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1  | INTRODUC TION

In healthcare research, policies and regulations, there is an in-
creasing focus on person-centred care, emphasizing its impor-
tance for healthcare quality (Coulter, 2006; Doyle, Lennox, & 
Bell, 2013; Ministry of Health & Care Services, 2018; World Health 
Organization, 2016). The institute of medicine (2001) identifies 

person-centred care as one of six domains of healthcare quality and 
defines it as “care that is respectful of and responsive to individ-
ual patient preferences, needs, and values and ensuring that patient 
values guide all clinical decisions.” Systematic literature reviews 
have found that patient-centred care was associated with clini-
cal effectiveness, and better patient care processes and outcomes 
such as patient satisfaction, self-management and improved quality 
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of life (Doyle et al., 2013; Kim & Park, 2017; Rathert, Wyrwich, & 
Boren, 2013). Furthermore, a systematic review and meta-analysis 
by Goldfarb, Bibas, Bartlett, Jones, and Khan (2017) revealed that 
patient-centred care interventions in intensive care units resulted in 
decreased length of stay and improvement in several health-related 
outcomes, including patient and family satisfaction, achievement of 
medical goals and mental health outcomes. Managers are facilita-
tors for the implementation of person-centred care interventions in 
healthcare settings (Beckett et al., 2013; Moore et al., 2017; Wijk, 
Åberg Jönsson, & Lindberg, 2019), by acting as role models, en-
couraging person-centred care and initiating organizational change 
(Moore et al., 2017). A systematic review concluded that barriers 
to person-centred care were related to lack of understanding (e.g. 
“competing roles of control over patient care”), organizational barri-
ers (e.g. “daily rushed workloads”), individual barriers (i.e. “time con-
straints”) and interdisciplinary barriers (e.g. “communication barriers 
between doctors and nurses) (Kiwanuka, Shayan, & Tolulope, 2019).

Organizational structures and contextual factors play an im-
portant role in patients’ experience of care and can act as barriers 
for improvement at all levels of the system (Ocloo et al., 2020). A 
systematic review concludes that sound organizational and work-
place cultures are associated with several patient outcomes, such 
as increased patient satisfaction, less falls and reduced mortality 
(Braithwaite, Herkes, Ludlow, Testa, & Lamprell, 2017). Similarly, 
the patient safety culture is related to a range of outcomes in dif-
ferent healthcare settings, including better patient experiences 
(Abrahamson, Hass, Morgan, Fulton, & Ramanujam, 2016; Najjar, 
Nafouri, Vanhaecht, & Euwema, 2015; Wang et al., 2014). Previous 
research argues for the importance of managers in creating a sound 
patient safety culture and quality of care (Merrill, 2015; Ree & 
Wiig, 2019b; Sfantou et al., 2017). The transformational leadership 
style is related to a range of positive organizational outcomes and 
processes in health care, including work environmental factors and 
patient safety culture (Boamah, Laschinger, Wong, & Clarke, 2018; 
Merrill, 2015; Ree & Wiig, 2019b). Transformational leadership can 
be defined as leaders that “broaden and elevate the interests of their 
employees, generate awareness and acceptance of the purposes and 
mission of the group, and stir their employees to look beyond their 
own self-interest for the good of the group” (Bass, 1991, p. 21).

1.1 | Background

Based on the existing literature, there are reasons to believe that 
transformational leadership, work environmental factors and pa-
tient safety culture influence the level of person-centred care in 
healthcare settings. However, no previous studies have explored 
these associations. Furthermore, most research is conducted in the 
specialist healthcare setting, and there is a need for more knowl-
edge about person-centred care in nursing homes and home care 
services. Therefore, the current study will contribute with new 
and original knowledge about the role of leadership, work environ-
ment and patient safety culture for person-centred care in these 

important healthcare settings, suggesting implications relevant to 
nursing management.

