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Abstract 
Background: A health care contact person is a health professional (i.e. a nurse) who is allocated 

responsibility for coordinating care in relation to a patient´s pathway and is directly involved in 

the care of the patient. The broad aim of this study was to explore the extent to which the 

allocated contact person programme met the expectations of patients´. In particular, the study 

was designed to explore the aspects of their relationship with the allocated contact person 

that are valued by patients. 

Method: Because little is known about patients´ perception of the program and their 

experiences with having a contact person during admission, a qualitative study using a 

hermeneutic approach was used. Six former patients who had been admitted to the Women´s 

Department at the Regional Hospital in Viborg were interviewed about their experiences with 

the allocated contact person programme during admission. Data were audio-recorded and 

transcribed verbatim.  

Findings: Throughout the process of reading and re-reading in accordance with the 

hermeneutic approach, three broad themes in relation to participants’ experience of the 

allocated contact person programme emerged. The themes were: (1) ‘Being there’ (presence), 

(2) Communication, and (3) Personality. All three themes were related to participants’ 

experience of being allocated a contact person during their admission.  

Conclusion: This study revealed that an allocated contact person has the potential to make a 

difference to patients during their admission. The role of the allocated contact person was 

found to have both personal and therapeutic dimensions. To meet the expectations of the 

patients, they must be treated as individuals with individual needs. 
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CHAPTER 1 

Introduction 

1.1 Introduction 

The concept of patients having a health care contact person to ensure continuity and 

improve quality and patient safety is not new. Since the 80s, when the focus in health care 

shifted from taking care of a group of patients to focusing on the patient as an individual, 

attempts to promote continuity of care and adopt primary nursing has gained momentum 

(Athlin and Jansson, 1993, Spitzer, 1998, Ferrante et al., 2010). Continuity of care refers to care 

delivered in a consistent and connected manner with an assurance to the patient that they will 

have knowledge of their future plan of care. Primary nursing is a model of nursing practice 

which emphasizes continuity of care by having one nurse coordinate the complete care for a 

patient. The primary nurse is thus responsible for coordinating all aspects of care for the 

patient throughout their hospitalisation. In Denmark, the concept of continuity has been 

discussed in both the nursing and medical literature since the 90s (Nissen et al., 1997, 

Lindegaard and Qvist, 2010). Development in this field has moved from visions of and 

recommendations for a health care contact person for each patient to more formal 

documentation of the requirements for compliance with this initiative (IKAS, 2009). A health 

care contact person is an allocated staff member (i.e. a nurse) who has responsibility for 

coordinating care in relation to a patient´s pathway and is directly involved in the care of the 

patient. A pathway is the planned course of care delivery for a patient’s admission to hospital. 

The health care contact person programme in Denmark was enacted in Law in 2008 

(Retsinformation, 2008). 

This thesis is about the allocated contact person programme and patients’ experience of the 

programme during their admission. In the thesis I will describe and present the findings of a 
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qualitative study that was conducted in the Women´s Department at the Regional Hospital in 

Viborg, Denmark. In this Chapter I will provide some background to the notion of an allocated 

health care contact person and the allocated health care contact person programme which is 

practiced throughout the entire health care system in Denmark. Furthermore, I will define 

relevant terms that are used synonymously with the term ‘allocated contact person’. 

It is well documented that patients’ experiences of pathways during hospitalization are 

strongly linked to continuity with health care personnel (Morgen, 2007, Martin, 2010). 

Furthermore, the Danish “Institut for Kvalitet og Akkreditering i Sundhedsvæsenet” (Institute 

for Accreditation and Quality in Health Care”, IKAS) considers the concept of a health care 

contact person to be one of the strategies, among others, to maximize patient safety and 

ensure continuity of care (IKAS, 2009, IKAS, 2011).  

Continuity of care is not a clearly defined concept. In the literature there is often a 

differentiation between three forms of continuity of care: informational, management and 

relational continuity.  

Informational continuity:  

Continuity in information provision is described by Haggerty (2003): 

Information is the common thread linking care from one provider to another and from 

one healthcare event to another. The information can be concerned with the disease 

or the person/patient involved. Documented information tends to focus on the 

medical conditions, but knowledge about the patient´s preferences and values is 

equally important for bridging separate care events and ensuring that services are 

responsive to the patient’s needs. This type of knowledge is usually assembled in the 

memory of providers who interact with the patient (p. 1220).   
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Informational continuity is the use of information from past events, admissions, and the 

patient´s personal circumstances for the purpose of making the current admission the best 

possible experience for the patient. 

Management continuity:  

Management continuity is an expression used to describe the shared management plans or 

care protocols that are intended to facilitate continuity. They provide a sense of predictability 

and security in the future pathway for both patients and providers and are especially 

important in chronic or complex pathways. Thus flexibility in adapting care to changes in an 

individual´s needs and circumstances is an important aspect of management continuity 

(Haggerty, 2003).  

