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Abstract
Background: Based on previous evidence person-centred care (PCC) as a quality in-
dicator is important in long-term care (LTC) settings for older people. Effective ways 
to increase nurses' person-centred care competence are missing.
Aim: To evaluate the effectiveness of a continuing education (CE) intervention 
named ‘Person First—Please’ (PFP) for improving nurses' PPC competence and its 
connection to PPC climate.
Methods: Quasi-experimental cluster design with intervention and control groups 
was carried out in LTC settings for older people. The intervention group (n = 77) 
received a 10-week CE intervention, with control group (n = 123) working as usual. 
The primary outcome was professional nurses' PCC competence. Secondary out-
come was the PCC climate as perceived by nurses and, residents with their next of 
kin. Measurements were conducted pre−/post-intervention and after 6 weeks using 
the validated, Person-centred Care Competence scale and the Person-centred Care 
Climate questionnaire, staff and patient versions. Data was analysed with descriptive 
and inferential statistics.
Results: PCC competence was significantly increased in the intervention group and 
remained after 6 weeks of follow-up. PCC climate increased in the intervention group 
in total score and also in all sub-scales, across residents with their next of kin. The 
control group did not show any significant change. Comparisons of PCC competence 
and PCC climate in time between intervention and control groups confirmed that 
changes seen between groups were statistically significant in intervention group.
Limitations: Measurements were self-assessments, which may have been affected 
by bias, especially in context of competence assessment.
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INTRODUCTION

Older people in long-term care (LTC) settings lives their 
everyday life. They are not visitors or patients, but persons 
with their needs, capacities and vulnerabilities. Earlier 
literature on LTC settings provides evidence of missed 
nursing care or even neglect of care [1, 2], and nurses' 
lower level of education [1] which may indicate a lack of 
Person-Centred Care (PCC) competence. PCC requires 
competence, including skills, knowledge, positive attitude 
and the ability to use PCC competence in practice [3]. 
Nurses' competence is a prerequisite for working accord-
ing to PCC, which is used as a quality indicator and ethical 
value [4–6].

The concepts of person-centred, resident-centred, 
client-centred and individualised care have sometimes 
been used as synonyms in the literature [7]. The core of 
these related concepts are humans, understanding of in-
dividual autonomy and respect for their dignity [8, 9]. The 
concept of PCC fits especially in LTC settings for older 
people and is important to accomplish in practical care 
for reasons. First, it respects a person's individual context, 
history and family circumstances and plays an active role 
in care and decision-making [3]. Second, it is important to 
understand the goal of PCC, which is meaningful life [8]. 
Evidence-based results are needed to motivate adoption of 
PCC in nursing practice, which requires a systematic ap-
proach at all levels in organisations and health care [10].

Continuing education (CE) interventions of PCC have 
been implemented in LTC settings for older people and 
can be divided into five themes: focusing on medication, 
interaction and caring culture, nurses' job satisfaction, 
nursing activities and older people's quality of life [11]. 
However, CE interventions especially about nurse's PCC 
competence, which can promote interaction and caring 
culture are lacking. Evidence about effectiveness of CE in 
nurses' PCC competence and its connection to PCC cli-
mate is still missing. There is also a lack of evidence on 
how CE intervention, which aims to improve nurses' com-
petence in PCC, is perceived by nurses, residents and their 
next of kin in a PCC climate, which is part of interaction 
and caring culture.

Developing an effective complex intervention needs 
attention to ensure that the importance of interventions 

and specific contexts required by interventions are consid-
ered in the development phase [12]. First, content, length, 
drop-out rate and follow-up time seem to be factors that 
limit evaluations of effectiveness of PCC interventions 
[13]. Second, PCC interventions targeted at nurses in LTC 
of older people exist but are not theory-based, or outcome 
measures focus on variables other than PCC and related 
measures [11]. However, theory-based educational inter-
ventions are effective [14]; therefore, the Person-centred 
Practice Framework [3] could be a suitable theory for CE 
intervention of PCC targeted at nurses in LTC of older 
people. Lastly, factors that impact CE are self-motivation, 
positive culture, relevance to practice, strong leadership 
and workplace learning with collective aim [15]. To sum-
marise, the evidence supports using collective competence 
theory [16] as a pedagogical guide. There are no previous 
studies with this kind of theory base to investigate effec-
tiveness of PCC interventions in supporting nurses' PCC 
competence in LTC settings for older people.

A new CE intervention named ‘Person First—Please’ 
(PFP) targeted at professional nurses was developed fol-
lowing the international CReDECI 2 guidelines [17] to 
ensure the quality of the development and evaluation of 
complex interventions. The aim of this study was to eval-
uate effectiveness of the PFP on nurses' self-assessed PCC 
competence and perceptions of PCC climate in interven-
tion and control groups before, after and at 6 weeks of fol-
low-up. Further, older people in long-term care with their 
next of kin's assessments of PCC climate were obtained by 
structured interviews. We hypothesised that: (1) interven-
tion group nurses, compared to control group, have higher 
levels of individual competence in PCC; (2) PCC climate 
is better in intervention institutions than in controls from 
the point of view of the nurses, residents and their next of 
kin and (3) higher individual competence of nurses relate 
to higher levels of PCC climate from nurses' point of view.

METHODS

A quasi-experimental study design with intervention and 
control groups [18] was used with cluster sampling in-
volving a total sample of six LTC settings for older people 
with baseline (M0), post-intervention (M1) and 6-week 

Conclusion: The intervention was effective in increasing professional nurses' PCC 
competence and on person-centred care climate in long-term care settings for older 
people.

K E Y W O R D S

climate, competence, continuing education, intervention, long-term care, older people, person-
centred care
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follow-up (M2) measurements. This study is registered on 
Clini​calTr​ials.​gov, identifier NCT04833153. Study report-
ing follows the TREND Statement [19].

Sampling and setting

This study took place in 24/7 LTC settings for older people 
in two middle-sized cities in western Finland. These cit-
ies were recruited through discussions with the managers 
responsible for the operation and development of LTC ser-
vices for older people. A total of six LTC settings for older 
people in these cities recruited in the study for interven-
tion or control groups have similar organisational struc-
tures, working conditions, nurses' educational levels and 
a comparable number of nurses per older person. Units 
that provided interval or short-term care to older people 
were excluded. LTC settings for older people in both cities 
were willing to participate in the study. The city to serve 
as the intervention group was decided by simple random 
allocation. The remaining city was designated as the con-
trol group, which received the same CE intervention after 
the study. There were three LTC settings for older people 
in the intervention group and three in the control group.