The overall aim of this study was therefore to explore how 
transformational leadership, job demands, job resources and pa-
tient safety culture contribute in explaining person-centred care 
in nursing homes and home care services. The following research 
question was addressed: To what degree can transformational lead-
ership, job demands, job resources and patient safety culture explain 
person-centred care in nursing homes and home care services? We hy-
pothesized that 

1. Transformational leadership and job resources have a positive 
impact on person-centred care, while job demands have a 
negative impact

2. Transformational leadership is a stronger predictor for person-
centred care than job demands and job resources

3. The patient safety culture dimensions have a positive impact on 
person-centred care

2  | METHODS

This study used a cross-sectional design and is a part of the inter-
vention project “Improving Quality and Safety in Primary Care—
Implementing a Leadership Intervention in Nursing Homes and 
home care” (SAFE-LEAD Primary Care) (Johannessen et al., 2019; 
Wiig et al., 2018).

2.1 | Recruitment

A survey was conducted electronically among healthcare person-
nel from four nursing homes (N = 165) and four home care services 

TA B L E  1   Municipality characteristics and response rates of 
participating units in home care services (HC) and nursing homes 
(NH)

Units
Municipality characteristics (ca 
N of inhabitants)

Surveys completed
N (response rate)

HC 1 Medium-sized district 
(15–20,000)

65 (86.6%)

HC 2 Medium-sized city (70–75,000) 22 (56.0%)

HC 3 Small district (<5,000) 26 (56.0%)

HC 4 Rural district (5–10,000) 25 (53.2%)

HC total 139 (67.5%)

NH 1 Large city, centre of the 
municipality (130–135,000)

90 (73.2%)

NH 2 Medium-sized city (70–75,000) 23 (69.7%)

NH 3 Small district (< 5,000) 26 (45.0%)

NH 4 Rural district (5,000–10,000) 26 (65.0%)

NH total 165 (67.5%)

Total 304 (66.2%)
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(N = 139) in south-western Norway in October 2018 using 
SurveyXact (Table 1). All employees who were employed in one of 
the units and fulfilled the inclusion criteria of being employment 
in at least 30% position and be able to read and write Norwegian 
were approached. The response rates were 65% (nursing homes) 
and 67.5% (home care). The units were located in five different 
municipalities and were strategically selected based on criteria 
such as variations in size and location (urban and rural). Nurse 
counsellors from the development centres for nursing homes and 
home care services in three Norwegian counties employed as co-
researchers in the SAFE-LEAD project, assisted in the recruitment 
of units.

2.2 | Sample

The total sample consisted of 94.1% females, with 92.1% females 
in nursing homes and 96.4% in home care. The distribution of age, 
occupational status and years of employment was relatively similar 
between the nursing home and home care samples (Table 2). The 
majority of the samples had high school education or higher educa-
tion. Home care had a higher percentage of assistants (8.6%) com-
pared with nursing homes (1.8%). A larger proportion of the sample 
in nursing homes had been employed 21 years or more (20%) com-
pared with home care (8.6%).

2.3 | Questionnaire

The questionnaire consisted of questions and instruments related 
to patient safety culture, work environment, leadership and person-
centred care, and background information such as age, occupational 
status and years of employment. The instruments described below 
were used to explore the research questions in this study.

Person-centred care was measured with the Person-centered 
Care Assessment Tool (P-CAT) (Edvardsson, Fetherstonhaugh, Nay, 
& Gibson, 2010). The instrument has proven to have sound psycho-
metric properties and test–retest stability when tested in Norwegian 
residential units for older people (Rokstad, Engedal, Edvardsson, & 
Selbæk, 2012). The instrument consists of 13 statements about per-
son-centred care, measured on 5-point Likert scales (1= “disagree 
completely” to 5= “agree completely”). Examples of statements 
were “Users are offered the opportunity to be involved in individ-
ualized everyday activities” and “We are free to alter work routines 
based on users’ preferences.” One of the items (“Residents are able 
to access outside space as they wish”) was removed in our study 
as we regarded that it did not fit with the study settings, especially 
not home care. The wording of some statements in the home care 
services survey was slightly modified, such as replacing “residents” 
with “users,” to fit the home care setting. The Cronbach's alpha in the 
current study was 0.836.

