agreement with
the exception of patients in two countries.

The results revealed a lack of understanding and agreement between patients’
and nurses’ perceptions regarding patients’ decisional control over their care, show-
ing that patients do not feel that they are active partners in their own care. However,
it remains unclear if this disparity is a result of miscommunication, passivity on
behalf of patients or time constraints due to shortage of staff or increased workload.
The difference found between the countries that participated concerning patients’ as
well as nurses’ perceptions also supports that decisional control may be influenced
by each country’s cultural, political, historical and ethnic variations supporting pre-
vious research [39].



178 E. Papastavrou

Our findings are also similar to Florin [23] who found that patients held different
views of preferred level of participation and that nurses failed to assess individual
patient preferences, adopting rhetoric to patient preferences but not actually involv-
ing them in decision-making according to their own perceptions. In this sense deci-
sional control refers to the hypothetical power struggle where healthcare providers
in their traditional roles may believe that they know what is best for patients and so
retain total decisional control [5]. However, nurses’ role is challenging, having to
balance patient participation with issues related to patient readiness, safety and
complexities of care including nurses’ role and expectations. The results of our
study may also highlight the great variation in the organisation of surgical care pro-
cedures and care in different European countries and highlight the differences in
patient experiences of hospital care received in the different hospital systems and
the outcomes of care [20, 40] which may also reflect differences in care processes
and protocols. Using this information across international boundaries may help to
standardise surgical care procedures and nursing care, increasing their transparency
between countries and developing international concepts of best practice. However,
the aim for person-centred and individualised healthcare services urges that the pro-
cedures be flexible and to be adopted and tailored according to individual prefer-
ences and characteristics where patient empowerment and independence is of vital
importance [41].

16.4 The Patient Outcomes of Individualised Care: Patient
Satisfaction, Patient Autonomy and Patient’s
Health-Related Quality of Life

This section describes the associations of individualised care with selected out-
comes, such as patient and nurse satisfaction, patient autonomy and patient health-
related quality of life. These outcomes were examined in three different studies, two
of them were international through the Care Project [42] and the Individualised
Care Project and the other in surgical wards in Finland [43]. The individualised care
scale (ICS-A and ICS-B) was used in all studies.

16.4.1 Individualised Care and Patient Satisfaction

Patient satisfaction is a key indicator of quality of care, and the nurse-patient rela-
tionship heavily influences patients’ satisfaction since nurses spend most of their
time providing bedside care. An integrative review of the literature on hospitalised
patients’ satisfaction with nursing care [44] indicated that patients were highly sat-
isfied with the nurses’ level of knowledge and technical skills, especially when the
nurses were caring and exhibited good interpersonal skills. However, the results
also revealed patients’ negative experiences related to the provision of inadequate
information provided by nurses such as patient education, treatment plan and pain
management as well as inadequate response to patients’ needs.
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Patient satisfaction as an outcome of individualised care was examined within the
framework of the International Care project with the participation of patients from
five different European countries [42]. Although there is some evidence of this asso-
ciation, the study assumed a relationship between individualised care and patient
satisfaction and aimed to examine this in a broader international level. Data were
collected from 72 inpatient wards in 26 general acute hospitals in 5 EU countries,
and 1315 questionnaires were eligible for analysis giving a final response of 78%.
The measures used included the ICS-A and the ICS-B that examine support of the
individualised care (ICS-A) and perceptions in individuality on care (ICS-B). Patient
satisfaction was measured with the patient satisfaction scale (PSS), consisting of the
following components: technical-scientific, information and interaction/support.

The results showed that surgical patients were satisfied with the care with the
highest scores achieved in the technical qualities of care component and the lowest,
least satisfied, were with the information care needs. Pearson’s correlation coeffi-
cients were calculated to define the relationship between the patient satisfaction
scale (PSS) and each of the subscales of the individualised care scale (ICS-B) to
determine the existence, type and strength of the associations. All the subscales of
the ICS-B were significantly related to the PSS, when considered individually,
meaning that respondents’ perceptions of the maintenance of individualised care are
highly positively associated with their satisfaction with nursing care. The predictive
ability of the factors of ICS-B showed that patients’ perceptions of individualised
care explained 45% of the variance in patient satisfaction, and within these percep-
tions surgical patients were mostly satisfied with the technical qualities of care and
least satisfied with the level of information delivered. This finding might demon-
strate that technical skills taught in the many kinds of nursing schools are at a simi-
lar level and are recognised as such by patients being cared for in different European
countries. In contrast, abilities in meeting the informational needs of patients may
vary according to the clinical and educational conditions in the participating coun-
tries. This difference is important as it has been reported that patients with adequate
information become more involved in their own care and their subsequent participa-
tion in care leads to greater patient satisfaction. In this study, individualised care has
been well correlated with patient satisfaction providing some further evidence that
individualised care is a predictor of patient satisfaction. An important contribution
of the study is the cross-country comparison that although some differences were
detected and explained by the different organisation, culture and management of the
healthcare systems, it seems that surgical contexts in the participating countries may
have more similarities than their healthcare systems as a whole.

16.4.2 Individualised Care, Quality of Life and Satisfaction
with Nursing Care

Individualised care was examined in relation with patient satisfaction with nursing
care and health-related quality of life [43]. The authors used the following mea-
sures: the individualised care scale (ICS-A and ICS-B) and the patient satisfaction
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scale (PSS), both described previously in this chapter. The results showed that the
more often patients felt they received support for individuality through specific
nursing interventions, the higher the individuality of care received. It was also found
that the more individualised patients regarded their care, the higher the level of
reported patient satisfaction with nursing care. However, patients were least satis-
fied with the provision of information, a finding that is steady in almost every patient
satisfaction study. The correlation between individualised care and health-related
quality of life was fairly low, albeit statistically significant, underlining the need for
further investigation.

16.4.3 Patient Satisfaction, Autonomy and Health-Related
Quality of Life

Aiming to examine the relationship between individualised care and several out-
comes, Suhonen et al. [43] tested a hypothetical model that reflected the idea that a
patient’s individualised care can improve their satisfaction, personal autonomy and
perceived health-related quality of life, as these three are the most often described
as the outcomes of individualised care. The target population was general hospital
patients in acute care, the biggest groups of them being internal medicine, surgical,
gynaecological and oncological patients. Patients were recruited consecutively
from 35 units within 6 acute hospitals in Southern Finland, and the final sample of
687 properly completed questionnaires was used to test the hypothesis. The measur-
ing instruments included the individualised care scale (ICS-A and ICA-B), patient
satisfaction with nursing care (PSS), patient autonomy and perceived health-related
quality of life (the 15D). The authors applied a structural equation modelling, a
general multivariate statistical modelling technique that is used to analyse structural
relationships.

The results showed that individualised nursing care has a positive impact on
the three outcomes, and the model explained a great amount of the variance in
patient satisfaction and autonomy supporting previous theoretical and empirical
literature that demonstrated a positive relationship between individualised care
with patient satisfaction, health-related quality of life and patient autonomy.
Better quality of life and stress reduction were also found in individualised inter-
ventions in cancer patients undergoing radiotherapy [45]. Similarly, attempts to
individualise patient education interventions in nurse-led heart failure clinics
were found to increase patients’ sense of management of the disease and increased
their satisfaction [46].

The importance of this study lies on the fact that it provided evidence for the
validity of the hypothesised model through testing and added further support for the
theoretical framework of individualised care. The model can be used as a guideline
for clinical practice, as it supports strongly that individualised care contributes to
positive patient outcomes. The items of the ICS can be used to operationalise the
concept of individualised nursing care as they give clear examples of nursing inter-
ventions that can be tailored to individual patients’ needs and preferences.
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16.5 The Nurse Outcomes of Individualised Care

Nurse work satisfaction was also examined as an outcome of individualised care.
The aim of this study was to examine the association between caregivers’ work
satisfaction and individualised care by comparing their perceptions of individual-
ised care and work satisfaction in different care settings for older people [47]. Data
were collected from 263 carers working in old people’s care settings in one health-
care area in Finland. Individualised care was examined with two different measures:
(a) the ICS-A-Nurse and the ICS-B-Nurse (described previously) and (b) the indi-
vidualised care instrument (ICI) that was developed for the measurement of indi-
viduality in clinical practice and includes four subscales, the knowing the person,
patient/resident autonomy, staff-to-patient/resident communication and staff-to-
staff communication. Nurse work satisfaction was examined with the Index of Work
Satisfaction (IWS, Part B) that consists of 44 items. The scale requests the respon-
dent’s opinion about work satisfaction in their current employment and includes six
subscales: pay, autonomy, task requirements, organisational policies, professional
status and interaction. The interaction subscale is divided into two separate vari-
ables: nurse—nurse interaction and nurse—physician interaction. The findings sup-
port the initial hypothesis that perceptions of work satisfaction are positively
associated with perceptions of individualised care. Positive statistical correlations
were found in the majority of subscales assessing individuality and work satisfac-
tion, meaning that promoting individualised care at an organisational level may con-
tribute to improving satisfaction of workers caring for older people.

Conclusion

The results of the abovedescribed studies revealed that individualised care is an
integral part of care and caring behaviour. Good nursing care cannot be delivered
if it is not tailored according to each patient’s individual needs, own history and
experiences, own unique personal characteristics, potentials and expectations.
There is also evidence of a positive relation between certain patient outcomes
when the care delivered is individualised, and these may include patient satisfac-
tion and quality of life. Nurses also may benefit when they feel that the care they
deliver is based on the individual needs, expectations, preferences and experi-
ences of their patients, as studies have found an association between individual-
ised care and job satisfaction. However, more work needs to be done to find the
links between many other important outcomes such as patient empowerment,
health-related stress and others that contribute to recovery and better coping with
the healthcare problems.
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Abstract

Nursing interventions are aimed at improving nursing care and outcomes for
individual patients, groups and citizens. However, studies on nursing interven-
tions and their outcomes are scarce and need further development. This chapter
aims to describe research on the individualised care interventions from patients’
and healthcare professionals’ (nursing professionals’) perspective and from other
points of view. This section is based on two reviews on the effects of individual-
ised interventions on patient outcomes. An update on literature has been con-
ducted since 2013 where the last review ended.