Professional nurses with all levels of education—reg-
istered nurses (RN), elderly care professionals (ECP), 
licensed practical nurses (LPN) and nursing assistants 
(NA)—from both groups were recruited help of nursing 
managers who provided written information for poten-
tial participants. Inclusion criteria for nurses were that 
they worked permanently or as long-term locums (at 
least 6 months) in units. During the study, there were 94 
professional nurses working in the intervention group 
and 174 in the control group who met the inclusion cri-
teria; all were eligible, invited, and included in the study. 
Sample size calculations for nurses were based on 0.8 ef-
fect size, power of 0.8 and statistical significance of 0.05, 
including three hypotheses; the sample size needed for the 
intervention group was 68 nurses, and the control group 
needed 128 nurses. An ICC of 0.1 was used based on a pre-
vious sample of the Finnish version Person-centred Care 
Competence Scale [20].

In the intervention group, 30-min information meet-
ings were organised for eligible nurses to inform them 
orally about the study, the structure of the PFP and the 
informed consent form. They created a code and saved 
it that allowed their answers to be combined at different 
measurement time points without identifying them. In the 
control group, eligible nurses were informed of the written 
materials. Those who took part signed a written informed 
consent form. Nurses in the control group worked as 
usual without the intervention. Intervention and control 
groups were in different cities. Nurses, nursing managers 

or representatives of organisations that gave permission to 
conduct the study did not know in which cities the study 
was conducted. This was done to prevent contamination 
between groups.

Residents from these same units participated with 
their next of kin as dyads. Inclusion criteria for residents 
participating were that they had assessed cognitive func-
tion at a minimum of 12 points in the Mini-Mental State 
Examination (MMSE) found from the patients' records 
and were able to provide informed consent themselves. 
Nurse managers confirmed MMSE scores from patient 
records. If MMSE was unavailable or measured a long 
time ago, MMSE was measured by nurses. The criterion 
for next-of-kin participants was that they visited at least 
weekly. The involvement of next of kin was considered a 
safe alternative for vulnerable older people. In addition, 
participation of the next of kin supported the older indi-
viduals' responses to interviews, as many older people had 
memory disorders.

First, in both groups, the information posters were sent 
to the units, for information to next of kin and residents. 
Second, nursing managers identified eligible residents 
and their next of kin, informed them about the study 
(with written material), and asked about their willingness 
to participate in the study. Those who participated gave 
their preliminary consent orally for researcher contact. 
The researchers contacted them and informed them about 
the study, informed consent and self-created code. Both 
residents and next of kin signed a written informed con-
sent form. They were given a memory card for the code 
they created as a dyad to make sure the code was available 
and the same every time.

The educational intervention

The intervention implemented the PFP. The structure of 
PFP is based on a systematic review [11] and two theoreti-
cal frameworks [3, 16]. The PFP has been developed and 
co-created in collaboration with researchers and manag-
ers of LTC settings for older people, considering, for ex-
ample, feasibility by time and implementation fitting in 
with the management philosophy of the units as well as 
strategic objectives. The content and usability of PFP have 
been analysed by an expert panel of doctoral researchers 
in the gerontological research group in the Department of 
Nursing Science at the University of Turku.

The content of the 10-week-long PFP is first based on 
the concept of PCC, with an understanding of humans' au-
tonomy and respect for their dignity [8]. Second, it is based 
on the Person-centred Practice Framework which consists 
of themes including PCC prerequisites, the care envi-
ronment, person-centred processes and person-centred 
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outcomes. This framework is suitable for teamwork in 
practice and is used directly in practical nursing, ensuring 
that all aspects of PCC are considered. [3] Third, it is based 
on the theory of collective competence, which contains 
three steps that are included in the modules of the PFP: 
making collective sense of events in the workplace, devel-
oping and using a collective knowledge base, and develop-
ing a sense of interdependency [16]. Fourth, it is based on 
earlier literature on changes in task-orientation working 
cultures to PCC in LTC settings for older people [11].

The pedagogical methods of PFP were first the lec-
tures. All these three 1-h lectures were video-recorded in 
advance, and only one of the three lectures was shown 
in modules two, three and four. The reason for using re-
corded videos was to ensure that all LCT settings in the in-
tervention group received the same lectures. PowerPoint 
slides presented in videos were available to participants 
when their own activities started. The second pedagogical 
method in learning process was a jigsaw teaching strat-
egy (JTS) consisting of brainstorming, expert and collab-
orative home groups. Home groups are based on units of 
participating nurses. It enabled active participation in the 
learning process and dependence on each other [21] in ac-
cordance with the theory of collective competence [16]. 
All used theories, pedagogical methods, modules with 
learning objectives and timetables of the PFP are shown 
in Table 1.

The role of the researcher in PFP was to instruct nurses 
on the stages of the JTS. If nurses had any questions, the 
researcher answered them using the content of the lecture 
and supervised them to set goals that fit the content of 
the modules. The researcher provided online support via 
email or phone between modules.

Data collection

Nurses' data were collected by paper-pencil question-
naires and older people with their next of kin as a dyad by 
structured interview (by first author and research assis-
tant) between September 2021 and January 2022 at three 
timepoints (Figure  1). Nurses' background information 
included age, education, working experience in social and 
health care, and working experience in the current unit. 
Older people's background information included older 
people's age and length of living in LTC, relationship to 
the next of kin, and number of next of kin visits per week 
in LTC. Data were collected from residents supported by 
their next of kin as dyads using validated instrument in 
structured interviews at the same timepoints as nurses' 
data. In the structured interview, next of kin were asked 
to reflect on the answers from the resident's perspective 
together with the resident.

Effectiveness of the intervention was measured using 
validated and widely used instruments. The primary 
outcome of nurses' individual competence in PCC was 
measured using the Patient-centred Care Competency 
Scale (PCC-S) [22] consisting of 17 items using a 5-point 
Likert-type scale (1 = minimal competence to 5 = ex-
cellent competence), and divided into four subscales: 
respecting patients' perspectives, promoting patient in-
volvement in care processes, providing for patient com-
fort and advocating for patients. Higher mean scores 
indicate higher levels of competence. The PCC-S was 
developed and tested in hospital contexts with proven 
good psychometric properties [22, 23] and validated in 
Finnish [20].

