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Abstract

Background: There is currently a strong emphasis on person-centred care (PCC) and communication; however,
little research has been conducted on how to implement person-centred communication in home care settings.
Therefore, the ACTION (A person-centred CommunicaTION) programme, which is a web-based education
programme focusing on person-centred communication developed for nurse assistants (NAs) providing home care
for older persons, was implemented. This paper reports on the process evaluation conducted with the aim to
describe and evaluate the implementation of the ACTION programme.

Methods: A descriptive design with a mixed method approach was used. Twenty-seven NAs from two units in
Sweden were recruited, and 23 of them were offered the educational intervention. Quantitative and qualitative data
were collected from multiple sources before, during and after the implementation. Quantitative data were used to
analyse demographics, attendance and participation, while qualitative data were used to evaluate experiences of
the implementation and contextual factors influencing the implementation.

Results: The evaluation showed a high degree of NA participation in the first five education modules, and a
decrease in the three remaining modules. Overall, the NAs perceived the web format to be easy to use and
appreciated the flexibility and accessibility. The content was described as important. Challenges included time
constraints; the heavy workload; and a lack of interaction, space and equipment to complete the programme.

Conclusions: The results suggest that web-based education seems to be an appropriate strategy in home care
settings; however, areas for improvement were identified. Our findings show that participants appreciated the web-
based learning format in terms of accessibility and flexibility, as well as the face-to-face group discussions. The
critical importance of organizational support and available resources are highlighted, such as management
involvement and local facilitation. In addition, the findings report on the implementation challenges specific to the
dynamic home care context.
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Background
Today, many older persons are being cared for in their
homes through the support of different types of home
care services and health care professionals. In home care,
there is a strong emphasis on person-centred care
(PCC), even though knowledge of how to provide such
care is limited. A cornerstone in PCC is communication
[1–3]. Previous research has indicated a greater need for
a focus on communication and that such a focus is im-
perative to improve the communication competency of
nursing staff in home care [4]. While the importance of
PCC in everyday nursing practice has been highlighted
[1, 5, 6], few empirical studies have examined the imple-
mentation of person-centred communication in nursing
practice and the home care of older persons. Therefore,
the ACTION (A person-centred CommunicaTION)
programme was designed to enhance communication
among nursing assistants (NAs) in home care. This
paper reports on the evaluation of implementation of
the programme.
In Sweden, nursing and social care, e.g., help with daily

living or personal care and hygiene, is performed by
NAs. Most NAs in Sweden have a three-year high school
education, with the option to become certified NAs
through a 1.5-year nursing education programme. Struc-
tured training in communication is rarely offered to
NAs. There are challenges for home care service organi-
zations regarding how to recruit and retain nursing staff
with the necessary competency, and temporary staff as
well as unqualified personnel are common. Work in
home care services is mobile and sometimes unpredict-
able. NAs move between home care units and the homes
of older persons according to a combination of set
schedules and unscheduled or time-critical occurrences
of care needs. This poses challenges both for NAs’ re-
quired competence and the organization of work.

Person‐centred communication in home care
PCC is widely recognized as a key concept related to the
quality of nursing care and has been recognized to have
a positive impact on patient care (e.g., [7, 8]) as well as
on nursing staff [9–11]. Nursing activities in the care of
older persons are embedded in everyday conversations,
where small talk can be used to elicit information,
normalize unpleasant procedures and manage interac-
tions and relationships [12]. Understanding and showing

sensitivity to older persons’ expressions are necessary for
responding to individual needs and enhancing PCC [4].
The communication competency of nursing staff is a
cornerstone of the achievement of nursing goals. There
are, however, challenges related to communication with
and care of older persons [4, 13–17], which might risk
individuals being misinterpreted or ignored. Features of
PCC and communication emphasize the need for skilled
nursing staff, yet a relatively large proportion of em-
ployees in home care are reported to have low qualifica-
tion levels, and the literature points to an imbalance
between expected and actual nursing staff competency
[18, 19]. NAs need support and education to develop the
knowledge, skills and attitudes required to meet the in-
dividual needs of older persons [20]. Thus, research sug-
gests that enhancement of communication may support
NAs in meeting individuals’ needs.