The Nursing Home Survey on Patient Safety Culture (NHSOPSC) 
was used to measure patient safety culture (Cappelen, Aase, Storm, 

Hetland, & Harris, 2016; Sorra, Franklin, & Streagle, 2008). We 
used a Norwegian version, validated in Norwegian nursing homes 
by Cappelen et al. (2016). In the home care version, the wording on 
some of the items was slightly modified to fit the home care con-
text (e.g. “users” instead of “patients” and “unit” instead of “nursing 
home”). The Norwegian validation study found acceptable fit for 
the following 10-factor solution of the scale (Cappelen et al., 2016) 
(Cronbach's alpha is given for the current sample): 

• “Teamwork” (α = 0.821), for example “Staff feel like they are part 
of a team”

• “Staffing” (α = 0.821), for example “We have enough staff to han-
dle the workload”

• “Compliance with procedures” (α = 0.53), for example “Staff fol-
low standard procedures to care for patients”

• “Training and skills” (α = 0.656), for example “Staff get the training 
they need in this nursing home/unit”

• “Non-punitive responses to mistakes” (α = 0.655), for example 
“Staff are blamed when a patient is harmed”

• “Handoffs” (α = 0.782), for example “We have all the information 
we need when patients are transferred from the hospital (medical 
information)”

TA B L E  2   Descriptive sample information in nursing homes 
(N = 165) and home care (N = 139)

Background variables
Home care 
N (%)

Nursing 
homes N (%)

Age

20–29 years 14 (10.1) 20 (12.1)

30–39 years 33 (23.7) 39 (23.6)

40–49 years 40 (28.8) 26 (15.8)

50–59 years 38 (27.3) 50 (30.3)

60+ years 14 (10.1) 30 (18.2)

Occupational status

Managerial position 9 (6.5) 11 (6.7)

Healthcare workers with a 
minimum of bachelor degree

59 (42.4) 67 (40.6)

Healthcare workers, upper 
secondary school

56 (40.3) 79 (47.9)

Assistants 12 (8.6) 3 (1.8)

Other 3 (2.1) 5 (3.0)

Years of employment in current workplace

<1 year 6 (4.3) 20 (12.1)

1–5 years 38 (27.3) 41 (24.8)

6–10 years 35 (25.2) 27 (16.4)

11–15 years 19 (13.7) 24 (14.5)

16–20 years 29 (20.9) 20 (12.1)

>21 years 12 (8.6) 33 (20.0)

Note: The table is previously reported in Ree and Wiig (2019a).
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• “Feedback and communication about incidents” (α = 0.781), for 
example “When staff report something that could harm a patient 
someone takes care of it”

• “Communication openness” (α = 0.811), for example “Staff ideas 
and suggestions are valued in this nursing home/unit”

• “Supervisor expectations and actions promoting patient safety” 
(α = 0.879), for example “My supervisor listen to staff ideas and 
suggestions about patient safety”

• “Management and organizational learning” (α = 0.802), for exam-
ple “This nursing home/home care is always doing things to im-
prove patient safety”

All items were rated on five-point Likert scales from 1 (“never” or 
“totally disagree”) to 5 (“always” or “totally agree”).

Transformational leadership was measured with the Global 
Transformational Leadership Scale (GTL) (Carless, Wearing, & 
Mann, 2000). A study on a large sample of Norwegian employees 
found that the scale had sound psychometric properties (Nielsen, 
Skogstad, Gjerstad, & Einarsen, 2019). The instrument consists 
of seven items describing the following transformational leader-
ship behaviours: communicates a vision, develops staff, provides 
support, empowers staff, is innovative, leads by example and is 
charismatic (Carless et al., 2000). All items were rated on 5-point 
Likert scales from 1 = never to 5 = very often. Examples of items 
were “Encourages thinking about problems in new ways and ques-
tions assumptions” and “Treats staff as individuals, supports and 
encourages their development”. The scale has proven to have 
satisfactory reliability and convergent and discriminant validity 
(Carless et al., 2000). The Cronbach's alpha in the current study 
was 0.944.