The PCC climate as a secondary outcome was mea-
sured with the Person-Centred Climate Questionnaire 
(PCQ-S) staff version [24] and patient version [25]. The 
PCQ-S consists of 14 items using a 6-point Likert scale 
(0 = No, I disagree completely to 5 = Yes, I agree com-
pletely), divided into three subscales: a climate of safety, 
a climate of everydayness and a climate of community. 
The PCQ-S was translated into Finnish according to stan-
dard forward-back translation procedures [26] following 
the process of the previously adapted patient version. The 
PCQ-P was previously adapted into Finnish [27] and con-
sists of 17 items with a 6-point Likert scale (0 = No, I dis-
agree completely to 5 = Yes, I agree completely), divided 
into three subscales: hospitality, safety and everydayness. 
In both PCQ versions, higher mean scores, indicate a more 
person-centred climate. The PCQ versions have also been 
tested and validated in LTC contexts: PCQ-S [28, 29] and 
PCQ-P [25, 30].

Data analysis

Data were analysed statistically using R version 4.0.2. 
Participants' background characteristics and main vari-
ables were summarised using descriptive statistics. Sum 
variables for both the PCC-S total and its four subscales and 
the PCQ-S and the PCQ-P total and its three subscales were 
formed according to the theoretical framework provided by 
the original references and authors [22, 24, 25], summed 
together and divided by the number of items. Internal con-
sistency reliability of scales was examined using omega (Ω) 
[31]. Changes within intervention and control groups and 
difference of the change between groups at the three time-
points were analysed by linear mixed model. Correlations 
of changes between three timepoints of the intervention 
and control groups were analysed using Spearman's rank 
correlation coefficient. In all analyses, the clustered unit 
was used as the random effect. Statistical significance of 
the results was evaluated using 95% confidence intervals 
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in analysis on the linear mixed model and p-values on 
Spearman's rank correlation coefficient.

Ethical considerations

The study was conducted according to good scientific 
principles, standards and guidelines [32, 33]. Permissions 
for instrument use were granted by email by the de-
velopers Jee-In Hwang, Elsevier (reprint of the items) 
and David Edvardsson. Ethical approval was obtained 
from the University Ethics Committee on 7 June 2021. 
Permissions to conduct the study were obtained from both 
participating cities according to their standard procedures. 
Respondents were fully informed about the purpose of the 
study, anonymity, issues related to research ethics, report-
ing of the findings and the possibility of withdrawing at 
any point. Participants signed an informed consent form. 
Since the study involved research participants who were 
vulnerable due to cognitive impairment, a clear protocol 
was used and special attention was paid to ethical issues 
as capacity to write informed consent by themselves. The 
older people responded together with their next of kin to a 
structured interview. The next of kin was asked to evalu-
ate the responses together with the older people specifi-
cally from the older people's perspective for the greater 
confidence in the answers and also for the support the 
older people. Participant burden was observed during the 
study. After the intervention and data collection, the con-
trol group also had the opportunity to obtain the PFP edu-
cational intervention.

RESULTS

Respondents

Respondents comprised of different levels of professional 
nurses who worked in sampled LTC settings for older peo-
ple, and most of them were LPNs typical in the Finnish 
LTC context (totally 84%; in intervention group 83%, in 
control group 85%). Educational levels were categorised 
into vocational (NA) and polytechnic levels (RN and ECP). 
Polytechnic-level qualifications were combined due to the 
small number of ECPs. There were no NAs (Table 2). At 
baseline, 77 (82%) nurses in the intervention group and 
123 (71%) in the control group participated in the study. 
During the study, 24 (31%) participants in the interven-
tion group and 53 (43%) dropped out of the last follow-up 
measurement (M2). The reason for dropping out was not 
requested. The number of residents and their next of kin 
in both groups was small. Only one resident from each 
group withdrew from the study of their own volition; 
other dropouts were due to death (Figure 2).

Nurses' self-assessed person-centred 
care competence

The mean score for nurses' self-assessed PCC competence 
(total PCC-S) was lower at M0 within the intervention 
group (mean 3.64, SD 0.43) than within the control group 
(mean 3.90, SD 0.42), but the linear mixed model showed 
that changes within the intervention group between 

F I G U R E  1   Timetable, measurements and informants. PCC-S, Person-Centred Care Scale; PCQ-P, Person-centered Climate 
Questionnaire Patient version; PCQ-S, Person-centered Climate Questionnaire Staff version; PFP, ‘Person First—Please’ intervention.

1-week           PFP starts              9-weeks       PFP ends                6-weeks  

 Module 1                               Module 2                                          Module 3                                   Module 4                                                         Follow-up �me 

M0            M1                         M2 

Nurses      Nurses                     Nurses 

Background, PCC-S, PCQ-S     PCC-S, PCQ-S                                                    PCC-S, PCQ-S 

Residents / next of kin:      Residents / next of kin:                    Residents /  next of kin: 

Background, PCQ-P     PCQ-P                      PCQ-P 
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M0–M1 and between M0–-M2 was statistically signifi-
cant. Within the intervention group, statistically signifi-
cant changes between M0–M2 in all subscales were found 
when REML estimates of the change were from −0.29 (SE 
0.05, Cl −0.42, −0.17) to −0.36 (SE 0.07, Cl −0.52, −0.20). 
No statistically significant changes were detected within 
the control group between M0-M2. Changes between 
groups showed that PFP intervention was effective in in-
creasing nurses' individual PCC competence on PCC-S 
total and in all subscales except for the subscale ‘providing 
for patient comfort’ (Table 3).

Nurses' self-assessed person-centred 
care climate

The mean score for nurses' self-assessed PCC climate 
on total PCQ-S was lower at M0 within the intervention 
group (mean 3.82, SD 0.51) compared to controls (mean 
3.91, SD 0.54). Linear mixed model showed statistically 
significant change within the intervention group between 
M0–M1 when REML estimates of the change were −0.26 
(SE 0.07, Cl −0.43, −0.09) and between M0–M2 REML es-
timates of the change were −0.30 for M0–M2 (SE 0.06, Cl 
−0.45, −0.15), and change is showed in every subscale on 
this instrument. REML estimates of the change between 
M0–M2 were from −0.48 (SE 0.08, Cl −0.36, −0.01) to 
0.48 (SE 0.09, Cl −0.67, −0.29). No statistically significant 
changes were detected within the control group between 
M0 and M2. Changes between groups confirm the hypoth-
esis that PFP has been effective in promoting PCC climate 
assessed by nurses (Table 3).