Implementation of person‐centred communication in
home care settings
PCC has been implemented in a variety of out-of-
hospital settings [21]; however, studies on implementing
PCC interventions specifically in home care are scarce,
with the exception of an ongoing study [22]. To this
date, there are no interventions that focus on imple-
menting person-centredcommunication in home care.
Existing work has primarily focused on communication
in other settings and professional groups [23–27]. Both
practical efforts and research related to strategies to sup-
port NAs in becoming more person-centred in their
communication are needed. Interventions in home care
settings and education are complex, as several compo-
nents affect and interact with each other [28], e.g., the
complex practices of caring for older persons; the mo-
bile, dynamic and often unpredictable working condi-
tions, and challenges regarding development, delivery
and evaluation of educational interventions and their ef-
fects. For competency development and educational ef-
forts in healthcare, previous studies [29–32] have
proposed flexible pedagogical approaches such as web-
based or blended approaches that combine e-learning
and face-to-face interactions. Such approaches have been
effective for a wide range of health contexts and pur-
poses, e.g., providing advice and support to cancer survi-
vors [31], conducting motivational interviewing [30], and
changing clinician behaviour [29]. Compared to no
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intervention, web-based training for health care profes-
sionals has been reported to have positive effects in
terms of knowledge outcomes, skills, learner behaviour
and patient effects [32]. Such findings suggest that web-
based education would be an appropriate strategy for
implementing person-centred communication in home
care settings.
Different theoretical approaches can be used to under-

stand and explain how and why intervention implemen-
tation does or does not work [33] and provide a
systematic way to plan, implement and evaluate new in-
terventions. This work follows the MRC guidance by
Moore et al. [34] with a primary focus on evaluating the
implementation strategy. Implementing person-centred
communication in a home care setting is a complex pur-
suit, both with respect to the intervention, or what is to
be implemented (person-centred communication), and
the implementation strategy (the ACTION programme),
or how the intervention will be implemented. The evalu-
ation of implementation outcomes, which are distinct
from intervention outcomes, could be used to understand
the success (or failure) of the implementation and the
process of the implementation [35]. As stated by Proctor
et al., “an intervention will not be effective if it is not im-
plemented well” ([35], p.66). The home care setting pre-
sents unique challenges for implementing interventions.
To understand the outcomes of complex interventions,
it is therefore crucial to start with the evaluation of im-
plementation outcomes, i.e. conducting a process evalu-
ation. Therefore, the aim of this process evaluation was
to describe and evaluate the implementation of the AC-
TION programme. The following research questions are
addressed:

a. To what extent was the programme delivered as
intended?

b. How did the NAs respond to and interact with the
programme?

c. What contextual barriers and facilitators affected
implementation?

The ACTION programme
The ACTION programme was developed as a multifa-
ceted implementation strategy [28, 36, 37], by combining
a web-based education with short pre-recorded lectures,
movie clips, reflection assignments and quizzes packaged
in step-wise modules, and on-site group supervision en-
abling peer dialogue (Table 1). In addition, the strategy
included external facilitation, local opinion leaders and
computerized reminders to stimulate engagement and
support programme completion.
The programme was developed by a team of re-

searchers and teachers with expertise in the area and
was tailored to the home care context. To achieve the

best possible outcomes with respect to participation and
acceptance, the work was guided by Everett Rogers’s
[38] strategic attributes for successful implementation:
to provide relative advantage compared to other strat-
egies (e.g., traditional classroom education), to create
compatibility with home care practice and work
organization, and to minimize complexity (i.e., make the
intervention easy to understand and access). The
programme builds on following four components: (1)
knowledge on key aspects of person-centred communi-
cation, (2) a self-directed and reflective learning ap-
proach, (3) flexibility and accessibility, and (4) efforts to
stimulate activity. Table 2 outlines the core components
and facilitating activities to support NA participation in
the programme.

Knowledge on key aspects of person‐centred
communication
The programme content (Table 1) focused on PCC and
communication in home care, and was developed based
on previous research and the educational platform
within the COMHOME project [39], an international re-
search project with focus on person-centered and emo-
tional communication between nurses and older people
in home care settings. The theoretical foundation was
grounded in Carl Rogers’s [40] perspective of person-
centredness, which emphasizes a caring approach based
on the principles and values of acceptance, caring, em-
pathy and sensitivity in human interactions. According
to this perspective, PCC involves treating patients as
persons and being sensitive, respectful and compassion-
ate, as well as supporting patients’ capacity for autonomy
[5, 41]. This definition of PCC is complemented by the
current literature [1–3], which adds communication, re-
spect, autonomy, and empowerment to PCC. In
addition, the work of Watzlawick et al. [42] provides a
basis for understanding communication, suggesting that
all interactions always involve communication and that
actions, words and silences all convey a message.
The programme content was developed to provide

useful knowledge compatible with the NAs daily caring
encounters and was organized according to eight
programme modules. As outlined in Table 1, the mod-
ules were structured around different topics of person-
centred communication. For example, module 2 started
with a short movie clip (from YouTube) with an older
person describing experiences of aging and needing care.
Thereafter, a university lecturer gave a short video talk
about the core values of nursing in communication and
interaction with older persons in need of care.