Keywords
Individualised intervention - Tailored interventions - Nursing interventions

17.1 Introduction

Determining the outcomes of nursing interventions is one of the top research priori-
ties [1-3] in the field of nursing science. Findings from many studies have direct
implications for translating existing evidence into practice, underscoring the need
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for intervention research focused on improving patient outcomes [3]. For example,
Bolton et al. [2] stated that the association between nursing care interventions or
processes and patient outcomes in acute care settings is limited. In addition to lim-
ited literature, there is confusion concerning the use of the terms ‘individualised
interventions’ and ‘tailored interventions’. In this chapter, both individualised and
tailored interventions are described; the research to describe such interventions is
also included.

Individualised nursing interventions have been defined by Lauver et al. [4] as
‘highly customised, based on assessment of several characteristics of individuals’
(p. 31). They continued that ‘guided by general guidelines, interventions evolve in
interactions with participants in real time’. This means, for example, that nurses
incorporate individual differences into the interventions they perform. Lauver et al.
[4] stated that individualised interventions are usually more complex than tailored
interventions. Tailored interventions are based on assessment of multiple and indi-
vidual characteristics, each of which may have many values; the interventions are
matched and delivered from a predetermined, specific protocol ([4], p. 31). Thus,
tailored interventions are more customised and complex than targeted interventions,
which are customised to match a limited number of characteristics shared by a
group. Similarly, [4-7] noted that individualised care involves allowing the indi-
viduality of a patient to determine interpersonal approaches and nursing interven-
tions. However, in the research literature, the intervention descriptions do not
necessarily differentiate these two terms.

Because patients are different, a variety of interventions are required, which
defines individualised care [8]. Therefore, the precise content of an individualised
intervention is not determined prior to a nurse-patient interaction but develops as a
consequence of (or rather during) that interaction ([6], p. 251). In these circum-
stances, nurses need to work based on general guidelines rather than protocols so
that the interventions evolve in interactions with patients in real time ([4], p. 31). On
inspecting these two types of interventions, whether synonyms or separate concepts
having slight differences, the starting point is similar. Interaction with patients is
needed to individualise or tailor the nursing interventions.

17.2 Individualised Interventions and Patient Outcomes

In the review by Suhonen, Viliméki and Leino-Kilpi [9], there was some support,
albeit limited, for the assertion that individualised or tailored interactions have a
greater impact on patient care than non-individualised or non-tailored interventions
[9]. Most of the studies in the review included individualised educational interven-
tions. There is previous evidence especially about the effect of individualised educa-
tional interventions on patient outcomes. This review focused on intervention studies
conducted up to 2005. Later, Rebelo Botelho et al. [10] reviewed similar literature
from 2005 to 2013. An update to literature published since 2013 was conducted to
highlight the changes in the foci of individualised interventions on patient outcomes.

In the review by Suhonen, Vilimaiki and Leino-Kilpi [9], the effects of individu-
alised interventions were categorised into four areas: (1) help-seeking behaviours or
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utilisation of special type of healthcare services, (2) clinical health status indicators,
(3) adherence to the recommended care regimen promoting self-care, and (4) patient
perceptions of care quality, such as satisfaction.

17.2.1 Help-Seeking Behaviours or Utilisation of Special
Type of Healthcare Services

Individualised or tailored nursing interventions were likely to be effective in health
promotion (e.g. [11].), supporting health behaviours through health information
[12, 13]. Recent research on the utilisation of care and services suggests the poten-
tial benefits of individualised, tailored interventions on service use and thereby, on
reduced costs. However, the evidence is still scarce. In addition to the effects of
individualised interventions on patient outcomes, the interventions also bring ben-
efits to costs of care by reducing unplanned clinical visits to physicians and to the
emergency room and promoting self-care [14]. Olsson et al. [15] found that the
recovery trajectory for hip fracture surgery may be shortened if nurses pay more
attention to the individual patient’s resources and motivation for rehabilitation. The
application of an integrated care pathway with individualised care appears to
enhance both rehabilitation outcomes and cost-effectiveness. Hamar et al. [16] also
pointed out that the effect of individualised support programme participation
resulted in significant reductions in hospital admissions (—11.4%, P < 0.0001),
readmissions (—36.7%, P < 0.0001) and bed days (—17.2%, P < 0.0001) in patients
with chronic diseases. Durfee et al. [17] studied tailored intervention designed to
improve care and reduce costs for patients with the highest rates of hospital utilisa-
tion. The use of tailored services, including a dedicated intensive outpatient clinic,
for super-utilisers within a larger primary care practice transformation reduced mor-
tality and provided significant savings even as total hospitalisations increased.

17.2.2 Clinical Health Status Indicators

Some studies have identified the effects of individualised interventions on patients’
clinical outcomes, such as activities of daily living, functional ability or capacity
(e.g. [18-20]) and memory functioning [21]. Some intervention studies have been
conducted in samples of older people. These showed the effectiveness of individu-
alised or tailored interventions on decreased incontinence (e.g. [22-24].), decreased
complications or risks [18], and obtaining balance in chronic conditions [25]. Also
shortened recovery after hip fractures [15, 26] was found. Recently, individualised
interventions provided by physical therapists were found to have the potential to
significantly improve symptom severity and health-related quality of life in women
over 65 years of age with different types of urinary incontinence [23]. Individualised
patient education interventions were found to be effective in promoting significant
changes in the quality of life of cancer patients [27] and heart surgery patients [28].
Individualised interventions were also effective in reducing depression and anxiety
in patients undergoing heart surgery [28].
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Some studies have been conducted on the effects of individualised interventions
on outcomes for people with dementia or who are otherwise in vulnerable condi-
tion. Individualised activities for nursing home residents with dementia were more
effective in resulting in pleasure, alertness, engagement, positive touch and positive
verbal behaviour compared with usual standard activities [29]. Fox et al. [30] sug-
gest that specific acute care for older people interventions including medical review,
early rehabilitation and individualised care appears to be optimal for overall out-
come achievement and for reducing iatrogenic complications and functional decline
in older adults admitted to the hospital for an acute event. Individualised nursing
education intervention was also effective in preventing diabetic foot ulceration
among diabetic patients with high-risk foot [31].

17.2.3 Adherence to the Recommended Care Regimen
Promoting Self-Care

Most of the studies on self-care or self-management and adherence or compliance
with care included individualised educational interventions. In recent studies,
interventions have been targeted especially on health promotion, supporting
health behaviour and changes in health behaviour [28, 32] and prevention [32].
O’Brien and colleagues [33] showed that patient education using motivational
interviewing techniques and an individualised approach was successful in altering
knowledge, attitudes and beliefs about acute coronary syndrome among a high-
risk population. Adherence to recommended care is important for recovery and
for returning to a normal way of life after hospitalisation. Such interventions are
important as the number of days spent in hospital has decreased significantly
thanks to advanced care technology, mini-invasive care options and the change in
patients’ role. Patients’ knowledge of specific issues such as medication [34, 35]
and smoking cessation [36, 37] is successfully increased by individualised
interventions.

Recent intervention studies have focused on rehabilitation, recovery and self-
care. For example, Cossette et al. [38] aimed to determine whether a nursing inter-
vention focusing on patients with acute coronary symptoms and their perceptions of
their disease and treatment would increase rehabilitation enrolment after discharge.
They found that progressive, individualised interventions by nurses resulted in
greater rehabilitation enrolment, thereby potentially improving long-term outcome.
Other studies have revealed positive outcomes of individualised interventions on
exercise compliance in older people for managing fatigue [39]. Individualised inter-
ventions may help support independence, self-management or self-efficacy [16],
enhancing patients’ active role in self-care [40-42]. A recent review on stroke self-
management programmes by Warner et al. [43] concluded that the most prominent
strategies identified were goal setting and follow-up and an individualised approach
using structured information and professional support. Tailored education imple-
mented by visiting nurses can improve diabetic patients’ knowledge of diabetes and
foot self-care in particular [44].
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17.2.4 Patient Perceptions of Care Quality, Such as Satisfaction

Earlier studies have focused on clinical outcomes in different clinical and commu-
nity settings. However, other types of patient outcomes are rarely studied. Earlier,
only few studies focused on the softer patient outcomes, such as care satisfaction as
a result of individualised interventions [13]. Recently, in their review, Rebelo
Botelho et al. [10] identified the increase in the number of studies focusing on per-
ceived patient outcomes, such as felt accepted (e.g. [45]), felt respected [46] and felt
supported [47, 48].

17.3 Individualised Interventions and Staff Outcomes

There are some studies providing some evidence about individualised care and its
effectiveness in producing positive outcomes for professionals as well. Care provid-
ers who are able to provide individualised care have been found to be more satisfied
and offer a higher quality of care to patients [49, 50]. Moreover, it has been found
that adopting a person-centred approach to nursing alters the work environment and
increases work satisfaction [50, 51]. Low job satisfaction can affect the provision of
individualised care, emphasising the need to promote individualised care at an
organisational level as a means of improving work satisfaction [52].

Studies on the effectiveness of individualised or person-centred care have mainly
focused on residential aged-care facilities. For example, Brownie and Nancarrow
[53] found that staff facility-specific person-centred interventions impacted nurses’
sense of job satisfaction and their capacity to meet the individual needs of residents
in a positive way.