Correlations of changes at the time 
within the intervention and control groups

Correlations of changes between nurses' assessed PCC 
competence and climate were higher within the inter-
vention group (0.63 in M0–M2) than within controls 
(0.45 in M0–M2). At M0–M2, correlations were statisti-
cally significant in total scores and all subscales within 
the intervention group, when within the control group, 
it was statistically significant only on total score and in 
subscales of PCC-S (respecting patients' perspective, 
promoting patient involvement in care processes). This 
result confirms the hypothesis that higher individual 
competence of nurses correlate with higher levels of 
person-centred climate from the perspective of nurses 
(Table 4).

Residents' and their next of kin's  
assessment of a person-centred care  
climate

The total PCQ-P scale data of residents' and their next of 
kin showed statistical significance between M0 and M2 
when REML estimates of the change were − 0.35 (SE 0.13, 
Cl −0.66, −0.03) within the intervention group. Within 
the control group, there were no significant changes in the 
total PCQ-P. A comparison of the changes between groups 
confirms the hypothesis that a PCC climate is better in in-
tervention LTC settings from residents' point of view and 
their next of kin in total score and other subscales than a 
climate of everydayness (Table 5).

T A B L E  2   Characteristics of the participants.

Intervention Control

(n = 77) (n = 123)

Nurses

Age (mean, SD) 47.06 (10.21) 44.76 (11.12)

Registered nurses or elderly care professionals 13 18

Licensed practical nurses 64 105

Working experience in social and health care (mean, SD) 17.47 (9.73) 16.38 (10.06)

Working experience in current unit (mean, SD) 8.45 (8.44) 5.38 (4.35)

Intervention Control

(n = 18) (n = 21)

Residents

Age (mean, SD) 86.89 (7.68) 86.43 (7.68)

Living time in current institution (mean, SD) 1.79 (3.27) 2.62 (2.44)

Next of kin

Visit per week (mean, SD) 1.50 (0.86) 2.19 (2.04)
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DISCUSSION

This study aimed to evaluate effectiveness of a CE inter-
vention named ‘Person First—Please’ for improving pro-
fessional nurses' PCC competence and its influence on 
PCC climate. The results provide preliminary evidence on 
effectiveness of a CE intervention named PFP to increase 
nurses' competence in PCC. PFP was effective in increas-
ing nurses' self-assessed PCC competence and PCC cli-
mate. The residents and their next-of-kin assessments of 
the PCC climate also changed. Earlier CE interventions of 
PCC can be divided into five themes: focusing on medica-
tion, interaction and caring culture, nurses' job satisfac-
tion, nursing activities and older people's quality of life 
[11]. The PFP is not limited to one of these themes but 
covers a wide range of PCC, which promotes nurses' com-
petence to use it in everyday practice.

This study demonstrated several novel results com-
pared to previous educational interventions. First, 

nurses' PCC competence increased in total score and 
all subscales without the ‘providing for patient comfort’ 
subscale after the PFP intervention and continued to 
increase in total score and all subscales during the fol-
low-up period. Compared to educational interventions of 
PCC, PFP was found to be more effective. Typically, effec-
tiveness of educational interventions is not so congruent 
with all variables, there is often a lack of control groups 
and follow-up measurements, and increasing scores after 
intervention to follow-up measurements are not typi-
cal of educational interventions [34]. The development 
of PCC competence of the intervention group has been 
demonstrated, and the results seem to be maintained 
when comparing the groups. Only in one subscale, ‘pro-
viding for patient comfort’, was not a statistically sig-
nificant result demonstrated in the intervention group 
at follow-up, and a comparison of the groups revealed 
no significant change. The subscale was assessed as the 
highest at baseline in both groups, which is comparable 

F I G U R E  2   Flowchart of participants through the study.

18 residents with their 
next of kin

par�cipated in M1 
measurement 

268 nurses were assessed for eligibility 

Simple random alloca�on between two ci�es 

77 nurses par�cipated to 
the study in interven�on 

group at baseline (M0) 

123 nurses par�cipated to 
the study in control group  

at baseline (M0) 

Interven�on group received 
PFP interven�on for 10 

weeks 

Control group worked as 
usual, without PFP 

interven�on 

39 nurses par�cipated to 
the study in M1 

measurement right a�er 
the PFP 

91 nurses par�cipated to 
the study in M1 
measurement 

follow-up 6 weeks 

53 nurses par�cipated to 
the study in M2 

measurement 6 weeks 
a�er the PFP was finished

70 nurses par�cipated to 
the study in M2 
measurement 

18 residents with their 
next of kin par�cipated at 
baseline in interven�on 

group 

21 residents with their 
next of kin par�cipated at 
baseline in control group 

17 residents with their 
next of kin par�cipated 
in M1 measurement 

16 residents with their 
next of kin

par�cipated in M2 
measurement 

17 residents with their 
next of kin par�cipated 

in M2 measurement 
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to earlier studies [20, 22]. In this subscale, the main focus 
is on pain management, suffering and discomfort.

Second, within the intervention group, nurses' per-
ceptions of self-assessed care climate were higher after 
the intervention in total score and in all subscales. 
Compared to the control group, a statistically significant 
result was also demonstrated. This result opposes a pre-
vious educational intervention study [13]. The concept 
of climate or atmosphere is closely related to the ser-
vice culture, and changes in care practices as part of the 
service culture are quite vulnerable. Promoting PCC in 
units usually requires a cultural change from task orien-
tation to person-centred way of working. There can be 
psychosocial, environmental or monetary barriers to im-
plementing cultural change [22]. In earlier CE interven-
tions, it seemed that educating key nurses was not an 
effective way to promote PCC in LTC settings [11]. This 
evidence in PFP supports that pedagogy based on col-
lective competence theory [16] can be a good choice for 
CE. Especially from residents' views, a PCC climate as a 
collective way to do PCC is needed because of the shift 
work. The theory of collective competence was used as a 
background theory in developing the PFP and used JTS 
as a pedagogical method, ensured nurses' active learner-
centred role and a collective way to discuss how they 
can use their PCC competence in practice. Of course, 
there are more and less competent individual nurses in 
the units, but in the CE of PFP, they had the possibility 
to share and discuss the goals and try to clarify barriers 
together.