Self‐directed and reflective learning
The programme was structured in eight stepwise mod-
ules completed over eight weeks; this time frame was
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estimated to be feasible with respect to expected work
effort and time consumption. The first four modules
were pre-recorded, the fifth module consisted of live
group supervision sessions at the workplace, and the last
three modules were co-created with the NAs based on
discussions regarding programme content and structure.
A self-directed approach to learning [43, 44] was
adopted to emphasize a learning process in which the
NAs were supported and guided. Each module was

estimated to take a maximum of 15–30 min. A final quiz
or reflection assignment had to be completed in each
module to proceed to the next module. The intentions
for the assignments were to enhance self-directed learn-
ing, to support reflections and to prevent the partici-
pants from passively “clicking through” the pages
without engaging with the content. Another strategy to
enhance reflection was group supervision in the fifth
module. The use of reflection is important to motivate

Table 2 Overview of the core components and facilitating activities of the ACTION programme

Core component Facilitating activities

Knowledge on key aspects of person-
centred communication

Pre-recorded lectures and movie clips.
See Table 1 for module content.

Self-directed and reflective learning Eight stepwise modules.
Quiz and written assignments, with feedback from instructors after the last module.
One group supervision session.

Flexibility and accessibility Web-based education conducted on computers/tablets to give the NAs the opportunity to decide when
and where to complete the educational intervention.

Efforts to stimulate and encourage activity Availability of an external facilitator from the university to support the NAs to complete the programme.
Weekly e-mail reminders.

Table 1 Overview of the eight educational modules

Module Topic Content Pedagogical approaches

1 Introduction to PCC
and communication

Introduce the educational intervention.
Introduce person-centred care and communication following Carl Rogers’s
[35] perspective on person-centredness.

Introductory meeting including a
video lecture and a movie clip
Reflective group discussion
On site

2 Core values of nursing
and social home care

Outline the core values of nursing and social care of older persons.
Discuss ethical concerns and challenges related to communication in home
care.

Video lecture
Movie clip
Individual reflection assignment
Web-based

3 Verbal and non-verbal
communication

Introduce and discuss verbal and non-verbal communication and the dimen-
sions of power in both verbal and non-verbal communication.

Video lecture
Quiz
Web-based

4 Presence and active
listening

Develop an understanding of the importance of engaging in active listening
and being present in meetings with older persons.

Movie clip
Video lecture
Individual reflection assignment
Web-based

5 Group supervision Discuss and reflect on participants’ experiences of communication
challenges.

Groups of 3–6 participants
Led by a member of the research
team
Reflection exercises
On site

6 End-of-life care Discuss communication related to end-of-life care in the home care setting. Movie clip
Video lecture
Individual reflection assignment
Web-based

7 Person-centred and
emotional
conversations

Discuss how to facilitate positive interactions and person-centred communi-
cation, including in conversations about existential matters with older
persons.

Movie clip
Video lecture
Quiz
Web-based

8 Flexible and person-
centred
communication

Discuss how to communicate with sensitivity and be flexible to the person
being cared for. Summarize the main points of the educational intervention.

Video lecture
Individual reflection assignment
Course leader feedback
Web-based
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and engage participants in person-centred practice de-
velopment [45]. The assignments and group supervision
were used to stimulate reflection and deep learning by
using the NAs’ own experiences from caring encounters
as a basis for understanding and developing their com-
municative ability.

Flexibility and accessibility
The backbone of the programme was a web-based learn-
ing platform where several types of content and learning
strategies were combined (see Table 1). The web-based
approach was chosen for its flexibility and accessibility,
considering the NAs’ dynamic and somewhat unpredict-
able everyday working conditions. Access to web-based
education was provided through computers located in
the home care units, as well as with tablets provided by
the research team. This setup allowed the NAs to decide
when and where to carry out the different modules ac-
cording to their workloads and schedules. Although one
of the core ideas of the programme was to limit interfer-
ence with the NAs’ daily work, the activities were still
expected to require a certain amount of time and effort
from the NAs.
When developing the programme, considerations were

made to address potential differences in technical skills
among the NAs. The learning platform is widely used
for a variety of student groups and educational levels in
Sweden, and is considered to be relatively easy to use
and navigate and to require a limited amount of IT
experience. Hence, some of the NAs had previous
experience of using the platform. In case of technical
problems, the NAs had access to support staff from the
university that hosted the platform.

Efforts to stimulate activity
To encourage, motivate and support the NAs in com-
pleting the programme and to identify problems during
the implementation process, an external facilitator (the
first author) was available. As emphasized in previous re-
search (e.g., [46, 47]), a facilitator who helps and sup-
ports participants during the implementation process is
crucial. The facilitator’s interpersonal relationship with
participants can make the process easier, and problems
and needs for improvements can be identified and re-
solved early in the process [48].
Additional strategies to stimulate activity during the

educational intervention included weekly e-mail re-
minders and paper-based newsletters to inform the NAs
about the progress of the programme and encourage
them to complete the current or upcoming module. The
content of the e-mail reminders included a short de-
scription of what to expect from the upcoming module,
which was written in an inviting and motivating way.