Individualised care has been found to be one of the rare interventions that also
improves the working environment for care providers [54]. Although patient-centred
care is ultimately determined by the quality of interactions between patients and
clinicians at the practice level, it should be facilitated at organisational level, too
[55]. A nationwide 1-year study was conducted aiming to improve patient centered-
ness, which was operationalised into six subdomains: facilitating self-management
support, individualised care plan support, patients’ access to medical files, patient
education policy, safeguarding patients’ interests and formal patient involvement.
The intervention consisted of feedback and benchmark and, if requested, a tele-
phone call and/or a consultancy visit. After this intervention, the care groups signifi-
cantly improved their quality management on patient centeredness (from 47.1 to
53.3%, p = 0.002).

Conclusion

This chapter provided some evidence, based mainly on patients’ point of views,
on the outcomes, possible effectiveness and usefulness of such interventions.
The interventions used have mainly been educational in their nature. In these
intervention studies, the problem lies in the minimal description of the content,
duration and implementation of the individualised interventions. Thus, it is not
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always possible to describe the exact elements or activities that are individual-
ised or tailored. Rather, the interventions included an approach involving patients
strongly in care planning according to their specific needs, preferences and
wishes. In addition, some intervention studies were not able to verify any posi-
tive outcomes for individualised interventions. For example, Wilson et al. [56]
did not find any effect of an individualised preoperative educational intervention
on symptoms of patients having total knee arthroplasty operation, such as pain-
related interference in activities, pain and nausea.

Regarding the analysis of the effects of individualised interventions, some
limitations need to be taken into account. Failure to reveal a significant effect
may due to the incomplete understanding of the vague concept, lack of precise
description of interventions, inadequate samples (especially sample size) and
inability of the instruments to reveal differences in the measured variables. On
the other hand, it may be that individualised interventions are not effective in
producing certain types of outcomes, such as effects on physical symptoms (see
[56]). However, there is considerable evidence available on the possible effects
of individualised or tailored interventions on patient outcomes. The number of
intervention studies and complex intervention studies is increasing. They may
also strengthen the evidence on the effects of individualised interventions on
patient outcomes but also on professional or staff outcomes. Interventions aimed
to impact staff are lacking from the research literature although some such inter-
ventions already exist.
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Abstract

In recent years, individualised care has emerged as the golden standard for
healthcare, one that has been promised by policymakers, is desired by patients
and families, and has been championed by nurses and allied professionals in an
increasing number of countries around the globe. Such demands pose challenges
for healthcare management and leadership, especially nursing leadership.
Individualised nursing care delivery has been found to be associated with some
organisational variables including organisation of work, but especially leader-
ship and management. Previous studies have shown that management and lead-
ership are important factors in supporting the delivery of individualised care. The
association of individualised nursing care and leadership goes beyond its sup-
portive role and includes the cultivation of an appropriate patient-centred culture
and environment where individualised care can be introduced. This chapter sheds
light on the associations between individualised nursing care and leadership as
well as presenting the pathway by which leadership can cultivate an individual-
ised caring environment.
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18.1 Leadership and Management

Nurse managers and leaders hold an assigned position within the hierarchy of an
organisation. They have decision-making powers and control over certain processes
and are expected to carry out specific duties. When we refer to a leader, this person
may or may not have recognised authority within the organisation [1]. Both of these
situations are included in this chapter. However, it is often the case that a leader pos-
sesses a different kind of power, one that comes from the ability to influence others
through effective communication and interpersonal skills. Irrelevant to the source of
managers’ and leaders’ power, these two roles have both been associated with the
manifestation of a clinical environment that fosters patient outcomes [2] and indi-
vidualised care [3] and ensures patient safety and quality care [4, 5].

Effective leadership and management of nursing work help to advance the deliv-
ery of individualised patient care in various ways [6—8]. Vice versa, inadequate
administrative support and the lack of a leading role of nurse managers to support
the individualised care delivery have been found to increase nurse turnover and
decrease the quality of care in various clinical contexts [9, 10]. A successful exam-
ple of leadership and management collaboration with healthcare professionals
towards achieving an individualised care model has been demonstrated especially in
the context of nursing homes [11]. The partnership between staff and management
works to change the organisation and focus of nursing home frontline work, sup-
porting a transition towards person-centred care. Person-centred care in nursing
homes was found to foster changes in the organisation of frontline work aimed at
improving nursing home residents’ quality of life and care [11]. The research in the
area shows that management practices are essential and influential in developing
and initiating a move to a person-centred care culture and environment [7, 12, 13],
enabling also individualisation of nursing care.

Nurses who perceive their work place as facilitating a more individualised
approach to patient care provide a better quality of care to patients and are overall
more satisfied with their work compared to those whose workplaces are perceived
as less concerned with individualised care [14—-16]. This can be attributed to various
reasons; for example, care that lacks an individualised approach tends to be more
task-oriented and repetitive as well as deviating from the principles taught and pro-
moted by nursing science, such as the concepts of “total person” and “holistic car-
ing” [17]. This can lead to poor job satisfaction among nurses and an increase in
nurse turnover rate, as well as to the provision of poor quality care resulting in poor
patient experiences [18].

The importance of individualised nursing care and its effectiveness in producing
positive outcomes for patients [19, 20], caregivers [15, 16, 21] and overall clinical
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pathways has been clearly demonstrated in the literature. However, individualised
care frameworks often remain at developmental stages, and nurses do not seem to
be universally convinced of their utility in day-to-day practice [22]. Assessments
of individualised care by providers or care recipients are neither acknowledged nor
integrated (or integrated only to a limited degree) into healthcare development
plans [21, 23].

Forbes-Thompson et al. [24] have revealed differences in the performance of
nursing care organisations according to how nurse leaders behave. Leaders in high-
performing homes behaved congruently with the nursing home’s stated and lived
mission by fostering connectivity among staff, ample information flow, and the use
of cognitive diversity. In contrast, leaders in low-performing nursing homes behaved
disharmoniously with the stated mission, which confused and eroded trust and rela-
tionships among staff members, contributed to poor communication, and fostered
role isolation and discontinuity in resident care. Therefore, it is also of utmost
importance to evaluate the role of leadership and management of nursing profession
in terms of how they may or may not foster nursing work just by working effectively
and representing value-based health and nursing care [24-26].

18.2 The Ways in Which the Organisation of Work Fosters
Individualised Care

If individualised care is to develop, the structures and processes of ward organisa-
tion need to be adequately resourced [27-29]. Firstly, structural issues of an organ-
isation, such as a well-equipped care environment, have been found to facilitate
individualised patient care [8, 30]. It has also been found that there is a need to
support new nurses with discussion, led by the nursing managers, to promote the
delivery of individualised care [31].

Secondly, care process issues [32, 33], led by nurse managers, are important in
the delivery of individualised care. Individualised care is enhanced when staff learns
to adapt their routines to accommodate individual patients [34] and make their
schedules more flexible. For example, in many older peoples’ care settings, the
delivery of individualised care is impeded by a traditional nursing culture which
focuses on task orientation, rigid hierarchical structures, and the consequent disem-
powerment of staff [9, 12, 27, 35].

Thirdly, individualised care has been systematically linked to the organisation of
nursing work, especially in the primary nursing model [36, 37]. However, when
individualised care is defined in the context of interaction between the patient and
the nurse, it should be noted that any model of nursing care work organisation may
facilitate the delivery of individualised patient care [3, 8]. Using strict routines in
nursing care may impede the provision of individualised care [38, 39] as individu-
alised care calls for adjusting or removing many routines that suppress the ability of
the nurse to place the patient at the centre of the care. This occurs because such
restricting routines affect the nurses’ ability to know the patients and provide indi-
vidualised care [40].
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Finally, leadership and management have an impact on how nurses perceive their
work, work climate and working environment. The leadership behaviour of manag-
ers significantly impacts person-centred care practice and contributes to the psycho-
social climate for both staff and residents in aged care [6]. Higher levels of staff
satisfaction, lower levels of job strain, lower levels of stress of conscience, higher
levels of a supportive psychosocial unit climate, and a higher proportion of staff
with continuing education in dementia care were associated with higher levels of
person-centred care [41]. Job strain and a supportive psychosocial climate explained
most of the variation in person-centred care [41]. This also suggests the importance
of nurse competence. However, the number of studies on competence, leading com-
petence, and individualized care is very limited [42].

The next subchapter will provide some explanations for how staffing levels, cre-
ating the climate and environment, organisation-specific factors, and leading com-
petence have been found to associate with the delivery of individualised care.

18.2.1 Staffing Levels and Individualised Care

Individualised care is strongly linked to the quality of care [10, 43, 44], and the lack
of individualised care has been reported to be one obstacle to low quality of nursing
care [45]. The lack of individualised care has been frequently linked with the ade-
quate amount, skill mix and experience of nursing staff [27, 46, 47]. As nurses evi-
dently spend a lot of time with patients, they appear mostly to affect patients’
experiences of care [48], and nurses’ time need to be meaningfully used with the
patients [28]. The more day-to-day contact caregivers have with residents, the more
effect nursing staff appear to have on the perceived empowerment and the reported
provision of individualised care [12]. However, the amount of time that a nurse can
actually spend with each patient may be significantly restricted due to poor staffing
levels in the organisation. These circumstances force nurses to prioritise the care
delivered to patients; however, this does not necessarily reflect patients’ needs and
expectations. Ball et al. [49] provided evidence that nurses are more likely to report
care being left undone (or ‘missed’) when they are working on shifts with high num-
bers of patients per registered nurse, resulting in poor quality of care and poor safety.

18.2.2 Creating a Climate and Culture

Nursing in an individualised and patient-centred context is not a goal that can be
achieved with isolated attempts by selective members of an organisation. Any
attempt of this kind is not sustainable, and its possibilities of success are likely to be
very limited. There is a need for a far more fundamental change in any organisation
seeking to adopt an individualised model of care; it involves the creation and main-
tenance of an appropriate patient-centred culture and care individualisation.