Third, evidence about the effectiveness of PFP demon-
strated that higher individual PCC competence has a posi-
tive effect on correlations with PCC climate, which means 
that it is important to promote the PCC competence of 
nurses if we want to increase the PCC climate in LTC set-
tings for older people. This is also the quality question of 
where CE can be a solution. Finally, the results regard-
ing residents and their next of kin coincided with those 
of nurses, even though the sample size of the residents 
and their next of kin was small. Residents and their next 
of kin are important participants in obtaining evidence of 
how the concept of PCC is perceived and how it is im-
plemented in practical nursing work. Based on previous 
studies, there is still a difference between perceptions of 
the concept and its appearance in everyday work [35]. Of 
course, nurses are able to evaluate this, but it is import-
ant to determine the opinions of users of the services. In 
many earlier educational studies of PCC, resident voices 
have been overlooked. Data on residents were collected 
from recorded patient registers or from observing their 
reactions [11]. In this study, data were collected through 
structured interviews so that residents and the next of kin 
could discuss and express their opinions together. Some 

participants experienced difficulty answering, as they 
perceived questions to be more about the quality of the 
service than PCC. Therefore, a structured interview was a 
good choice as a data collection method.

Given that PFP seems to be effective, the dose and 
timing of this CE can be used in the future to help plan 
to CE targeted for nurses, especially in LTC settings for 
older people. Educational interventions, in general, re-
quire more attention to the duration [28] and intensity 
of education activities [13]. In this study, CE was admin-
istered to all nurses in one LTC setting at the same time 
of contact. In the future, we need more studies about 
how we can promote collective competence if contact is 
not possible, such as during the COVID-19 pandemic. 
In addition, evidence about how nursing managers can 
promote collective competence in PCC among nurses 
is needed. As a research area, these kinds of CE inter-
ventions also need to be assessed by implementation 
outcome variables, such as acceptability, adoption, ap-
propriateness, feasibility, fidelity, cost, coverage and 
sustainability [36]. Implementation research can pro-
vide answers to understanding what, why and how in-
tervention works in the real world in LTC settings for 
older people.

Limitations and strengths

The results should be interpreted in light of some limi-
tations. First, data were collected from two cities in one 
region, which could have affected the results. Second, 
the same person implemented, evaluated and reported 
the results of the intervention, which could have intro-
duced unconscious bias. Third, the instruments may 
overlap in some items, which can influence correla-
tions. To prevent these potential sources of bias, close 
attention was paid to the similarities between the partic-
ipating organisations and units. A group of researchers 
critically considered and reflected on challenges related 
to the use of the research method and data analyses 
with careful research planning. Fourth, instruments 
were self-assessments, which may have been affected 
by bias. In the context of competence assessment, there 
is a tendency to believe that self-assessments are objec-
tive, even if self-assessments are often more positively 
than what is actually the case [37]. Fifth, the PCQ-S was 
translated into Finnish according to the recommended 
translation process but without pilot testing. Sixth, the 
drop-out between measurement timepoints was quite 
large, but no statistically significant difference at the 
timepoint M2 was detected between those who did an-
swer at timepoint M1 and those who did not. Statistical 
power remained in all analyses. We believe that sources 
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of bias were handled appropriately and should not influ-
ence the study in a negative way. However, readers will 
be the ultimate assessors of this.

As a strength, the study identified differences between 
groups. The intervention was carefully developed based 
on previous research evidence; the study followed proto-
col, the number of missing values was low, and measure-
ments of internal consistency were high in instruments 
used (PCC, Omega 0.93 and PCQ-S, Omega 0.88). The 
study was conducted during the COVID-19 pandemic, de-
spite its challenges. It could be that during so-called nor-
mal situations, more residents and their next of kin would 
have participated in the study. The result can likely be gen-
eralised in LTC settings for older people in Finland.

CONCLUSION

This study revealed that a CE intervention about PCC 
named ‘Person First—Please’ can be an effective way to 
increase nurses' PCC competence in LTC settings for older 
people. It also shows that increased individual can be recog-
nised by nurses, residents and their next of kin on PCC cli-
mate of the units. Based on earlier evidence about the lack 
of PCC competence, this result is remarkable in developing 
quality of care in LTC settings for older people. This study 
offered relevant knowledge for the educators who develop 
CE, importance of building theory-based CE and selecting 
the novel proactive teaching and learning methods for sup-
porting effectiveness. From a clinical practice perspective, 
this study is relevant as it shows that nurses are able to de-
velop the quality of care and their own working conditions 
and empowerment should be supported by the superiors. 
Furthermore, from a perspective of nursing science, there is 
a need for further research designs that can meet the need 
for knowledge in service systems to develop practice within 
the most realistic timeframe possible. PCC is highly recom-
mended in national and international policy documents. 
This intervention may provide an approach and scalability 
towards more PCC. In the future, PFP could be developed 
more to train managers of LTC institutions, because their 
support for the nurses to increase PCC in units is impor-
tant. In addition, different research methods are needed to 
strengthen implementation and effectiveness of PFP. It is 
important to further improve service culture and quality of 
care with CE in LTC settings for older people.

AUTHOR CONTRIBUTIONS
All authors have read and approved the final manuscript. 
MP, MS, DE, AC, MP, RS: The conception and design of 
the study. MP, MS, DE, AC, MP, RS: Drafting the article. 
MP, MS, DE, AC, MP, RS: Revising it critically for impor-
tant intellectual content.

ACKNOWLEDGEMENTS
We would like to thank all the funders of this study. Funding 
for this study was received from the Finnish Cultural 
Foundation in 2021, the Finnish Nursing Education 
Foundation Sr. in 2021 and the Turku University Hospital 
governmental funding (VTR grant 13238) in 2021. We 
would also like to thank Anna Vuolteenaho and Scribendi 
for their help with the English language.

CONFLICT OF INTEREST STATEMENT
The authors declare no conflict of interest. The funders 
had no role in the design of the study; in the writing of the 
manuscript or in the decision to publish the study.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are avail-
able on request from the corresponding author. The 
data are not publicly available due to privacy or ethical 
restrictions.