The text of the e-mail reminders was also posted as a re-
minder on a bulletin board in the staff room.

Methods
Design
To evaluate the implementation of the ACTION
programme, a descriptive evaluation design guided by
Moore et al. [34] including both quantitative and
qualitative data was used. The evaluation focused on
the implementation of the programme and contextual
factors affecting the implementation, to allow an un-
derstanding of how and why the programme did or
did not work.

Study setting and recruitment procedures
Two home care units were recruited from a middle-
sized municipality in western Sweden. The inclusion
criteria were home care service organizations with a
manager expressing willingness to participate in and
support the intervention. The intervention was per-
formed in spring 2018. The manager decided whether
NAs would be given the opportunity to participate in
the programme; however, participation in the data
collection was voluntary and managed by the re-
searchers with respect to requesting participation,
providing information about the study, and obtaining
consent. The NAs first received information about
the project during a workplace meeting approximately
five months before the start of the education
programme. Responsible researchers presented the
overall aim of the intervention, the programme and
the planned data collection.
The eligibility criterion was permanent employment

(full- or part time), enabling participation throughout
the programme and data collection; 27 NAs met this cri-
terion. Of these NAs, one declined to participate in data
collection, one was on long-term sick leave, and three
terminated their employment. After one new employee
was hired, 23 NAs were eventually offered the
programme.

Data collection
In order to address the research questions, quantitative
and qualitative data were collected from multiple
sources during the implementation, i.e., before, during
and after the programme. As suggested by Moore et al.
[34], the feasibility stage of a process evaluation should
combine different types of quantitative measures and in-
depth qualitative data. In this study, data consisted of
demographics; user analytics data; and data from pre-
and post-interviews, evaluation forms, and field notes
(Fig. 1). The aim of this approach was to provide a de-
tailed basis for understanding the implementation of the
programme.
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Before the programme, data were collected via partici-
pant demographic questionnaires, group interviews and
field notes. Twenty-two of the NAs participated in four
group interviews, which focused on their expectations
and worries about the upcoming programme, i.e., as-
pects that were important for tailoring the programme
and its implementation. At the end of these interviews,
the NAs were asked to write anonymous personal notes
about their thoughts on Post-It notes collected by the
researchers. During the programme, user data on the
NAs’ participation and actions were extracted from in-
formation logs on the web-based platform. These logs
included the time spent on each module, the number of
visits, and the portion of each module that the partici-
pant had completed. After the programme, the NAs
shared their experiences of the programme, regardless of
how many modules they had completed, by submitting
an anonymous evaluation form. The form consisted of
four open-ended questions on the NAs’ experiences of
the design and content of the programme. The NAs
were asked to describe what they thought about the
overall program format (the learning platform, lectures,
movie clips and supervision) and the educational content
(e.g. person-centred communication and emotional con-
versations). Repeated reminders to complete the form
were sent by e-mail and distributed during the facilita-
tor’s visits, and ultimately, fifteen evaluation forms were
received. These responses provided a broad basis for in-
sights into the NAs’ perceptions of the programme on a
group level.Five NAs participated in individual
interviews to provide in-depth descriptions of their expe-
riences of the programme. The interviews were semi-

structured and focused on aspects of participating in the
education programme in terms of benefits, problems
and practical matters (e.g. time and support). The inter-
views lasted between 30 and 60 min.
In order to capture the contextual processes and

events that took place during the implementation of the
programme, field notes were written by the facilitator.
These included observations from visits; notes from dis-
cussions with the manager, team leaders and NAs; facili-
tator reflections; e-mail communications; and questions
discussed among researchers.

Data analysis
Quantitative data were analysed using IBM SPSS Statis-
tics version 25. Descriptive statistics were used to pro-
vide demographic descriptions of the participants. User
statistics from the web-based platform were used to ana-
lyse the participant flow and identify patterns in activity
and use. The completion time, number of visits and as-
signment completion in each module were analysed. To
analyse whether the program was delivered as intended,
that is, whether it was feasible and accessible for NAs ir-
respective of demographic characteristics (e.g., language,
age and work experience), t-tests and Pearson correl-
ation tests were used.
A content analysis approach was used to analyse the

qualitative data (interviews, evaluation forms and field
notes) to examine the NAs’ perceptions and experiences
[49]. First, the data were read several times. Meaning
units were coded and grouped into descriptive categor-
ies. In the results, quotations from the interviews and
evaluation forms were used to illustrate the NAs’

Fig. 1 Flow chart of the implementation and data collection
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experiences. The analysis was mainly performed by the
first and last authors and was further discussed and vali-
dated by all authors. All authors read and commented
on the final version of the analysis to ensure the rigour
of the categories described.

Results
The results are presented in three main sections: (I) demo-
graphic characteristics of the participants; (II) implementa-
tion process in terms of the NAs’ programme attendance
and activity and their experiences of the programme format
and learning approach; and (III) contextual enablers and
barriers, including external and local facilitators and chal-
lenges related to time, place, equipment and work load.