There is an increasing amount of literature reporting a culture change in care facili-
ties, especially in long-term care and care settings for older people [28, 50, 51]. In this
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cultural change, the aim for more individualised nursing care has clearly been pointed
out. Brownie and Nancarrow [52] reviewed the effects of person-centred care on resi-
dents and staff as a culture change led by nursing leaders. Especially one person-cen-
tred intervention, i.e. the Eden Alternative, was associated with significant improvements
in residents’ levels of boredom and helplessness. In contrast, facility-specific person-
centred interventions were found to impact nurses’ sense of job satisfaction and their
capacity to meet the individual needs of residents in a positive way. This review high-
lighted that staff, led by nursing leaders, are key to quality nursing care. Bringing about
such fundamental changes takes time and requires a long-term perspective as well as a
clear, sustained strategy. These changes require leadership capable of transforming not
just the physical environment but also the beliefs and practices of nurses and other
healthcare workers providing care in that environment and of those within the health-
care organisations who establish the policies and practices that shape the environment.

Understanding and developing the organisational environment is of global
importance [14] as the work environment has an effect on the behaviour of employ-
ees in organisations [53, 54], and this has played a substantial role in the successful
implementation of patient care provision [26]. More than ever, care providers say
they are practising in situations with a lack of congruency between individual
patients’ needs and the demands of the organisation [55], which produces ethically
difficult situations. Conflicts on whether nurses are able to provide individualised
care based on an inclusive approach or not have implications for nurses’ role and
responsibilities in clinical practice [53, 56].

Individualised care has been found to be one of the rare interventions that
improve the working environment for care providers as well [19]. Increasing pos-
sibilities for nurses’ empowerment in the culture change models enable possibilities
for individualised nursing care [12]. However, because of their focus on organisa-
tions’ economy and resources, health system reforms have not taken into account
the processes from the client’s point of view, and studies on the care environment
and interventions are lacking.

The provision of individualised care has been found to be associated with a good
working environment [3, 50, 57]. Rathert and May [14] conceptualised person-
centred work environments that incorporate benevolent ethical climates and facili-
tate patient-centred care and quality improvement. Moving into work at the
healthcare team level, McCormack et al. [58] highlighted the importance of the
development of teamwork, workload, time management, and staff relations to create
a culture where there is space for forming person-centred relationships. In develop-
ing patient-centred initiatives in nursing homes, Crandall et al. [7] found that units
differ in their culture; depending on their work culture, some units were better than
others in enhancing patient-centred orientation.

18.2.3 Organisation-Related Specifics

Some specific organisation-related issues have been linked to the delivery of indi-
vidualised nursing care. The size of the hospital and ward has been found to be
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associated with patients’ perceptions of individualised care [37]. The bigger the
hospital and ward, the less individuality was perceived in the care provided. This
may be explained by the fact that in units with many nurses, there is a lack of con-
sistency in the nurses that the patients meet during their stay in the hospital.
Therefore, the necessary time for building a therapeutic relationship and trust
between nurse and patient is not provided, resulting in poor quality of care linked to
nurses not becoming familiar with the needs of their patients [59]. As an integral
part of a therapeutic relationship, the communication between nurses and patients
also suffers from barriers resulting from the care being delivered with poor nurse-
patient ratios [60]. All aspects of care and nursing are of high importance in com-
munication with patients as patients consider interaction with nurses key to their
treatment [61]. Patient-centred care encompasses the individual experiences of a
patient, the clinical service, the organisational and the regulatory levels of health-
care [62]. Healthcare organisations that are patient-centred engage patients as part-
ners and hold human interactions as a pillar of their service.

As organisations, healthcare systems within a European as well as an international
context present similarities but, most importantly, many country-specific differences.
Prospectively, these differences might explain, either positively or negatively, the
delivery of individualised care. Between-country differences in both patients’ [20] and
nurses’ [63] perceptions of individualised patient care have been found in international
comparative studies, suggesting that the systems or organisations may also have a role
in these differences. Furthermore, the speciality of the ward has been found to be asso-
ciated with perceptions of individualised care from both patients’ [20] and nurses’ [63,
64] point of view. It has been found that nurses in the mental health area perceive that
they deliver individualised patient care while nurses in long-term care settings per-
ceive lower levels of ability to provide individualised care for the patients [64].

18.2.4 Leading Competence

Patient-centredness and the care provided according to it have been stated to be one
of the core competencies in nursing [65] and the education of nurses [42], but they
have also gained an important role when implementing safe and quality care for
patients. Nurse leaders have an utmost important role in leading competence, espe-
cially in supporting staff to update their knowledge, train skills and adopt evidence-
based or evidence-informed practice development activities [42, 62]. Understanding
nurses’ competency for patient-centred care is necessary in order to facilitate the
transition towards patient-centred care in clinical practice [42].

Today, educational programmes in faculties of medicine, schools of nursing and
schools of allied health incorporate cultural competence training in their curricula.
Despite the increasing focus in education and clinical practice on providing patient-
centred care, individualisation and culturally sensitive care, challenging situations
can arise when patients wish to perform practices that do not fit within institutional
or clinical norms. In many such situations, healthcare providers and hospital admin-
istrators adapt institutional or clinical norms and structures [66].
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18.3 Nurses and Leadership

The administrative role of nurse leadership and management was described earlier
in this chapter. Another important notion is the leadership role of every individual
nurse working with patients. Studies have shown that the choices nurses make about
their practice tend to comply more often with prevailing norms than with those
championed by person-centred care [25].

Within the context of work, Charalambous et al. [67] found several factors rele-
vant to team dynamics that were associated with the provision of individualised
care. Such factors included the problem-solving approach to handling disagree-
ments and conflict, control over practice and relationships with physicians. These
findings coincided with those of preceding studies stressing the pivotal role of con-
trol over practice [26, 32] and autonomous practice [68] for providing individual-
ised care. Autonomous practice gives nurses the necessary freedom for
decision-making based on the individual needs expressed by the patient. On the
contrary, centralised decision-making limits the ability of the nurse to adjust the
care according to the needs expressed by the patient [69].

Dwyer [70] reviewed registered nurses’ role in clinical leadership. Dwyer con-
sidered this leadership role of individual nurses as crucial to the clinical governance
and management of care given in the patient-nurse relationship. The results by
Dwyer [70] pointed out that nurses reported the negative experiences of nurses in
residential aged care and geriatrics more frequently compared to many other set-
tings, especially acute care settings. Nurses will continue to be devalued if there is
no professional identity and support for their roles, and they need to have a career
pathway when making the decision to enter into aged and geriatric practice. Clinical
leadership training is required for nurses to transition through practice into special-
ised roles such as registered nurse team leader and geriatric nurse practitioner.
Dwyer suggested highlighting the specific independent and autonomous role of
nurses: providing a career structure and choice for the nurse to become a clinical
leader or manager of health services will improve recruitment and retention.

One example of advancing the leadership role of nurses is leadership supporting
interventions to develop the working environment. Caspar et al. [51] developed and
tested the responsive leadership intervention for practices by team leaders and found
it to be a feasible method for improving responsive leadership practices and indi-
vidualised care in the care settings for older people. In another study, Caspar et al.
[13] pointed out that contextual- and individual-level factors exert considerably less
influence on individualised care than factors associated with staff’s perceptions of
empowerment. They concluded that interventions aimed at increasing individual-
ised care in long-term care settings should carefully consider staff’s access to struc-
tural empowerment.

Conclusion

In today’s multicultural, complex, and diverse healthcare context, the provision
of individualised care needs to be nurtured and promoted with the necessary
resources, appropriate mind-shifting, and, most importantly, adequate ongoing
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patient-centred education. In its complexity, patient-centred care culture, includ-
ing individualisation of patient care, involves commitment on behalf of the per-
son delivering the care but also on behalf of the persons who manage and lead
those who care. Therefore, any introduction of patient-centred care culture and
every effort in individualisation of care in the clinical context can only be sus-
tainable if both bottom-to-top and top-to-bottom strategies are adopted. Literature
points out a clear need of a culture change in nursing care, and this change is
currently ongoing in many countries and healthcare organisations. Value-based
healthcare calls for prioritising the environment, culture, culture change and the
quality and safety of patient care to produce individualised care, services and
environments for different patients. The role of nurse managers is to have stron-
ger visibility in the development of nursing care, services and environment
within healthcare and service systems.
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The Importance of the Physical 1 9
Environment to Support
Individualised Care
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Abstract

The physical environment is an important part of individualised care. Creating
care environments tailored towards the individual person’s needs is essential for
high-quality care and is increasingly recognised as being associated with
improved health and well-being among older people. Today, care should be
holistic and view the person behind the disease, taking that person’s perspective
and treating the patient as a unique individual. Despite the emerging focus on
individualised care approaches, the physical environment is still not considered
as an integral part of care, and relatively little attention has been paid to environ-
mental aspects. However, the physical environment has a great potential to facili-
tate or restrict care processes in a broad range of care settings, not least in
residential care facilities for older people. The present chapter focuses on ways
to support the individual in terms of the physical environment.
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19.1 The Care Environment as Part of Individualised Care

For individuals with a high degree of frailty, an inadequate care environment that is
not adapted to individual needs can have severe impacts and result in health decline
and reduced well-being. Therefore, it is time to view the environment as far more
than simply decorative and aesthetically appealing and to consider the environment
as an integral part of individualised care by being aware of its potential to facilitate
or hinder care processes [1, 2].