Relational continuity:  

According to Haggerty (2003): 

Relational continuity bridges not only past to current care but also provides a link to 

the future care and pathway. Relational continuity is an ongoing relationship between 

patient and one or more health professionals. It is, from the patient´s perspective, 

valuable and conveys a sense of predictability and consistency. (pp. 1220-1221) 

At the most basic level, continuity of care is achieved by bridging discrete elements in the care 

pathway – whether different episodes, interventions by different providers, or changes in 

illness status – as well as by supporting aspects that endure intrinsically over time, such as 

patients´ values, sustained relationship, and care plans. Continuity of care refers to an ongoing 

therapeutic relationship between the patient and his or her caregiver. It is important to keep 

in mind the difference between continuity for patients and continuity for providers / 

caregivers. According to Haggerty (2003), the experience of continuity for patients and their 
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families is the perception that the caregiver knows the patient’s history along with a 

perception of security arising from different providers agreeing on a plan. Furthermore, it is 

important for the patient that a known caregiver will be part of the plan and pathway. For 

providers, the experience of continuity relates to their perception that having comprehensive 

knowledge and information about a patient and his or her history, which they can use and 

work with, is important in planning and following the care pathway (Haggerty, 2003).  

The present study was undertaken in the Women´s Department at the Regional Hospital in 

Viborg. Here, the three forms of continuity are not used explicitly stated. However, the 

guidelines determine that the contact person must have responsibility for information given to 

the patient and her family, and be the one who coordinates and ensures continuity in the 

pathway (Brønlund, 2011). The health care contact person programme contains elements of all 

three forms of continuity; elements of informational, management and relational continuity 

are incorporated in the requirements and expectations of the contact person. Though, exactly 

how and to what extent the different forms of continuity should be applied is not specified.   

According to the findings of recently published research conducted in Denmark, it is clear that 

patients value and seek the relational aspect of continuity (Martin, 2010). Consistency and 

continuity of care were identified as important to patients (Martin, 2010). Organisational 

management, however, is not a responsibility of patients, thus weaknesses in this aspect of 

continuity are often not visible to patients. The results of Martin’s work, combined with the 

finding from the Nationwide Survey of Patient Experiences and Satisfaction (NSPE (Ministry of 

Health, 2010)), have underpinned my thesis work. The NSPE questionnaire is conducted every 

second year in Denmark. The survey is sent to about 70, 000 patients who have had a 

hospitalization. The NSPE focuses on patients´ experiences and is used as a tool for measuring 

and promoting quality in Danish Healthcare. Regions, hospitals and departments can use the 
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results from the NSPE to inform strategies and actions to improve patient satisfaction and 

quality of care. The questionnaire is built upon nationally determined quality measures in the 

Danish Quality Model (DQM) (IKAS, 2009). DQM is designed to maximize quality using standard 

measures and associated guidelines. Twenty six quality themes (Appendix I) are identified and 

within each theme several standards are set to guide and provide measures of quality over 

time. In all, one hundred and four standards are presented in the DQM (Appendix I). The aim 

of the DQM is to promote greater consistency in care delivery and the ability to (eventually) 

compare hospitals and their core services.   

The NSPE asks patients: 

1) Did you experience having one or more executives with special responsibility for your 

progress (Response options: ‘yes’ or ‘no’)? 

2) Did you experience having staff input into your situation and health history (Response 

options: ‘yes’ or ‘no’)? 

3) Did you get the support you needed from staff while you were hospitalized (Response 

options: ‘yes’ or ‘no’)? 

4) To what extent were you satisfied with the admission (Response options: ‘a high 

degree’, ‘to some degree’, ‘to a lesser degree’ and ‘not at all’.)  

5) Comments in free text. 

Responses to the NSPE of 2009, when examined at our department level (Women´s 

Department at the Regional Hospital in Viborg), indicated that almost all patients (> 95%) 

responded affirmatively to question about whether they had a health care contact person 

during their hospitalization (question 1). The same high rates of positive responses were 
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present for questions 2 and 3. Overall, satisfaction rates with respect to the admission 

(question 4) were at the high end of the scale, indicating high levels of satisfaction. The term 

‘care’ is used in general in the NSPE, meaning there is no distinction in the questions between 

care given by a doctor, a nurse, a therapist or other. However, in the free text comments field, 

several patients indicated that they did not receive care from the allocated health care contact 

person during their hospitalization (despite the high degree of satisfaction expressed in 

question 4). Since the term ‘care’ is not defined in the NSPE questionnaire, it is not possible to 

know exactly which professional group respondents are referring to when they comment that 

they did not receive care from their contact person. At the Women´s Department though, local 

guidelines declare that every surgical patient will have a nurse and a doctor allocated as 

contact persons. Furthermore, the local guidelines state that the contact person has 

responsibility for preparing the patient for surgery, including providing information about the 

operation and the admission to the ward (Brønlund, 2011)(Appendix II). 

These findings prompt questions about the need for a health care contact person and / or a 

programme to support continuity of care. For example, does every patient have the need for a 

contact person during admission and how important is the contact person to the individual 

patient? I reviewed the literature to locate evidence relevant to these questions. In order to 

review the literature, clarification of concepts used synonymously with the term ‘allocated 

contact person’ was necessary.  