I. Demographic characteristics of the participants
The demographic characteristics of the participating NAs
(n = 23) are presented in Table 3. The median age and
gender distribution of the participants were in line with
the current overall characteristics of NAs, as the NA pro-
fession is female dominated. The NAs’ years of experience
working in home care varied. One-third (n = 7) of the par-
ticipants had a native language other than Swedish.

II. Implementation process
The evaluation of the NAs’ attendance and activity in
the ACTION programme showed higher participation in
the first five modules, followed by declining activity in
the remaining modules. The interviews revealed both
positive and negative experiences with respect to the
programme format and pedagogical approach.

Programme attendance and activity
The majority of the NAs participated in the education
programme: 91 % (n = 21) completely or partially partici-
pated in at least five of the eight modules. Twenty-one
NAs also participated in the on-site group supervision
(the fifth module). After this module, a gradual decrease
in attendance occurred. The last module, and thus, the
full education programme, was completed by half of the
NAs (n = 12, 52 %). Details on the participation rates in
the modules and assignments are presented in Table 4.

The activity data (number of visits to sub-pages, time
spent on modules and sub-pages, and activity comple-
tion) indicated that the participants tended to interrupt
or skip parts of the modules that had longer lectures.
Quizzes and reflective assignments needed to be com-
pleted to proceed to the next module, but there did not
seem to be any differences in completion rates based on
whether the module included a quiz or written reflection
assignment.
No correlations were found between attendance and

variables such as age, work experience, or workplace
tenure, and there were no gender differences. There was,
however, a significant difference (p = .005) in the number
of visits to each page between native and non-native
Swedish speakers. Non-native speakers showed more
than twice the amount of activity in terms of the num-
ber of visits to the sub-pages in the modules and spent

Table 3 Demographic characteristics of the participants (n = 23)

Characteristics

Age, years, median (range) 39 (24-61)

Gender, female/male (n) 20/3

Employment, full-time (100%)/part-time (60-90%)/unknown (n) 5/13/5

Home care work experience, years, median (range) 7 (1-40)

Years at the unit, median (range) 4 (0-18)

Certified NAs, yes/no (n) 21/2

Native language, Swedish/other (n) 16/7

Table 4 Participation rates in the modules and assignments

Module Content Participation rate (n) a

Module 1 Introduction (on-site) 20

Module 2 Movie clip 21

Video lecture 21

Reflection assignment 22

Module 3 Video lecture 20

Quiz 22

Module 4 Movie clip 22

Video lecture 19

Reflection assignment 21

Module 5 Group supervision (on-site) 21

Module 6 Movie clip 18

Video lecture 15

Reflection assignment 16

Module 7 Movie clip 14

Video lecture 13

Quiz 15

Module 8 Video lecture 12

Reflection assignment 11
aParticipants who spent only a few seconds in the modules were excluded
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more time on each module than participants who were
native Swedish speakers. Nevertheless, all of these partic-
ipants completed the entire education programme.

Experiences of the programme format
Overall, the NAs’ expectations of the programme in-
cluded both curiosity and concern, as expressed in the
first round of interviews. Not knowing what was to come
was exciting and led to the NAs’ interest in how the
content could contribute to their knowledge and compe-
tence development.

“It’s still exciting to see what this leads to and what
one can gain from it.” (Group interview 3).

The education started with an on-site introductory
meeting, where all participating NAs were introduced to
the web platform and instructed on how to use it. They
also participated in the first module, which included a
pre-recorded lecture and a short movie clip. The intro-
ductory meeting ended with group discussion, during
which the NAs reflected on the module content. During
this meeting, there were also opportunities to ask ques-
tions regarding practical matters such as the web plat-
form or other issues. After this first meeting, all
following modules were conducted individually, except
the fifth (the on-site group supervision).
The NAs expressed that compared to traditional edu-

cation, the web-based education format had benefits
such as accessibility and flexibility for the NAs to inde-
pendently decide when to complete the modules. The
tablets and headphones offered were appreciated by the
NAs, as they allowed for additional flexibility and
privacy.

“I think that it [the education programme] was
great! It was great that you could log in and then
that it was stepwise. // It gives you more independ-
ence. I think that it was very positive!” (Individual
interview 4).

“I have done them [the modules] on the tablet. Very
good! // I just needed to sit down for a while and
shut everything out. It was great!” (Individual inter-
view 4).

Overall, the NAs described that the web-based educa-
tion format to be easy to use and appreciated the step-
wise modules. Some NAs found the web format to be
challenging due to a lack of digital experience.

“Too much using the computer, especially when
you’re not that technical.” (Evaluation form 3).