ETHICS STATEMENT
The Ethics Committee for Human Sciences at the 
University of Turku, Health Care Division. Approval 
number 19/2021. When considering the researcher's re-
quest, information about the research obtained from the 
delivered documents, and the national guidelines for the 
ethical principles of research with human participants and 
ethical review in human sciences, the Ethics Committee 
gives assent to the research. According to the Ethics 
Committee, the planned research project under the pre-
liminary ethical review can be ethically approved. 7 June 
2021. Permissions for instrument use were granted by 
email by the developers Jee-In Hwang (5 December 2020), 
Elsevier (reprint of the items) and David Edvardsson (3 
December 2020).

ORCID
Mari Pakkonen   https://orcid.org/0000-0003-4628-8874 
Minna Stolt   https://orcid.org/0000-0002-1845-9800 
David Edvardsson   https://orcid.
org/0000-0001-8787-2327 
Andreas Charalambous   https://orcid.
org/0000-0003-4050-031X 
Miko Pasanen   https://orcid.org/0000-0002-1637-5064 
Riitta Suhonen   https://orcid.org/0000-0002-4315-5550 

REFERENCES
	 1.	 Kalánková D, Stolt M, Scott A, Papastavrou E, Suhonen R. 

Unmet care needs of older people: a scoping review. Nursing 
Ethics. 2021;28(2):149–78. https://​doi.​org/​10.​1177/​09697​33020​
948112

	 2.	 Kangasniemi M, Papinaho O, Moilanen T, Leino-Kilpi H, Siipi 
H, Suominen S, et  al. Neglecting the care of older people in 

 14716712, 2024, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13230 by C

yprus U
niversity O

f, W
iley O

nline L
ibrary on [01/08/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0000-0003-4628-8874
https://orcid.org/0000-0003-4628-8874
https://orcid.org/0000-0002-1845-9800
https://orcid.org/0000-0002-1845-9800
https://orcid.org/0000-0001-8787-2327
https://orcid.org/0000-0001-8787-2327
https://orcid.org/0000-0001-8787-2327
https://orcid.org/0000-0003-4050-031X
https://orcid.org/0000-0003-4050-031X
https://orcid.org/0000-0003-4050-031X
https://orcid.org/0000-0002-1637-5064
https://orcid.org/0000-0002-1637-5064
https://orcid.org/0000-0002-4315-5550
https://orcid.org/0000-0002-4315-5550
https://doi.org/10.1177/0969733020948112
https://doi.org/10.1177/0969733020948112


      |  319PAKKONEN et al.

residential care settings: a national document analysis of com-
plaints reported to the Finnish supervisory authority. Health 
and Social Care in the Community. 2022;30(4):e1313–24. 
https://​doi.​org/​10.​1111/​hsc.​13538​

	 3.	 McCance T, McCormack B. The person-centred practice frame-
work. In: McCormack B, McCance T, editors. Person-Centred 
practice in nursing and health care – theory and practice. 2nd 
ed. Chichester, West Sussex; Ames, IA: John Wiley & Sons Inc.; 
2017. p. 59–81.

	 4.	 Wynne M. National Guideline for nursing and midwifery quality 
care-metrics data measurement in older person services. Office of 
Nursing and Midwifery Services Director Quality Care-Metrics 
Project Group. 2018. [Retrieved 2023 March 11] Available from: 
https://​healt​hserv​ice.​hse.​ie/​filel​ibrary/​onmsd/​​natio​nal-​guide​
line-​for-​nursi​ng-​and-​midwi​fery-​quali​ty-​care-​metri​cs-​data-​
measu​remen​t-​in-​older​-​perso​n-​servi​ces-​2018.​pdf

	 5.	 NICE. Older people with social care needs and multiple long 
- term conditions. London: National Institute for Health and 
Care Excellence 2015. [Retrieved 2023 March 11] Available 
from: https://​www.​nice.​org.​uk/​guida​nce/​ng22/​evide​nce/​full-​
guide​line-​55274​2669

	 6.	 WHO. Global Strategy on People-centred and Integrated Health 
Services: interim report. 2015 [Retrieved 2023 March 11] 
Available from: https://​apps.​who.​int/​iris/​bitst​ream/​handle/​
10665/​​155002/​WHO_​HIS_​SDS_​2015.6_​eng.​pdf?​seque​nce=​1&​
isAll​owed=​y

	 7.	 Morgan S, Yoder L. A concept analysis of person-centered care. 
J Holist Nurs. 2012;30(1):6–14. https://​doi.​org/​10.​1177/​08980​
10111​412189

	 8.	 Håkansson Eklund J, Holmström IK, Kumlin T, Kaminsky E, 
Skoglund K, Höglander J, et  al. “Same same or different?” A 
review of reviews of person-centered and patient-centered care. 
Patient Education & Counseling. 2019;102(1):3–11. https://​doi.​
org/​10.​1016/j.​pec.​2018.​08.​029

	 9.	 Suhonen R, Charalambous A. The concept of individual-
ized care. In: Suhonen R, Stolt M, Papastavrou E, editors. 
Individualized care theory, measurement, research and prac-
tice. Berlin: Springer International Publishing; 2018. p. 27–38. 
https://​doi.​org/​10.​1007/​978-​3-​319-​89899​-​5

	10.	 Rosengren K, Brannefors P, Carlstrom E. Adoption of the con-
cept of person-centred care into discourse in Europe: a system-
atic literature review. J Health Organ Manag. 2021;35(9):265–80. 
https://​doi.​org/​10.​1108/​JHOM-​01-​2021-​0008

	11.	 Pakkonen M, Stolt M, Charalambous A, Suhonen R. Continuing 
education interventions about person-centered care targeted 
for nurses in older people long-term care: a systematic review. 
BMC Nursing. 2021;20:67. https://​doi.​org/​10.​1186/​s1291​2-​021-​
00585​-​4

	12.	 O'Cathain A, Croot L, Ducan E, Rousseau N, Sworn K, Turner 
KM, et al. Guidance on how to develop complex interventions 
to improve health and healthcare. BMJ Open. 2019;9:e029954. 
https://​doi.​org/​10.​1136/​bmjop​en-​2019-​029954

	13.	 Bökberg C, Behm L, Wallerstedt B, Ahlström G. Evaluation of 
person-centeredness in nursing homes after a palliative care 
intervention: pre-and post-test experimental design. BMC 
Palliat Care. 2019;18(44):1–10. https://​doi.​org/​10.​1186/​s1290​
4-​019-​0431-​8