Previous studies have indicated that individualised care is associated with
improved health and well-being among patients as well as with higher satisfaction
with care [3-5]. Individualised care for older individuals requires an interdisciplin-
ary approach in which the person’s needs, resources and preferences are central and
in which the care should be based on her or his perspectives. The following four
critical attributes have been previously applied to individualised care: knowing the
person, relationships, choice in terms of decision-making and risk-taking, and par-
ticipation [6]. In addition, enhancing independency in daily life has often been pri-
oritised [7].

The living environment is considered vitally important to a person’s identity,
health and well-being. It constitutes a safe base where the most fundamental needs
can be met and is also a platform from which social relationships are created [8—10].
While this is universal and relevant for most people, it is particularly true for older
persons who spend a majority of their time within facilities due to chronic condi-
tions and physical and cognitive frailties [8].

A highly essential part of individualised care is the environment in which the
care is provided, and by adapting the environment, individual needs can be met
[1]. Importantly, the care environment has an essential role in facilitating social
interactions, activities and a sense of home for older persons in residential care
facilities [11-13]. For example, clear walking paths, access to outdoor spaces, and
information on the purpose of the room can enhance individualised care and sup-
port older persons’ sense of self [14], whereas institutional characteristics such as
endless double-banked corridors have the opposite effect [15]. Despite the recog-
nition of the importance of environmental aspects for supporting older individuals
with frail health, the care environment is an underused resource in elderly care
and could explain variations as to the extent to which care is adapted to the indi-
vidual [2, 16, 17].

19.2 Definition of Care Environments

The care environment consists of physical aspects (i.e. the built environment) and
psychosocial aspects, both playing an important role in achieving individualised
care. In addition, the care environment is multidimensional, including people, pro-
cesses, resources and equipment [1] together with information and technology.
Aspects of the physical environment can be classified as architectural, ambient or
related to interior design. Examples of architectural aspects are the spatial layout,
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room size or distance between spaces. Ambient aspects involve lighting, noise
levels and temperature. Meanwhile, interior design aspects include furnishings and
colours [18]. The psychosocial environment can be defined as an individual’s per-
ceptions of being in the care environment [19]. These perceptions vary from person
to person, and previous experiences, values and health status will affect the psycho-
social environment [20].

The physical environment cannot be separated from the psychosocial environ-
ment as aspects of the physical environment convey messages to those in the facil-
ity, and the care atmosphere can contribute to a sense of identity and can support
previous interests and habits [11, 12, 21]. For example, familiar and pleasant ele-
ments such as art and flowers can have a positive influence on people and promote
a sense of control and feelings of homeliness [11, 12].

19.3 Theories on the Person: Environment Relationship

The theoretical basis for understanding the relation between people and their
environment can be found in psychologist Kurt Lewin’s “field theory”, in which
human interactions are assumed to be driven by the persons and the environment
surrounding them [22]. Lewin developed an ecological equation, which states that
behaviour is a function of the person and his or her environment, B = f(P, E),
where B is behaviour, P denotes personal characteristics, and E denotes environ-
mental characteristics. This person-environment fit (P-E fit) was further devel-
oped and applied to the ageing process by Powell Lawton and Lucille Nahemow
in 1973 [23]. Their ecological theory on ageing has been used worldwide for the
past few decades and has had a major influence in gerontological research.
According to this theory, the interaction between an older individual and the envi-
ronment is central. The individual is regarded to have a set of competencies such
as physical and cognitive health [24], whereas the environment can be viewed in
terms of demands. When there is a balance between the person’s competencies
and environmental demands, positive outcomes can occur. On the other hand, an
imbalance can result in negative outcomes [23, 25]. The ecological theory on age-
ing was an elaboration of the environmental docility hypothesis from 1968 by
Lawton and Simon:

The more competent the organism—in terms of health, intelligence, ego strength, social
role performance, or cultural evolution—the less will be the proportion of variance in
behaviour attributable to physical objects or conditions around him... With high degrees of
competence he will, in common parlance, rise above his environment. However, reduction
of competence, or deprived status, heightens his behavioural dependence on external condi-
tions. ([25], p. 108)

In other words, people with lower competencies (e.g. frail health) are more sensi-
tive to demands from the environment compared to those with higher competencies.
This means that a supportive healthcare environment can compensate for decreasing
functional abilities [23, 25].
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19.4 The Physical Care Environment: A Historical Backdrop

The built environment has always been formed based on the prevailing norms in soci-
ety. Already in the mid-1800s, the importance of the environment was emphasised for
people with frail health in order to achieve good healthcare outcomes. Florence
Nightingale, a British nurse, was a pioneer in many ways, and her systematic work
during the Crimean War was of great importance for our understanding of the physical
environment and its impact on people with frail health. She realised that the lack of
sanitation was the primary cause of high mortality among soldiers who were patients,
and by improving factors in the physical environment, such as the sewage system, the
water supply, and ventilation, the mortality rate declined significantly. In addition,
Nightingale brought forwards ideas that environmental aspects such as fresh air and
daylight could affect patient health, safety, and recovery. Her work had an enormous
impact and contributed to several changes regarding environmental design and care
practises in hospitals [26]. Approximately 100 years later, a new era emerged in which
technical and rational aspects were emphasised [27], as the healthcare system was
inspired by industry and its focus on results and productivity [28]. As a consequence,
many hospitals were designed to be clinically efficient, with specialised units for dif-
ferent medical conditions and diagnoses, leading to the risk of patient objectification
[29]. This is still the prevailing model in many healthcare facilities, designed to serve
the organisation before supporting the persons in need of care [30].

In recent years, the pendulum seems to have swung again in the other direction,
and Nightingale’s environmental theory has gained new interest [31]. Although the
physical environment is still regarded as something separated from care, awareness
of the importance of healthcare environments has evolved, reflected both in social
debates and in the growing number of international research articles on the topic.

19.5 The Link Between the Physical Environment
and Health Outcomes

Research has shown that the physical environment impacts health and well-being
[32-34]. Previous research within residential care facilities has demonstrated that
aspects of the physical environment such as lighting, noise levels and access to
nature can improve older people’s sleep and orientation. Moreover, these environ-
mental aspects have been found to increase engagement in activities and positively
affect overall well-being [15, 35]. A Swedish study has shown that several factors in
the physical environment, such as the layout of the building and space size, can
affect older residents’ activities and social interactions. For example, an open-plan
solution with automatic door opening and with access to elevators in common
spaces seems to facilitate the ability to move around in the facility, whereas closed
doors have the opposite effect and limit use of the facility. Moreover, when older
individuals have access to daylight and large windows, they can follow the daily life
activities occurring outside the facility [36].
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Safe handrails, proper flooring materials, adequate lighting and cues in the envi-
ronment can support mobility and orientation [37], whereas monotonous physical
environments negatively influence older persons and can cause difficulties for them
in finding their way around [38, 39]. Moreover, well-designed physical environ-
ments can reduce psychiatric disturbance and increase well-being among people
with cognitive disabilities such as dementia [40, 41]. Several studies have shown
that spatial design and cues in the environment such as colours and signage can sup-
port the ability to navigate in those with dementia [38, 39, 42], and personalised
cues such as photographs and personal items have been found to be of great help for
these individuals [39]. Furthermore, specific environmental aspects such as cogni-
tive supportive features have been found to be associated with older persons’ social
well-being. Consequently, an environment that is easy to interpret and that has a
logical layout, reference points and cues can enhance well-being in terms of social
activities and interactions [43].

The physical environment is also important for emotional connectedness and can
influence an individual’s feelings of being at home in the facility [44]. For example,
by having personal belongings and furniture, a sense of normalness is supported, as
unknown facilities become more familiar for the resident. This can be of great value
for retaining personal identity [9, 10]. In other words, aspects in the physical envi-
ronment can facilitate a person’s sense of identity and enhance privacy and integrity
[45]. Therefore, when moving into residential care, it can be tremendously impor-
tant to have a private room or apartment [46, 47].

19.6 Evidence-Based Design

To increase the likelihood that new environments for older people will generate
expected outcomes and support individualised care, decisions about the design must
be evidence-based. Evidence-based design (EBD) principles make use of informa-
tion from research when making design decisions that are ultimately expected to
lead to improvements in the organisation’s clinical performance, economic perfor-
mance, productivity, and terms of use [48]. EBD is part of a continuous improve-
ment in quality model which requires that care goals be defined by the best possible
research, knowledge and experience and that clear goals should be presented at the
beginning of a project to enable evaluation when the project is completed and in use.
EBD is defined as a critical and reflective process where decision-making is based
on current evidence, analysis, and experience from already built environments and
not least on structured user experience analysis [49]. In regard to residential care
facilities and supporting individualised care for older individuals, knowledge about
their situations, including how the physical environment can facilitate or restrict
individualised care, has to be identified early in the process of planning new facili-
ties. This also means that the work with planning and designing care environments
for older persons requires an interdisciplinary collaboration in which various knowl-
edge and perspectives are acknowledged [50].
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19.7 Environmental Quality Assessments

Given the importance of the physical environment for individualised care, methods
that can be used to evaluate environmental quality are required. According to a sys-
tematic review of instruments assessing the quality of the physical environment in
healthcare facilities, many instruments have been developed for residential care
facilities for older people. However, valid and reliable instruments are lacking, and
many of the instruments are old and lack theoretical basis. Moreover, the perspec-
tive of the individual is relatively invisible in these instruments [51]. The review has
resulted in the identification of a British instrument that has been regarded as appli-
cable to Swedish care facilities for the elderly, the Sheffield Care Environment
Assessment Matrix (SCEAM) [33]. This instrument has a strong theoretical founda-
tion and was developed for use in care facilities for older people with a wide range
of frailties, including physical and cognitive disabilities. It is derived from the idea
that high-quality environments should support the needs of the residents as frailty
increases. Recently, this instrument was translated and culturally adapted for use in
Swedish residential care facilities, resulting in a version called the Swedish version
of the Sheffield Care Environment Assessment Matrix, S-SCEAM [52].