The web-based format allowed the research team to
follow the NAs’ progression through the education
programme. Consequently, the format allowed the early
detection of NAs who were falling behind or did not fol-
low the modules as instructed. These NAs were con-
tacted through e-mail or during the visits by the external
facilitator, and they were offered help in solving tech-
nical or other problems.
The NAs reported that the content was relevant and

interesting and that it provided valuable knowledge that
would be useful in their daily work. NAs with extensive
work experience in home care settings expressed already
having sufficient knowledge. They felt that parts of the
content were repetitive, but they valued the opportunity
to reflect on their everyday work practices. Some NAs
also believed that the intervention was more suitable for
NAs who did not have previous work experience.

“Yes, I think it [the intervention] is useful. It actu-
ally relates to what we do all the time at work. Very
useful. /…/ So, it was needed. Even if you already
have some awareness of it, it’s always needed … to
get more knowledge or to think about it even
more.” (Individual interview 3).

“I think that the education was great, above all, for
those with limited experience in healthcare, but not
that many new insights for me, as I have been work-
ing for more than twenty years.” (Individual inter-
view 2).

Experiences of the pedagogical approach
The NAs reported that the quizzes were enjoyable and
that the reflection assignments were meaningful parts of
their learning but that they were time consuming. Par-
ticipants completing the reflection assignment in the
final module received written feedback from the re-
searchers. This feedback was reported to be valuable
since it provided confirmation on how the NAs reflected
on their current communication ability.

“I think that the reflective assignments give you
more… They feel better… but they are more bur-
densome and time consuming.” (Individual inter-
view 3).

The short movie clips were described as particularly
interesting and stimulating. These clips provided nuance
and deepened the NAs’ understanding.

“Some of the movie clips have been good. I remem-
ber one in particular that was about end-of-life care.
The nurse assistants in the movie did it all so
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beautifully, and it consisted of the most important
parts.” (Evaluation form 9).

The NAs described that the overall structure of and
variation in the content were appreciated, but some NAs
expressed that the education programme consisted of
too many modules.

“I think that the education was lengthy, too many
modules. Maybe it would have been more interest-
ing if it was shortened a bit.” (Evaluation form 9).

Some of the lectures were perceived as too long,
resulting in a loss of interest. When possible, this feed-
back was taken into account; for example, in the devel-
opment of the later modules of the programme, shorter
lectures and more engaging approaches, such as
conversation-based lectures including several presenters,
were used.
Another weakness with the self-directed and web-

based approach was the lack of interaction with lec-
turers. The discussion during the group supervision were
reported to be one of the most appreciated parts of the
programme. It allowed NAs to reflect with colleagues on
different aspects of communication. The content became
more meaningful and interesting.

“It was great, the group session. It was interesting. It
gave me a lot. Yes. I think everybody thought so. It
was great; that is something we said afterwards.”
(Individual interview 2).

The opportunity to discuss difficult matters with col-
leagues was described as valuable and provided the NAs
with useful insights into their daily work. The NAs
expressed a desire for more group sessions to meet with
colleagues and to reflect on different aspects of the NAs’
everyday practice. Others thought that one session was
sufficient.

III. Contextual enablers and barriers
Contextual enablers and barriers were identified during
the evaluation of the implementation, including external
and local facilitators and challenges with time, space and
equipment needed to participate in the education.
Workload and motivation were identified as additional
contextual factors crucial for the implementation
process.

External and local facilitators
Throughout the intervention, the external facilitator
acted as the primary contact between the NAs and the
project team. This facilitator regularly visited the home
care units approximately once a week. Another member

of the research team also performed repeated visits to
support and evaluate the implementation. The duration
of the visits were usually 1–2 h. In addition, all NAs,
team leaders and managers had access to facilitator sup-
port via phone or email. The use of this support was in-
frequent and mostly used for technical support
questions.
At both of the home care units, team leaders had

the main responsibility for organizing and planning
the NAs’ daily work and schedules and dealing with
changes and rescheduling when acute care situations
occurred. These team leaders also became the exter-
nal facilitator’s primary contact with the organization
and NAs. They assisted in passing on information to
the NAs, e.g., by frequently providing reminders to
the NAs during the home care unit regular meetings.
Although not designated or identified beforehand,
their role gradually developed into that of an informal
local facilitator and became a part of their work. An
interpersonal relationship gradually developed between
the external facilitator and the team leaders. This re-
lationship facilitated the implementation of the inter-
vention, established trust and enabled the facilitator
to obtain an “inside” perspective of the everyday work
at home care units. During on-site visits from the fa-
cilitator, team leaders expressed that they appreciated
the support and positive energy from the facilitator,
which helped them manage the additional work gen-
erated by the project.

Challenges in finding time
Early in the process, some NAs expressed concern re-
garding the potential time constraints of completing the
education modules and the management of the required
time during busy working hours.

“How would we get the time needed for this?
That is something to think about. But, if this is
something we will do, then time needs to be allo-
cated, I guess. Yes. But I don’t know how.”
(Group interview 4).