	14.	 Zhao FF, Suhonen R, Koskinen S, Leino-Kilpi H. Theory-
based self-management educational interventions on patients 
with type 2 diabetes: a systematic review and meta-analysis of 

randomized controlled trials. J Adv Nurs. 2017;73(4):812–33. 
https://​doi.​org/​10.​1111/​jan.​13163​

	15.	 King R, Taylor B, Talpur A, Jackson C, Manley K, Ashby N, et al. 
Factors that optimise the impact of continuing professional devel-
opment in nursing: a rapid evidence review. Nurse Educ Today. 
2021;98:104652. https://​doi.​org/​10.​1016/j.​nedt.​2020.​104652

	16.	 Boreham N. A theory of collective competence: challenging the 
neo-liberal individualisation of performance at work. British 
Journal of Educational Studies. 2004;52(1):5–17. https://​doi.​
org/​10.​1111/j.​1467-​8527.​2004.​00251.​x

	17.	 Möhler R, Köpke S, Meyer G. Criteria for reporting the devel-
opment and evaluation of complex interventions in health-
care: revised guideline (CReDECI 2). Trials. 2015;16(204):1–9. 
https://​doi.​org/​10.​1186/​s1306​3-​015-​0709-​y

	18.	 Handley MA, Courtney RL, McCulloch C, Cattamanchi A. 
Selecting and improving quasi-experimental designs in ef-
fectiveness and implementation research. Annu Rev Public 
Health. 2018;39:5–25. https://​doi.​org/​10.​1146/​annur​ev-​publh​
ealth​-​04061​7-​014128

	19.	 Des Jarlais DC, Lyles C, Crepaz N, the Trend Group. Improving 
the reporting quality of nonrandomized evaluations of behav-
ioral and public health interventions: the TREND statement. 
Am J Public Health. 2004;94:361–6. https://​doi.​org/​10.​2105/​
ajph.​94.3.​361

	20.	 Suhonen R, Lahtinen K, Stolt M, Pasanen M, Lemetti T. 
Validation of the patient-Centred care competency scale instru-
ment for Finnish nurses. Journal of. Pers Med. 2021;11(6):583. 
https://​doi.​org/​10.​3390/​jpm11​060583

	21.	 Alrassi J, Mortensen M. Jigsaw group-based learning in difficult 
airway management: an alternative way to teach surgical didac-
tics. J Surg Educ. 2020;77(4):723–5. https://​doi.​org/​10.​1016/j.​
jsurg.​2020.​02.​003

	22.	 Hwang JI. Development and testing of a patient-centred 
care competency scale for hospital nurses. Int J Nurs Pract. 
2015;21(1):43–51. https://​doi.​org/​10.​1111/​ijn.​12220​

	23.	 Hwang J, Kim SW, Chin HJ. Patient participation in patient 
safety and its relationships with Nurses' patient-centered care 
competency, teamwork, and safety climate. Asian Nurs Res. 
2019;13(2):130–6. https://​doi.​org/​10.​1016/j.​anr.​2019.​03.​001

	24.	 Edvardsson D, Sjögren K, Lindkvist M, Taylor M, Edvardsson 
K, Sandman PO. Person-centred climate questionnaire (PCQ-
S): establishing reliability and cut-off scores in residential aged 
care. J Nurs Manag. 2015;23(3):315–23. https://​doi.​org/​10.​
1111/​jonm.​12132​

	25.	 Edvardsson D, Koch S, Nay R. Psychometric evaluation of 
the English language person-centered climate questionnaire-
patient version. West J Nurs Res. 2009;31(2):235–44. https://​
doi.​org/​10.​1177/​01939​45908​326064

	26.	 Sousa VD, Rojjanasrirat W. Translation, adaptation and vali-
dation of instruments or scales for use in cross-cultural health 
care research: a clear and user-friendly guideline. J Eval Clin 
Pract. 2011;17(2):268–74. https://​doi.​org/​10.​1111/j.​1365-​2753.​
2010.​01434.​x

	27.	 Stolt M, Koskenvuori J, Edvardsson D, Suhonen R. Validation 
of the Finnish person-centered care climate questionnaire-
patient and testing the relationship with individualised care. 
Int J Older People Nurs. 2021;16(2):e12356. https://​doi.​org/​10.​
1111/​opn.​12356​

	28.	 Vassbø TK, Bergland Å, Kirkevold M, Lindkvist M, Lood 
Q, Sandman PO, et  al. Effects of a person-centred and 

 14716712, 2024, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13230 by C

yprus U
niversity O

f, W
iley O

nline L
ibrary on [01/08/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1111/hsc.13538
https://healthservice.hse.ie/filelibrary/onmsd/national-guideline-for-nursing-and-midwifery-quality-care-metrics-data-measurement-in-older-person-services-2018.pdf
https://healthservice.hse.ie/filelibrary/onmsd/national-guideline-for-nursing-and-midwifery-quality-care-metrics-data-measurement-in-older-person-services-2018.pdf
https://healthservice.hse.ie/filelibrary/onmsd/national-guideline-for-nursing-and-midwifery-quality-care-metrics-data-measurement-in-older-person-services-2018.pdf
https://www.nice.org.uk/guidance/ng22/evidence/full-guideline-552742669
https://www.nice.org.uk/guidance/ng22/evidence/full-guideline-552742669
https://apps.who.int/iris/bitstream/handle/10665/155002/WHO_HIS_SDS_2015.6_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/155002/WHO_HIS_SDS_2015.6_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/155002/WHO_HIS_SDS_2015.6_eng.pdf?sequence=1&isAllowed=y
https://doi.org/10.1177/0898010111412189
https://doi.org/10.1177/0898010111412189
https://doi.org/10.1016/j.pec.2018.08.029
https://doi.org/10.1016/j.pec.2018.08.029
https://doi.org/10.1007/978-3-319-89899-5
https://doi.org/10.1108/JHOM-01-2021-0008
https://doi.org/10.1186/s12912-021-00585-4
https://doi.org/10.1186/s12912-021-00585-4
https://doi.org/10.1136/bmjopen-2019-029954
https://doi.org/10.1186/s12904-019-0431-8
https://doi.org/10.1186/s12904-019-0431-8
https://doi.org/10.1111/jan.13163
https://doi.org/10.1016/j.nedt.2020.104652
https://doi.org/10.1111/j.1467-8527.2004.00251.x
https://doi.org/10.1111/j.1467-8527.2004.00251.x
https://doi.org/10.1186/s13063-015-0709-y
https://doi.org/10.1146/annurev-publhealth-040617-014128
https://doi.org/10.1146/annurev-publhealth-040617-014128
https://doi.org/10.2105/ajph.94.3.361
https://doi.org/10.2105/ajph.94.3.361
https://doi.org/10.3390/jpm11060583
https://doi.org/10.1016/j.jsurg.2020.02.003
https://doi.org/10.1016/j.jsurg.2020.02.003
https://doi.org/10.1111/ijn.12220
https://doi.org/10.1016/j.anr.2019.03.001
https://doi.org/10.1111/jonm.12132
https://doi.org/10.1111/jonm.12132
https://doi.org/10.1177/0193945908326064
https://doi.org/10.1177/0193945908326064
https://doi.org/10.1111/j.1365-2753.2010.01434.x
https://doi.org/10.1111/j.1365-2753.2010.01434.x
https://doi.org/10.1111/opn.12356
https://doi.org/10.1111/opn.12356