The S-SCEAM contains over 200 items, and each of these items relates to a loca-
tion within the facility (e.g. overall layout, entrance and external area, garden, lounge,
dining area, private apartments) [52]. The instrument is built on several domains
theorised to be highly important for older people living in care facilities: cognitive
support, physical support, safety, normalness, openness and integration, privacy,
comfort, and choice. The following is a short description of each of these domains.
The cognitive support domain involves elements considered to contribute to visual
clarity and logical layout in order to promote independence for residents with cogni-
tive disabilities. The features in the physical support domain can facilitate the every-
day life for persons with physical disabilities and aid accessibility regardless of their
level of functioning. The safety domain features contribute to risk reduction in the
care home and promote a sense of safety and security for the residents, while the
normalness domain is concerned with residents’ feelings of homeliness and sense of
familiarity. The features in the openness and integration domain enable residents’
participation in and awareness of community life. The privacy domain involves ele-
ments to support residents in their everyday life without intrusion or observation by
others, while the comfort domain contains features that can contribute to a pleasant,
stimulating, and sustainable facility. Finally, the features within the choice domain
concern residents’ use of the facility based on their own wishes and preferences [2].

The first study using S-SCEAM for assessing environmental quality in care facil-
ities for older people showed that there was substantial variation between and within
care facilities. In general, safety features were of high quality, whereas cognitive
support and privacy were of lower quality. When using S-SCEAM to assess differ-
ent areas of the facilities, private apartments and dining areas had high environmen-
tal scores, while gardens and outdoor areas had lower scores. Despite high-standard
requirements, there were large variations with regard to the quality of the physical
environment, indicating that there is potential to improve environmental aspects in
order to meet the needs of older people living in these facilities [2].



19

The Importance of the Physical Environment to Support Individualised Care 213

Conclusion

Although much work remains with regard to integrating the physical environ-
ment into care, there is an increasing interest in and awareness of environmental
aspects and the way in which these aspects affect health outcomes for older peo-
ple. Today, this is especially important as we are facing a growing elderly popu-
lation with chronic conditions and high levels of physical and cognitive frailties.
To meet their needs, high-quality care facilities are required. However, previous
research shows variation in terms of the quality of the physical environment of
residential care facilities for older people. Thus, it is reasonable to assume that
the potential to apply individualised care will differ among care facilities, given
the important role of environmental aspects in supporting residents’ individual
needs. In summary, both the physical environment and psychosocial environ-
ment need to be taken into account in the design of care facilities, and environ-
mental aspects must go hand in hand with the organisation of healthcare. Thus, a
prerequisite for achieving truly individualised care is to adopt a holistic approach
based on cooperation across professional boundaries.
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to Individualised Care
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Abstract

The achievement of the main goals of the nursing profession, including the pro-
vision of quality and individualised nursing care to patients, often requires
improvements in the working environment of nurses, while there are various
research evidences to support such a need. However, it is additionally recognised
in the scientific community that the ethical climate of an organisation is actually
an important component of the overall working environment that is related to
employees’ shared perceptions of what is ethically correct behaviour and how
ethical issues should be handled in organisations. Moreover, both the nurses’
practice environment and the ethical climate that exist in healthcare settings
specifically, as it is perceived by nurses themselves, had been linked in some
studies to various important professional variables and patient outcomes
including individualised nursing care. Having this in mind, the aim of this chapter
is to discuss the literature regarding the ethical climate as it is perceived by
nurses themselves with a focus on the association between ethical climate and
individualised nursing care. In this light the chapter attempts to demonstrate the
existing body of relevant knowledge and the possible knowledge deficits that
need exploration with further research studies.

Keywords
Ethical climate - Professional environment - Nurses - Individualised nursing care
- Quality - Missed care

S. Vryonides () - E. Papastavrou

School of Health Sciences, Department of Nursing, Cyprus University
of Technology, Limassol, Cyprus

e-mail: svrionii @cytanet.com.cy; e.papastavrou@cut.ac.cy

© Springer International Publishing AG, part of Springer Nature 2019 217
R. Suhonen et al. (eds.), Individualized Care,
https://doi.org/10.1007/978-3-319-89899-5_20


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-89899-5_20&domain=pdf
mailto:svrionii@cytanet.com.cy
mailto:e.papastavrou@cut.ac.cy

218 S.Vryonides and E. Papastavrou

20.1 The Nursing Profession and Individualised Care

This chapter begins with the widely adopted argument that nursing is a scientific
discipline, as well as a learned profession [1, 2]. Thus, the nursing entity is built on
a unique body of knowledge [2] that is gained from a nursing assessment of the
subjective experiences of healthcare consumers, families, communities and
populations [1] and the assessment of the working experiences of healthcare
employees, as well as on the assessment of the objective outcomes of nursing
interventions and the provided nursing care. In addition, it is built on specific skills
that are based on principles of the biological, physical, behavioural and social
sciences [1], as well as in certain broadly accepted attitudes towards people and the
members of the society in general.

Moreover, the ethical foundations of nursing create clear obligations to nurses
towards the directions of respecting human rights, of preserving human life, of
promoting safety and of preventing harm to all people and especially to patients [3].
Additionally, these ethical foundations call the nurses for providing high-quality,
[4] dignified [5-7], compassionate [7, 8], comprehensive [7] and individualised care
[9-14] with justice and without any discrimination [7]. This alliance of knowledge,
skills, attitudes and moral obligations jointly reflects the components of nursing as
a science and as an art.

Thus, nurses as scientists and as professionals should use critical judgment and
reflecting thinking [2] in order to apply the best available objective data, research
evidence, knowledge, skills and attitudes to their practice, as well as in order to
sustain their moral identity. At the same time, they should also continually evaluate
the quality and the effectiveness of the provided nursing care [1, 2] and seek to
optimise its outcomes, on a continual basis, as to ensure the integrity and
sustainability of nursing practice in all current and future healthcare systems.
However, stakeholders and organisations in healthcare [15], as well as lay people,
emphasise that the desired health outcomes are associated with healthcare that is
responsive to people’s personal and individual needs.

In this light, “individualised nursing care”” had been considered essential and as
an indicator for quality care [14, 15], while the need for the provision of this type of
care to the patients had been revealed in several and cross-cultural nursing studies
[14]. Nevertheless, there is also some evidence in the literature [9, 16—18] supporting
that nursing practice does not always achieve the provision of individualised nursing
care for each person, for several reasons, most of which are related to nurses’
professional practice environment where the care takes place [18, 19].

Indeed, nursing practice and the resulting nursing care that is provided to patients,
including individualised nursing care, do not occur in a vacuum and are not solely
influenced by individual nurse’s decisions (micro level) but are additionally
influenced by organisational factors (meso level) and the broader socio-political
framework (macro level) [20] in which this practice is taking place. The following
parts of this chapter discuss the role of some organisational factors and specifically
the ethical climate that may exist in an organisation which in turn influence the
professional nursing practice and the provision of nursing care. The emphasis
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however of this discussion is given to the association of individualised nursing care
with the working environment of nurses and more specifically on the association of
individualised nursing care with the ethical climate of nurses’ working environment
which is considered as an important part of this environment.

20.2 Professional Goals, Nurses’ Working
Environment and Ethical Climate

The nurses’ working environment is very important for the achievement of the goals
of nursing profession [21] as this environment has an influence on the behaviour of
nurses working in healthcare organisations [22] and plays a substantial role in the
successful provision of quality care to the patients [16, 23]. However, this
environment may include structural factors, social factors, behavioural factors and
the existing climate or atmosphere [18, 24].

Thus, the existing communication systems, the available human and material
resources, the level of teamwork, the social relations, the leadership and the
management of a particular working environment may all influence the practice of
nurses either positively or else negatively. For example, a good working environment
may allow nurses to work effectively in interdisciplinary groups, to mobilise
resources quickly and appropriately [25] and to have a control over their practice,
and all these could improve their practice. Additionally, there is some research
evidence that factors in the working environment of nurses (e.g. the practice style of
care and the organisation of work) influence their ability to know the individual
needs of their patients and thus to provide individualised care [18].

In this light, one can argue that certain organisational-related factors, in the
working environment of nurses, can influence nursing practice and that the
achievement of the main goals of the nursing profession, including the provision of
individualised nursing care to patients, may require improvements in this
environment. Moreover, there is also sufficient research evidence supporting these
arguments since the nurses’ perceptions of their working environment have been
found to be associated with important outcomes for the patients as well as the nurses
themselves [9, 11, 16, 19, 21, 23, 25-28].

For example, the nurses’ working environment has been associated, among oth-
ers, with nurse-related outcomes, such as the nurses’ professional empowerment
and the establishment of effective work teams [29], the nurses’ work performance
[30], the nurses’ satisfaction or dissatisfaction with their work [25, 26, 31], their
rates of burnout from their job [31, 32], their intention to stay at or quit their jobs
and their subsequent retention in this job or their turnover [30], as well as their
professional behaviour [22].

As regards the patient-related outcomes, the perceptions of nurses of their work-
ing environment have been associated with patients’ satisfaction with the care they
have received [31], the levels of missed nursing care [33, 34], the patients’ safety
and quality of care [16, 23, 26, 35-40] and the mortality rates [26, 39] as well as
with the provision of individualised nursing care to patients [9, 11, 18, 19].
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In this light and as Tellis-Nayak [28] emphasises, when the environment in the
workplace adds quality to the life of nurses, nurses can then add quality to the life of
their patients [28]. Having in mind all the above discussion, as well as the information
discussed in the previous chapters of this book, one can argue that the provision of
individualised nursing care can add quality to the life of patients, and as it is revealed
in some studies [9, 11, 18, 19], the organisational climate that exists in the workplace
of nurses can seriously assist towards the achievement of this important effort. The
organisational climate had been described as a group of measurable characteristics
(e.g. the processes of decision-making, the leadership styles and the norms) existing
in the working environment of a specific organisation and that become perceived as
such, either directly or indirectly, by the members of this organisation [41].