As anticipated, problems with time constraints oc-
curred during the first weeks. Although NAs described
that they appreciated the flexibility of the programme, a
high level of responsibility was required from the NAs to
balance the programme with their work duties and time
management constraints.

“The most positive thing about the web platform is
that it is always available. The idea that you can take
advantage of vacant hours at work is good, but it re-
quires a great deal of individual responsibility.”
(Evaluation form 6).
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The research team planned the programme structure
and format to support the NAs’ participation, but the
managers and team leaders were responsible for organiz-
ing the time and resources needed for the programme
within the units. The problem with time was discussed
during a workplace meeting a few weeks into the
programme, and additional time was allotted in the NAs’
schedules. Nevertheless, the time assigned to participate
in the programme competed with other administrative
tasks, making it challenging for the NAs to complete
each module on time, particularly during periods of high
workload. To enable the NAs to catch up, module dead-
lines were extended twice during the programme,
prolonging the education from eight to ten weeks.

Challenges related to location and equipment
Another challenge noted in the early stage of the imple-
mentation was the limited number of desktop com-
puters, with two per home care unit allocated for the
intervention and the NAs’ everyday work. Some NAs
expressed worries concerning noise and privacy when
they listened to the web-based lectures and completed
the writing assignments. To ensure appropriate resource
allocation, enable privacy to engage with the module
content, and establish a sense of empowerment, the re-
searchers decided to provide the units with tablets and
headphones. Nevertheless, issues arose regarding the
physical location where the NAs were expected to work
with the course material. The manager’s recommenda-
tion was to primarily complete the programme at the
workplace during work hours. If necessary, e.g., due to a
tight schedule or heavy workload, the completion of the
modules from home was allowed and compensated for
as over-time. To not be disturbed or interrupted by col-
leagues or acute patient situations, some NAs preferred
to complete the education programme at home.

Workload and motivation
The ACTION programme was implemented during the
spring and finished approximately one month before the
start of the first summer vacation period. During this
time, the NAs and team leaders expressed having an ac-
celerating workload caused by several absences due to
sick leave combined with problems accessing extra staff.
This situation was particularly pressing for team leaders,
who were responsible for scheduling. In addition, some
of the team leaders terminated their employment during
the intervention implementation and were replaced by
other NAs at the home care units.
Among the NAs, there was a desire to engage in the

modules and a clear positive attitude towards the
programme. However, some NAs perceived the interven-
tion as burdensome, and a few expressed that they felt
forced to do the programme. Some expressed frustration

with the lack of involvement in the decision phase. The
education programme imposed an additional workload
that influenced their motivation to complete the mod-
ules. Other aspects that reduced their motivation during
the intervention were vacations, sick leaves, and other
prioritized training.

“This [the intervention] is something that the man-
ager has agreed to, and then we have to accept that.
End of discussion.” (Individual interview 4).

Discussion
Overall, the programme was delivered as intended apart
from some adaptions to the implementation strategy.
The adaptations included a two-week programme exten-
sion, modification of the last lectures, provision of tab-
lets, and allocation of time for the education programme
in the NAs’ schedules. These adaptations were necessary
to support the NAs in completing the education
programme and to facilitate its implementation. The
core programme components remained unchanged,
which can be regarded as a strength of the implementa-
tion strategy.
It is challenging to develop content that is suitable for

learners when there are variations in the participants’
work experience, age and education. The NAs perceived
the content of the programme to be important and rele-
vant; however, some of the more experienced NAs
expressed that the knowledge on key aspects of person-
centred communication (first core component) was too
basic for them. Acceptability, in terms of NAs’ satisfac-
tion with the programme content and its usefulness in
practice, needs to be supported because of its interrela-
tions with other implementation outcomes [35]. There-
fore, if participants do not find the content to be
relevant in practice, i.e. if the content has low relevance,
this can have negative effects on outcomes related to
adoption and penetration. The interviews revealed that
the NAs perceived both the programme and some of the
lectures to be too long, which also reduced the accept-
ability. The decline in participation in the last three
modules might be explained by exhaustion and loss of
motivation. A shorter duration and more focused pro-
grammes and modules may be preferable. Another chal-
lenge with the programme was making the content
interesting to the NAs, which is an important factor to
increase motivation [43, 44]. One-way communication
risks NAs becoming passive receivers. To prevent this,
group supervision was included in the programme with
the aim of supporting reflective learning. The interviews
emphasized the need for the NAs to gather with their
peers and discuss caring activities, which was potentially
underestimated in designing the programme. An add-
itional group session would have been sufficient.
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The self-directed learning approach [43, 44] and the
programme’s flexibility and accessibility [29–32]
demanded a high level of participant involvement, mo-
tivation and responsibility. Both the physical environ-
ment, e.g., the equipment and location, and the
workplace culture need to be supportive. Such facilitat-
ing conditions have been identified as a crucial factor for
the successful implementation of new technologies and
tools in organizations [38, 50]. The addition of resources
such as headphones and tablets was appreciated by the
NAs. Although it did address the issues related to phys-
ical space by providing quiet for the NAs to concentrate
on the educational content, it did not compensate for
the lack of time that the NAs had to engage with the
course content. The NAs were expected to complete the
education programme when they had time during ordin-
ary workdays. This approach failed almost immediately.
The NAs were frustrated when they did not have the
time they needed, which indicates that they were moti-
vated and willing to undergo the education. This finding
also indicates the important role of management atti-
tudes and commitment, which is in line with previous
research [50] emphasizing the importance of managerial
efforts both pre- and post-implementation. Commitment
may be required from all levels to support active learn-
ing and achieve a potential culture change.
The external facilitator from the university aimed to