Job demands and job resources were measured with the Short 
Inventory to Monitor Psychosocial Hazards (SIMPH) (Notelaers, 
De Witte, Van Veldhoven, & Vermunt, 2007). The instrument is 
based on the Job Demands–Resources model (Demerouti, Bakker, 
Nachreiner, & Schaufeli, 2001) and consists of 24 items rated on 
4-point Likert scales from 1 (“never”) to 4 (“always”). The instru-
ment can be sorted in three job demands dimensions and three job 
resources dimensions. The dimensions are described in the follow-
ing together with Cronbach's alpha values for the current sample. 
Job demands: 

“Pace of work” (four items, α = 0.913), for example “Do you work 
under time constraints?”
“Mental workload” (three items, α = 0.778), for example “Do you 
have to focus your attention on several things simultaneously?”

“Emotional workload” (five items, α = 0.760), for example “Is your 
work heavy from an emotional viewpoint?”

Job resources:
“Skill utilization” (four items, α = 0.767), for example “Do you feel 
that you achieve something meaningful in your job?”
“Autonomy” (four items, α = 0.710), for example “Do you have an 
influence on the pace of work?”
“Participation” (four items, α = 0.850), for example “Can you 

participate in decisions affecting areas related to your work?”

2.4 | Data analyses

We had no missing data since respondents had to answer each 
question before moving on to the next in the electronically sur-
vey. All analyses were conducted using IBM SPSS Statistics ver-
sion 25.

Hierarchical multiple regression analyses were used to exam-
ine the impact of transformational leadership, job demands and job 
resources on person-centred care. We used standard multiple re-
gression analyses to assess the explained variance of patient safety 
culture dimensions on person-centred care.

All regressions analyses were conducted separately for the 
nursing homes and home care services samples, as well as in 
total. The p-value was set to .05. Preliminary analyses were con-
ducted to ensure no violations of the assumptions for conduct-
ing the regression analyses. Due to issues with multicollinearity 
and suppression effects (Shieh, 2006), the two dimensions 
“handoffs” and “management support and organizational learn-
ing” were excluded from the regression analyses with the pa-
tient safety culture dimensions as independent variables. The 
scatter plots indicated a good linear relationship between the 
study variables, and the Q–Q plots indicated normal distribu-
tion of each variable in the two samples. The Durbin–Watson d 
was 2.00 in the first regression analysis and 1.93 in the second 
regression analysis, which is between the two critical values of 
1.5 < d < 2.5 (Ho, 2013), indicating no linear autocorrelations in 
the samples. Multicollinearity was tested by means of tolerance 
and VIF values, which indicated no violations of this assumption. 
Normality of residuals was tested with a normal P–P plot, where 
the results indicated that the residuals were normally distributed. 
Occupational status and years of employment were controlled 
for in all analyses.

3  | RESULTS

3.1 | Person-centred care, transformational 
leadership, job demands and job resources

In a hierarchical multiple regression analysis of person-centred care 
in both nursing homes and home care, the full model with transfor-
mational leadership, job demands and job resources as predictors 
explained 41% of the variance in person-centred care, with work 
pace as the strongest predictor (β = 0.39; p < .001; Table 3). The 
full model explained 45.7% in nursing homes and 40.4% in home 
care services. Transformational leadership was the strongest pre-
dictor in nursing homes (β = 0.39 p < .001), followed by work pace 
(β = 0.21 p < .05). In home care, work pace was the strongest pre-
dictor (β = 0.53 p < .001), followed by transformational leadership 
(β = 0.19 p < .05). Of the job resources, autonomy was a significant 



6  |     REE

predictor in nursing homes, while participation was a significant pre-
dictor in home care services.