However, it is additionally widely recognised in the scientific literature [42, 43]
including the nursing literature [ 11, 44-46] that the ethical climate of an organisation
is actually an important component of the overall organisational climate and in this
light can play an important role in the provision of nursing care including the
individualised nursing care. In fact, as an identifiable [43] dynamic part of the
overall working environment of nurses [11, 47], the ethical climate can be modified
[48] according to evaluations, to improve the workplace of nurses [22, 49-51] and
to guide nurses’ working behaviours towards the achievement of professional goals
and the satisfaction of the patients’ individual needs.

In this realm of nursing literature, the ethical climate had been mainly described
as the nurses’ perceptions of how care issues with ethical implications (e.g. patient
care dilemmas, difficult interrelationships, etc.) are handled [45] in order to achieve
better patient outcomes as well as how these issues are reflected in the organisational
values, beliefs, norms, habits, policies and practices of the nurses’ workplace [51].
Therefore, the investigation of ethical climate is nowadays considered as an
important part of quality assessment in healthcare [11, 45, 46], and as a result the
relevant research studies are gradually increasing in the nursing literature.

Moreover, both the nurses’ practice environment and the ethical climate that
exist in healthcare settings specifically, as it is perceived by nurses themselves, had
been linked to various nurse-related and patient-related outcomes, including
individualised nursing care. This chapter further discusses the existing body of
relevant knowledge regarding the ethical climate in the working environment of
nurses as it is perceived by nurses themselves and its associations with other
organisational variables with a focus on the association between ethical climate and
individualised nursing care. Knowledge deficits in the literature regarding the
association of ethical climate with individualised nursing care that need exploration
with further research studies are also discussed.

20.3 The Investigation of Ethical Climate in Nursing

Ethical climate was initially conceptualised in the business literature by Victor and
Cullen [42] as “the shared perceptions of what is ethically correct behavior and how
ethical issues should be handled in organizations” ([42], pp. 77-78). On the basis of
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this conceptualisation, several nurse scholars in the later years [22, 49] have argued
that the ethical climate that exists in the nurses’ workplace is related to their ethical
beliefs and attitudes and thereby may serve as a reference of their decisions, as well
as a reference of their actual behaviour [11, 47, 52, 53]. In this light, it had been
sufficiently investigated in the nursing literature [11, 45, 47, 49, 51, 52, 54, 55],
especially during the last 15 years.

A positive ethical climate is characterised by benevolent and utilitarian ideals and
is guided by the compliance and respect in ethical principles, rules, laws, standards
and codes of conduct [46] as well as the humanistic values of caring, the connected-
ness and the mutual support in the workplace [56]. Obviously, such a positive ethical
climate that recognises the patients’ rights and enables the patients’ holistic needs to
be met [56] may result in less care omissions [46] and thus in the provision of care of
better quality. On the other hand, a negative ethical climate or one climate that
focuses on egoistic tendencies and personal morality [46] may be linked to unsafe
care such as medical errors [55] or more care omissions [46]. Therefore, the ethical
climate that may exist in nurses’ workplace may, in a way, shape nurses’ practice and
have an impact on the provided care and its quality [11, 45, 47].

Guided by these recognitions, the nurses’ overall perception about the ethical
climate in their working setting had been examined in the nursing literature. In
most of these studies, the nurses perceived the ethical climate in their workplace
as mainly positive [22, 55, 57-59], in some studies as neutral [60] and in other
studies as negative [53, 54]. Positive associations were additionally found between
a positively perceived ethical climate and several working variables, such as the
nurses’ ethical practices [45], their perceived organisational support [52], their
intention to retain their current job [50, 52, 55], their job satisfaction [52, 61, 62],
their commitment to the organisation [52, 61, 62], their professional competence
[63], the reporting of less medical errors [55] as well as the provision of individu-
alised nursing care [11]. On the other hand, inverse relationships had been found
between a positively perceived ethical climate and the nurses’ moral distress [58,
64, 65], but in other studies no significant correlation had been found between the
two variables [60].

These associations led some researchers to focus their attention to the factors
that may improve the ethical climate of nurses’ working environment such as the
supportive administration [48, 57, 62, 66, 67], the leadership styles [61], the
nurses’ shared responsibility and teamwork [67], the shared mission of the hospi-
tal among staff members [57], the interdisciplinary cooperation and communica-
tion in care settings [54], the organisational practices enriched with the principles
of caring relationships [61] and the patient-focused initiatives from managers
[57]. Other researchers have called for improvements in ethical climates in order
to minimise the negative consequences of moral distress (e.g. high turnover) [55]
although a previous literature review [51] revealed that there was not enough evi-
dence supporting a clear impact of ethical climate on nurses’ moral distress or on
nurses’ turnover.

The antecedents that affect nurses’ perception of ethical climate such as the
nurses’ demographic characteristics [57], the type of working setting that nurses are
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employed (e.g. hospital type, ownership status, geographical region, teaching status,
department level, type of care units) [49, 61, 62, 68, 69], the nurses’ type of work
(e.g. work group, job position, tenure) [49], the type of management and leadership
styles in their working setting [61] and the differences in professional roles [53] had
been also examined in the nursing literature.

Some of the studies that can be found in nursing literature have examined ethical
climate within a single continuum using the ethics environment questionnaire
(EEQ) [70]. Other studies have examined the nurses’ perception of ethical climate
by using the hospital ethical climate survey (HECS) developed by Olson [45] that
encompasses five factors and examines the ethical climate in terms of nurses’
perceived relation with the physicians, the managers, the peers, the patients and the
hospital [11, 47, 71].

Additionally other researchers had examined ethical climate using the two-
dimensional typology of ethical climate proposed by Victor and Cullen [42] that
takes into consideration that different types of ethical climate existing in organisations
may be related in a different manner to selected organisational outcomes. At the
intersections of the two dimensions of their typology, Victor and Cullen [42]
suggested nine hypothesised types of ethical climate. However, empirical testing
indicated the existence for only six of them [42], while only five (i.e. instrumental,
caring, rules, law and code, independence) appear frequently in the literature [43,
72, 73] including the nursing care [46, 49, 52, 74]. Caring ethical climates are based
on benevolent ideals and the welfare for others [73, 74] and encourage behaviours
that yield the most positive result for the greatest number of people [46, 49, 73].
Instrumental ethical climates are promoting self-interest and encouraging decision-
making from a selfish standpoint [46, 49, 73, 74]. Ethical climates are guided by a
clear expectation to follow the local standards, rules, procedures, codes of good
practice and policies of the organisation strictly [46, 72—74]. However, in the type
of ethical climate that is called as “laws and codes”, the compliance to external
influences such as laws, external rules, professional standards and codes of conduct
is required from everyone, over and above other factors [46, 61, 73—75]. Finally, in
independence ethical climates, employees are following their personal moral beliefs
to make decisions with minimal impact from external influences [46, 73-75].

However, it is out of the scope of this chapter to discuss further these research
approaches and the details from these studies except when their findings are related
by any means to individualised nursing care. For an overall picture of most studies
focusing on ethical climate in the nursing environment, one can refer to a useful
scoping review [44] that had been published very recently in the nursing literature.

20.4 Ethical Climate and Individualised Care

From the discussion in this chapter, so far, it is revealed that individualised nursing
care is closely connected with the general philosophy of the nursing profession, as
well as the ethical obligations, which are expected from nurses in their practice. In
addition, one can conclude that the nurses’” working environment can play a
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substantial role in the successful achievement of the goals of nursing, including the
provision of individualised nursing care to patients. Moreover, it is obvious that
there is an agreement in the scientific community that the ethical climate of an
organisation is actually an important component of the overall organisational
environment.

In this light, the ethical climate that reflects the policies, procedures and prac-
tices, regarding the ethical issues in the nurses’ working environment [63], can play
an important role in the satisfaction of the patients’ individual needs. In fact, values,
norms, beliefs and habits shared by nurses in their working environment are
associated with their decisions when they provide nursing care to their patients,
which should be based on the assessment of the patients’ individual needs. These
ethical elements in the workplace that can lead to a common understanding of what
is the ethically correct behaviour and how ethical issues should be managed in fact
constitute the ethical climate [11, 42, 43, 45, 46] of the environment, where nurses
provide care to patients. Previous studies have showed some association between
organisational factors in hospitals and the patient perceptions of individualised care
[76]. Other studies have associated the individualised care with the nurses’ working
environment [9, 11, 18, 19]. Having in mind that the ethical climate is an important
part of the employees’ working environment, several scholars had appeared in the
nursing literature, either to argue or to support empirically that the ethical climate of
healthcare organisations can play its part in the provision of individualised nursing
care to patients.

For example, it has been argued that the feeling that a good ethical climate exists
in the nurses’ working environment can produce the energy for the provision of
individualising nursing care to patients [9, 28], while the perception that an ethical
climate is not present in this environment, may decrease the individuality in care
that is provided to patients [77]. Thus, certain ethical elements that may exist in the
nurses’ working environment, such as the attitudes of staff and their values, have
been found to be the most important facilitating forces of this type of care [24].
Since the individual values of nurses reflect collectively the broader value-based
system of the organisation where these nurses work [22], one can argue that some
organisation-related factors and especially those factors that deal with the ethical
elements of the organisation can facilitate the development of such an environment
or climate in the workplace that can sustain person-centred care to patients [78].