stimulate and encourage NA activity. Throughout the
process, there were challenges in gaining access to the
NAs. Although the manager initially facilitated access to
the NAs, it was difficult due to the NAs’ work condi-
tions. During the facilitator’s on-site visits, contacts were
primarily made with the team leaders and occasionally
with the manager but seldom with the NAs. Most of the
information and support offered by the facilitator was
addressed to the team leaders, making them informal
local facilitators who became crucial in supporting the
implementation and participant involvement. Local facil-
itator(s) should be assigned in the planning phase rather
than emerging during the implementation process, and
the different roles of those involved, as well as the func-
tions and expectations related to these roles, should be
identified, planned for and clarified, as emphasized by
previous research [38, 51].
In implementation research, there is an ongoing dis-

cussion about which strategies should be used, yet evi-
dence is scarce due to a lack of systematic reviews.
Strategies may work differently according to local cir-
cumstances, which makes it difficult to create general
recommendations. As this study shows, home care set-
tings and NAs’ work constitute a dynamic and ever-
changing context for implementing interventions. Moore
et al. [34] state that “even where an intervention itself is
relatively simple, its interaction with its context may still

be highly complex” (p.2). The implementation process is
multidimensional and dynamic and places high demands
on researchers’ ability to develop implementation strat-
egies that consider the specifics of the intervention, the
setting, and the scientific rigor. Hence, implementation
success (or failure) is related to several factors, and the
strategies used and local circumstances are central; thus,
there is a need for more research that helps guide re-
searchers down the winding roads of implementation in
healthcare.

Study strengths and limitations
Conducting, implementing and evaluating complex in-
terventions are challenging [28]. This small-scale study
attempted to address some of these challenges in home
care. Although an analysis of intervention outcomes
(person-centred communication) was not included in
this study, the findings show some promise with respect
to how this type of intervention can be implemented.
Nevertheless, a number of limitations need to be recog-
nized, including the number of included participants, in-
terpretation of the data, and involvement of researchers
during the process.
The number of participants and the specifics of the

local context may limit the study generalizability and im-
pact, as in any small-scale intervention. Nonetheless, as
recommended by the MRC guidelines [28], studies
similar to the current study are important since they
examine key uncertainties that are identified during
intervention development and implementation. The ex-
periences reported in this study contribute knowledge of
factors that appear to influence the applicability and use
of this type of implementation strategy.
In this study, we chose a mixed-method approach.

Both qualitative and quantitative approaches have their
benefits and limitations with respect to data collection
and interpretation. The interpretation of the data from
the web-based platform should be performed with care
(as in any indirect observation); for example, it is impos-
sible to determine the exact reasons for the amount of
time spent or actions taken on a particular course mod-
ule page. As such, the post-interviews provided valuable
complementary insights. However, there were some po-
tential limitations regarding the data collection.
Throughout the intervention, the first author had the
main responsibility for the implementation and evalu-
ation processes (e.g., completion of the evaluation forms
and interviews) and was responsible for developing some
of the course modules. This involvement generated both
benefits, e.g., establishing trust, and risks, e.g., influen-
cing whether participants felt that they could be honest
during interviews. To address this issue, the evaluation
also included anonymous written individual evaluation
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forms. As reported, these forms included both positive
and negative feedback.

Conclusions
To our knowledge, this is the first study to use a web-
based approach to implement person-centred communi-
cation among NAs in home care. The evaluation of the
programme identified several factors that affected the
process that need to be considered in future interven-
tions in the home care context. Web-based education
seems to be an appropriate strategy in this context; how-
ever, areas for improvement were identified. Our find-
ings show that participants appreciated the web-based
learning format in terms of accessibility and flexibility,
as well as the face-to-face group discussions. Hence, in
future delivery modes of the ACTION programme, it is
important to consider the balance between different
learning components. The critical importance of
organizational support and available resources are
highlighted, such as management involvement and local
facilitation. In addition, the findings report on the imple-
mentation challenges specific to the dynamic home care
context.
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