320  |      PERSON-CENTRED CARE COMPETENCE AND CLIMATE

thriving-promoting intervention on nursing home staff job 
satisfaction: a multi-Centre, non-equivalent controlled before–
after study. Nursing Open. 2020;7(6):1787–97. https://​doi.​org/​
10.​1002/​nop2.​565

	29.	 Sjögren K, Lindkvist M, Sandman PO, Zingmark K, Edvardsson 
D. To what extent is the work environment of staff related to 
person-centred care? A cross-sectional study of residential 
aged care. J Clin Nurs. 2015;24(9–10):1310–9. https://​doi.​org/​
10.​1111/​jocn.​12734​

	30.	 Bergland Ä, Hofoss D, Kirkevold M, Vassbø T, Edvardsson D. 
Person-centred ward climate as experienced by mentally lucid 
residents in long-term care facilities. J Clin Nurs. 2015;24(3–
4):406–14. https://​doi.​org/​10.​1111/​jocn.​12614​

	31.	 Dunn TJ, Baguley T, Brunsden V. From alpha to omega: a prac-
tical solution to the pervasive problem if internal consistency 
estimation. Br J Psychol. 2014;105(3):399–412. https://​doi.​org/​
10.​1111/​bjop.​12046​

	32.	 Finnish Advisory Board on Research Integrity. Responsible 
conduct of research and procedures for handling allegations 
of misconduct in Finland. 2012 [Retrieved 2023 March 11] 
Available from: https://​www.​tenk.​fi/​sites/​​tenk.​fi/​files/​​HTK_​
ohje_​2012.​pdf

	33.	 World Medical Association. Declaration of Helsinki—ethical 
principles for medical research involving human subjects. 
2013. [Retrieved 2023 March 11] Available from: https://​
www.​wma.​net/​polic​ies-​post/​wma-​decla​ratio​n-​of-​helsi​nki-​
ethic​al-​princ​iples​-​for-​medic​al-​resea​rch-​invol​ving-​human​
-​subje​cts/​

	34.	 Blake D, Berry K, Brown LJE. A systematic review of the im-
pact of person-centred care interventions on the behaviour of 
staff working in dementia care. J Adv Nurs. 2020;76(2):426–44. 
https://​doi.​org/​10.​1111/​jan.​14251​

	35.	 Güney S, Karadağ A, El-masri M. Perceptions and experiences 
of person-centered care among nurses and nurse aides in long 
term residential care facilities: a systematic review of qualita-
tive studies. Geriatric Nursing. 2021;42(4):816–24. https://​doi.​
org/​10.​1016/j.​gerin​urse.​2021.​04.​005

	36.	 Peters DH, Adam T, Alonge O, Aguepong A, Tran N. 
Implementation research: what it is and how to do it. Br Med J. 
2013;347:f6753. https://​doi.​org/​10.​1136/​bmj.​f6753​

	37.	 Karpen SC. The social psychology of biased self-assessment. 
Am J Pharm Educ. 2018;82(5):441–8. https://​doi.​org/​10.​5688/​
ajpe6299

How to cite this article: Pakkonen M, Stolt M, 
Edvardsson D, Charalambous A, Pasanen M, 
Suhonen R. Effectiveness of an educational 
intervention to increase professional nurses' person-
centred care competence in long-term care of older 
people—Quasi-experimental study. Scand J Caring 
Sci. 2024;38:306–320. https://doi.org/10.1111/
scs.13230

 14716712, 2024, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13230 by C

yprus U
niversity O

f, W
iley O

nline L
ibrary on [01/08/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1002/nop2.565
https://doi.org/10.1002/nop2.565
https://doi.org/10.1111/jocn.12734
https://doi.org/10.1111/jocn.12734
https://doi.org/10.1111/jocn.12614
https://doi.org/10.1111/bjop.12046
https://doi.org/10.1111/bjop.12046
https://www.tenk.fi/sites/tenk.fi/files/HTK_ohje_2012.pdf
https://www.tenk.fi/sites/tenk.fi/files/HTK_ohje_2012.pdf
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://doi.org/10.1111/jan.14251
https://doi.org/10.1016/j.gerinurse.2021.04.005
https://doi.org/10.1016/j.gerinurse.2021.04.005
https://doi.org/10.1136/bmj.f6753
https://doi.org/10.5688/ajpe6299
https://doi.org/10.5688/ajpe6299
https://doi.org/10.1111/scs.13230
https://doi.org/10.1111/scs.13230

	Effectiveness of an educational intervention to increase professional nurses' person-­centred care competence in long-­term care of older people—Quasi-­experimental study
	Abstract
	INTRODUCTION
	METHODS
	Sampling and setting
	The educational intervention
	Data collection
	Data analysis
	Ethical considerations

	RESULTS
	Respondents
	Nurses' self-­assessed person-­centred care competence
	Nurses' self-­assessed person-­centred care climate
	Correlations of changes at the time within the intervention and control groups
	Residents' and their next of kin's assessment of a person-­centred care climate

	DISCUSSION
	Limitations and strengths

	CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	ETHICS STATEMENT
	REFERENCES