3.2 | Person-centred care and patient safety culture

In a multiple regression analysis of person-centred care in both nurs-
ing homes and home care, the full model with patient safety culture 
dimensions as predictors explained 57.5% of the variance in per-
son-centred care, with staffing as the strongest predictor (β = 0.31 
p < .001; Table 4). The full model explained 64.5% in nursing homes 
and 51.6% in home care services. Feedback and communication 
about incidents was the strongest predictor in nursing homes 
(β = 0.27 p < .001), followed by staffing and supervisor expecta-
tions. In home care, staffing was the strongest predictor (β = 0.36 
p < .001), followed by feedback and communication about incidents, 
and communication openness.

4  | DISCUSSION

This study indicates that transformational leadership, work pace and 
patient safety culture dimensions related to staffing and communi-
cation are important predictors for person-centred care in nursing 
homes and home care services. As hypothesized, transformational 
leadership and job resources positively predicted person-centred 
care, while job demands had a negative impact. However, although 
the job resource autonomy was a significant predictor in nursing 
homes, and participation predicted person-centred care in home 
care services, none of the job resources had a significant impact 
in total. Furthermore, the job demand “work pace” was a stronger 
predictor for person-centred care than transformational leader-
ship. The findings are in line with a recent mixed methods study in 

Norwegian nursing homes and home care, showing that lack of com-
munication and information exchange between healthcare services, 
users and next of kin are among the main challenges for person-
centred care (Ree, Wiig, Braithwaite, & Aase, 2020). The study also 
emphasizes challenges related to busy schedules and poor staffing 
(Ree et al., 2020). Poor staffing is repeatedly found being related 
to a range of negative factors in health care, such as workload, em-
ployee burnout, work dissatisfaction, and poor patient safety and 
quality of care (Cho et al., 2016; Shin, Park, & Bae, 2018), and being 
a barrier for person-centred care (Engle et al., 2017). Higher staff-
ing levels and resource adequacy on the other hand are related 
to higher levels of person-centred care (Bachnick, Ausserhofer, 
Baernholdt, & Simon, 2018). Similar to our findings, Nkrumah and 
Abekah-Nkrumah (2019) found that leadership commitment and 
support were important facilitators for person-centred care, while 
communication challenges acted as barriers.

There is probably an interaction and mutual influence between 
the predictive factors work pace, staffing and communication, as poor 
staffing will lead to a more busy work schedule with higher work pace 
and higher likelihood of communication gaps (Yanchus, Ohler, Crowe, 
Teclaw, & Osatuke, 2017). Several studies report that work environ-
mental factors such as feeling overworked, staff shortages, lack of time 
and tools, and workload are obstacles for patient-centred care (van 
Mol et al., 2017; Ocloo et al., 2020; West, Barron, & Reeves, 2005). 
This might partly be because employees’ stress levels and workload 
reduce their possibilities of spending time with and connect with the 
patients (Bishop & Macdonald, 2014). Previous studies show that man-
agers influence the patient safety culture through their impact on work 
environmental factors (Boamah et al., 2018; Weng, Kim, & Wu, 2017), 
and based on our findings we can assume the same accounts for per-
son-centred care. The strong influence of transformational leadership 
on person-centred care in our study indicates that managers play an 
important role in facilitating for a culture where person-centred care 

TA B L E  4   Multiple regression analyses of person-centred care with patient safety culture dimensions as predictors

Variables

Person-centred care

Nursing homes (N = 165) Home care (N = 139) Total (N = 304)

B SE β B SE β B SE β

Teamwork −0.004 0.058 −0.005 0.028 0.068 0.032 0.002 0.041 0.002

Staffing 0.243 0.058 0.254** 0.289 0.060 0.357** 0.272 0.041 0.306**

Compliance with procedures −0.024 0.054 −0.027 0.067 0.063 0.075 0.012 0.039 0.013