Similarly, McCormack et al. [79] had given a great emphasis on the development
of teamwork and the improvement of relationships among the working staff in
healthcare organisations and suggested that these are necessary conditions in order
to create a working climate where there would be space for the formation of person-
centred relationships [79] in the environment of care provision. The person-centred
nursing philosophy as it is conceptualised in the model of McCormack and McCance
[80] comprises four constructs. These constructs are the prerequisites (which focus
on the attributes of the nurse), the care environment (which focuses on the context
in which care is delivered), the person-centred processes (which focus on delivering
care through a range of activities) and the expected outcomes (which are the results
of the effective person-centred nursing) [80]. The person-centred working
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environment had been also conceptualised by Rathert and May [81] as the one that
incorporates benevolent ethical climates, facilitates the patient-centred care and
promotes in a continual basis the improvement of quality in the care that is provided
[81]. According to these conceptualisations and in order for person-centred care to
be delivered effectively to patients, it seems that the development of nurses’ personal
attributes, as well as the development of the environment where care is provided, is
a necessary prerequisite for providing this type of care through a range of person-
centred processes and activities.

The perceptions of nurses regarding the aspects or characteristics of the practice
environment that can contribute to their ability to provide individualised nursing
care had been examined also in other studies. Charalambous et al. [9], for example,
found that motivation from work, the relationships with other professionals and the
cultural sensitivity in the workplace are related among others to the level of
individuality in provided care [9]. Similarly the degree of staff motivation had been
associated with the provision of individualised care [11, 24, 28]. Takase et al. [30]
on the other hand found that nurses’ job performance was facilitated in a working
environment that highlights their personal values as well as the ethics of the working
group [30]. More recently Papastavrou et al. [19] found significant associations
between aspects of the nurses’ professional practice environment and the nurses’
views of the level of care of individualisation in seven countries [19]. Based on the
findings of their study, these scholars suggested that developing professional care
environment, especially internal work motivation, cultural sensitivity, teamwork
and control over practice, would enhance care individualisation [19].

On the other hand, several shortcomings in the nurses’ work environments had
been found to be related to reduce quality of provided care, although the healthcare
systems were different between countries [23, 27]. These studies suggested that
there is an increasing need to develop the environment of care and especially an
increasing need to focus on the staffing and the appropriate skill mix of the
workplace. However, based on the findings of their own study that have examined
some of the organisational variables of hospitals in relation to the patients’
perceptions of individualised nursing care, Suhonen et al. [76] suggested that there
is also a need to improve the quality of the nurse-patient interactions in order to
facilitate individualised nursing care [76].

Other studies have identified some of the factors or characteristics in the environ-
ment of care that make individualised care more difficult, while there is sufficient
evidence to support that the provided nursing care does not always correspond to the
individual needs of each patient [9, 16—18]. Similarly some characteristics of the
nurses’ practice environment had been found to be related to omissions in nursing
care or to a lack of individuality of care that is provided [34]. In this light, nurses
reported that the individual needs of the patients and the requirements of the organ-
isation are not always congruent [50].

Such factors that can be considered obstacles or barriers for the provision of
individualised nursing care as they were revealed in relevant studies are the nega-
tive attitudes of staff regarding this type of care, the poor skill mix or inappropri-
ate staffing [24], the absence of interdisciplinary teams, the problems and poor
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communication between the members of the healthcare team [9, 24], the inability
of nurses to have control over their practice [9] and the traditional nursing cul-
ture, which have its focus on task orientation and rigid hierarchical structures
that are dominated by ward routines that pay little attention to the individual
needs of the patients [17]. Some of these barriers had been also found in a review
of qualitative studies [82], where an ethical dimension of nursing care omissions
had been revealed.

Some of the characteristics of the workplace described above as to be related to
the provision of individualised nursing care are also included in the “caring” type of
ethical climate, while some of the characteristics that had been found to act as
obstacles for the provision of individualised nursing care are included in the
“instrumental” and “independence” types of ethical climate, as these types of ethical
climate had been conceptualised by Victor and Cullen [42] and briefly discussed
earlier in this chapter. In a recent study [46], these types of ethical climate had been
found to be related to the level and frequency of missed nursing care. Thus, when
nurses had perceived that the ethical climate in their working place was guided by
benevolent and utilitarian ideals (i.e. a caring ethical climate), then they had reported
less omissions in nursing care, whereas when they had perceived the ethical climate
in their organisation as one that focuses in egoistic tendencies (i.e. an instrumental
ethical climate) or as ane that is guided by personal morality (i.e. an independence
ethical climate), they had reported more omissions in nursing care [46]. In this
sense, the type of ethical climate which is labelled as “caring” could also be related
to the ability to provide individualised nursing care, whereas “independence” and
“instrumental” ethical climates could be associated with the inability to provide
individualised nursing care to patients.

However, to the best of our knowledge, no studies examined the individualised
nursing care in terms of the typology of ethical climate developed by Victor and
Cullen [42]. Moreover, only few studies have examined the associations among
individualised nursing care and the ethical climate in the nurses’ working
environment [11, 28], while the only study that clearly aimed to investigate the
associations among the ethical climate, professional practice environment and
individualised nursing care [11] was carried out using the hospital ethical climate
survey (HECS) in care settings for older people. Nevertheless, statistically significant
correlations were found in this study [11] among ethical climate (HECS) and
individualised nursing care and between individualised nursing care and the three
subscales of the professional practice environment (i.e. the internal work motivation,
the control over practice and the leadership and autonomy) [11]. While 16% of the
variance in the individuality in care provided was explained by all these four factors,
the ethical climate alone accounted for the largest percentage of this variance (13%)
[11]. Based on the findings of their study, these scholars argued that individualised
nursing care cannot be imposed, but it can only be facilitated through appropriate
cultivation of norms, beliefs and behaviours among nurses [11].

Having in mind the results of this study [11] as well as the discussion of the ethi-
cal elements and characteristics of the workplace that can either facilitate or prevent
the provision of individualised nursing care, as discussed earlier, it seems that the
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developing of the ethical climate of the nurses” working environment could enhance
individualised nursing care. However, the efforts to increase the level of individual-
ised care by improving the ethical climate in the nurses’ working environment
require the support of nursing leaders, nurse managers and nurse educators. For
example, nurse managers may be able to assist in the improvement of ethical cli-
mate of their organisation by actively listening to the nurses; by behaving to all of
them with respect, equality and justice; and by showing caring attitudes towards all
of them as well as towards the patients. Additionally, they may facilitate the collabo-
ration and the interpersonal relations among nurses, in order to strengthen the team
functioning within their organisation. These improvements in turn may have an
impact on the provision of individualised nursing care. In addition, the preparation
of nurses in terms of theoretical and clinical knowledge, skills and professional
attitudes, on what constitutes a positive ethical climate, may assist in their effort to
recognise the individuality of each patient and to enhance individualised approaches
to patient care.

Conclusions

The preceding literature demonstrated some preliminary associations between
the ethical climates and individualised nursing care but also the scarcity of
research exploring these associations in some extent. Thus, and despite the fact
that there are some arguments in the literature as well as some research indica-
tions that the ethical climate in the nurses” working environment is related to the
provision of individualised nursing care, the research studies that clearly demon-
strate such a relationship are very scarce. In this chapter, the elements in the lit-
erature that suggest that there is a correlation between ethical climate and
individualised nursing care had been discussed. However, these elements also
clearly show that there is a significant need for further research focused on inter-
national level and in various clinical areas, in order to find more robust evidence
to clarify this relationship.
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Challenges and Future Directions

A wealth of literature has been written and a number of studies have been conducted
on the topic of indiviualised nursing care from different perspectives. In the future,
it is possible to synthesise the knowledge and direct research and theoretical work
on several aspects of the topic. For example, based on the existing knowledge, it is
possible to collect the steps in theory generation regarding the construct towards the
middle range theory of individualised care and factors related. Conceptual and
empirical work needs to be directed on the examination of the concepts associated
with the individualised care, to reveal the common underlying contents and to deter-
mine the differing contents.

The Individualised Care Scale has proven validity and reliability and plenty of
evidence exists about its usability and sensitivity in different cultural contexts.
Future research should focus on intervention studies using individualised care as an
outcome of differing nursing interventions. The role of the patient or client has
changed dramatically the in 2010s healthcare. Therefore, it is useful to study the
concept of individualised care in association with health promotion, patient educa-
tion and councelling and empowerment. Selfcare, self-management and activities of
individuals have received much stronger recognition in the healthcare systems. How
we look at individual patients has dramatically changed since 1990s.

The Individualised Care Scale was developed for the measurement of first,
patients’ and second, nurses’ perceptions about the support and maintenance of
individualised nursing care in the in-patient care settings. Future research activities
may be focused on the development of an instrument for out-patient care settings,
and a more sensitive instrument to be used in the care setting of older people. Such
instruments need to focus on revealing the slight nuances in deeper perceptions of
individuality, especially focusing on patient’s personal life situation. Future research
would also show whether it is necessary to weight the personal life situation sub-
scale, as it has turned to provide the most explanatory power for explaining indi-
viduality in care provided. The Individualised Care Scale was developed starting in
the 1990s and it would be beneficial to analyse the content in the future, whether the
content of the concept has changed over time. Also, it would be of value to include
other health and social care professionals as samples while measuring the individu-
alised patient care.
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232 Challenges and Future Directions

The importance and demand for individualised care has risen in the care delivery
and nursing leadership and management. This highlights the new coming and
importance of value-based healthcare systems, services and patient care. In addition
to ethical elements of care, evidence-based healthcare and practices calls for the
research on perceptions of patients, but especially the outcomes of nursing care and,
thus, intervention studies. Some evidence exists in the research literature about the
important role of the physical environment, but also social and symbolic environ-
ment, the organizational context, leadership and management. Therefore, more
research on these issues in relation to perceptions of individualised care needs to be
initiated. Only a few examples exist pointing out that economical issues may have a
role in the delivery of individualised patient care, but also pointing out possible sav-
ings for the society.
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