Training and skills 0.111 0.059 0.139 −0.015 0.071 −0.017 0.061 0.044 0.075

Non-punitive responses to 
mistakes

0.089 0.066 0.095 −0.016 0.074 −0.016 0.042 0.047 0.043

Feedback and communication 
about incidents

0.256 0.067 0.273** 0.201 0.075 0.212* 0.219 0.049 0.233**

Communication openness 0.077 0.056 0.103 0.182 0.071 0.232* 0.122 0.042 0.160*

Supervisor expectations 0.136 0.047 0.189* 0.071 0.069 0.092 0.132 0.037 0.179**

R2 .645** .516** .575**

*p < .05 
**p < .001. 
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is possible to implement and practice. A number of studies show that 
the staff–patient relationship, having enough time to get to know the 
patients and good communication among employees, staff and next 
of kin are all key for patient-centred care (Angel & Frederiksen, 2015; 
Oxelmark, Ulin, Chaboyer, Bucknall, & Ringdal, 2018; Ree et al., 2020; 
Vennik, van de Bovenkamp, Putters, & Grit, 2016). Thus, for per-
son-centred care practices to be sustainable over time, managers need 
to create a work environment with a proper balance between job de-
mands and resources, ensuring apt staffing levels and communication 
channels that enable employees to make person-centred care a part 
of daily practice. Previous research in nursing homes and home care 
has shown that although external contextual factors such as policy and 
guidelines, and financial resources influence these work environmental 
factors, managers are key in acting upon, adapting and negotiating the 
context to facilitate sound healthcare quality (Johannessen, Ree, Aase, 
Bal, & Wiig, 2020; Ree, Johannessen, & Wiig, 2019).

4.1 | Strengths and limitations

The main strength of this study is its originality in being the first 
to explore the role of patient safety culture, transformational lead-
ership and work environmental factors for person-centred care in 
nursing home and home care settings. The diversity in the samples 
regarding location and size of units and municipalities is representa-
tive for this sector in Norway and provides different nuances and 
perspectives in the data material. The majority of females in the 
samples is also representative for these settings in general across 
the country.

The main limitation is the cross-sectional design. Since all vari-
ables are measured at the same point in time, caution must be made 
when drawing inferences about cause and effects. Furthermore, the 
samples were too small to conduct valid sub-group analyses. Future 
studies should examine the role of transformational leadership, work 
environmental factors and patient safety culture on person-centred 
care in longitudinal studies, and explore differences between differ-
ent sub-groups in the target population, such as age groups, occupa-
tional status and across departments.

5  | CONCLUSIONS AND IMPLIC ATIONS

Transformational leadership, job demands, staffing and communica-
tion seem to be important factors for person-centred care in nursing 
homes and home care services. High pace of work (having to work 
very fast, time pressure) reduce the utilization of person-centred 
care, while transformational leadership, sound staffing and good 
communication increase it. These findings have several implications 
for nursing management. Lack of resources such as staffing, time and 
money for training and necessary support tools, might hinder man-
agers’ room for manoeuver and possibilities to implement the ac-
tions required to promote person-centred care. Policy guidelines and 
regulations should emphasize the importance of transformational 

leadership, work environmental factors and patient safety culture 
for person-centred care. Policymakers need to be aware of the im-
portance of allocating sufficient resources for nursing homes and 
home care services to facilitate person-centred care practices. From 
an organizational perspective, interventions should focus on train-
ing and education of managers in the use of transformational lead-
ership behaviours, training and competence development among 
managers and staff in person-centred care approaches, and how 
to utilize information gained from users to improve practice. It is 
important to ensure sufficient staff levels and professional compe-
tence in the workforce to safeguard person-centred care practices 
through proper systems and routines and to establish good com-
munication channels across all system levels. Organizations should 
make time and room for reflexive spaces (Wiig, Aase, & Bal, 2020) 
where management teams can discuss and reflect upon workplace 
issues and practices, including how to align available resources with 
demands, and how to prioritize and work to enable person-centred 
care. Employees should be regularly involved in such discussions and 
reflections, ensuring good communication within and across depart-
ments and units. Communication and collaboration with networks, 
policymakers and resource persons outside the units can promote 
learning contributing to improvement of person-centred care prac-
tices (Johannessen et al., 2020; Ree et al., 2019, 2020). Furthermore, 
managers should have access to and make use of support tools, for 
example surveys to map user experiences and opinions that can be 
used to inform and improve practice, ensuring that the services are 
aligned with the needs and preferences of the users and patients in 
the nursing homes and home care services.
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