 

1.2 Conceptual clarification 

The role of allocated health care contact person is created and implemented with the purpose 

of maximizing patient security and the quality of the patients’ experience during 

hospitalization. The purpose of the contact person is to promote continuity of care, similar to 
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the principle of continuity referred to in the primary nursing and named nurse models of care. 

Prior to searching the literature, I sought clarification of, and definitions for a number of 

concepts. 

Primary nursing: A model of nursing practice which emphasizes continuity of care by having 

one nurse provide care for a small group of inpatients within a nursing unit of a hospital. The 

’primary nurse‘is responsible and accountable for planning and coordinating all aspects of care 

for the same group of patients throughout their stay in a given area. This is distinct from the 

practice of team nursing or functional nursing models, in which duties are divided by function 

or task (i.e. administering medications, implementing treatments, etc.) rather than by patient 

(Wikipedia, 2009, Sellick et al., 2003, Nissen et al., 1997, Fraser and Centre, 2002). 

Named nurse: A nurse designated as responsible for a patient´s nursing care during a hospital 

stay and who is identified by name to the patient. The concept of the named nurse stresses 

the importance of continuity of care (Encyclopedia.com, 2008, Kennedy, 1999, Shelbini, 2008, 

Steven, 1999). 

Patient centered care: Care provided by health professionals which addresses the patient´s 

concerns and needs, and seeks an integrated understanding of the whole person. 

Furthermore, patient centered care involves mutually agreed care management to promote 

disease prevention and maximise health for the patient involved. It makes the patient and 

their family an integral part of the team to optimise patient progress through coordinated and 

efficient care (Lewis, 2009, Stewart, 2001).  

Continuity of care: An expression used to describe care that is experienced as coherent and 

connected. Continuity of care is related to the continuum of care (defined below) and is 

important to patients’ experience of care. Continuity of care ensures the patient has 
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knowledge of their care plan and assures them that the caregivers responsible for care delivery 

know the plan and are required to follow it  (Haggerty, 2003, AAFP, 2010).  

Continuum of care: The degree to which the care is consistent and linked which in turn 

depends on the quality of information flow, interpersonal skills, and coordination of care. The 

concept is mostly used when discussing to the whole care experience in general, or in a specific 

area of health care. Continuum of care means different things to different types of caregivers 

and can be interpreted as: 

 Continuity of information, involving use of information about prior events to give care 

that is appropriate to the patient´s current circumstance. 

 Continuity of personal relationships, recognizing that an ongoing relationship between 

patients and providers is the undergirding that connects care over time and bridges 

discontinuous events. 

 Continuity of clinical management. (Kerber et al., 2007, Wikipedia, 2011, Bickman, 

1996). 

Health care contact person (translated from Danish guidelines)(Brønlund, 2011, IKAS, 2011): 

An authorized health care professional. The health care contact person must: 

 Be directly involved in patient care (i.e., involved in the delivery of one or more health 

care services during the hospitalization). 

 Have a good knowledge of the organizational framework for the relevant patient 

pathway. 

 Have insight into and can get an overview of the specific patient´s course. 
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 Ensure that patients and their families receive information on investigations, 

treatments and care. 

 Provide answers to patients’ and their relatives´ questions or ensure that they get the 

answers in other ways. 

 Facilitate contact with relevant people during treatment and contribute to discharge 

planning.  

The concept and programme should be organized so as to ensure that: 

 Hospitalized patients are always given a health care contact person within 24 hours 

after admission. 

 Outpatients with more than one outpatient visit are always given a health care contact 

person by the second outpatient visit. 

 The name of the health care contact person is disclosed to the patient both verbally 

and in writing. 

 Patients are informed about what the programme involves, both verbally and in 

writing. 

 The function of health care contact person will be transferred to another health care 

provider in the absence of the person originally allocated the role and following 

transfer between departments. 

 The function is handled by a single health care professional or a team of health care 

professionals. Students can be an allocated contact person for a patient, but they must 
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always be supervised by a member of the staff, and that person must be presented as 

a contact person as well – both to the patient and in documentation. 

As patients’ needs are different, the above should be supplemented with additional elements 

if necessary. Additional elements may include the contact person being awarded additional 

duties / responsibilities, or a requirement that the contact person possesses certain skills. At 

the Regional Hospital in Viborg health care professionals in general can be allocated as a 

contact person. Meaning that depending on the department and the care required, health 

professionals other than nurses can be an allocated as the contact person (Midtjylland, 2009). 

A long-term admission is defined as a pathway which comprises the sum of activities, contacts 

and events in health care that are required by a defined group of patients  in relation to care 

for a given health problem. Ideally, the pathway extends from the patient´s first contact with 

health care – often with the GP – until the patient no longer requires this contact for a 

particular condition. There is no exact time frame for a long-term admission. However, the 

time from first contact with health care to the time of discharge may be weeks to months, and 

possibly years, depending on the problem and the diagnosis. The term ‘care’ here means the 

sum of health services in relation to a patient´s health problems, including prevention, 

investigation, treatment, care and rehabilitation (Sundhedsoplysning, 1999) 

A short-term admission is defined as a multi-factorial intervention, where the purpose is to 

achieve fewer complications and shorter convalescence. The accelerated treatment and 

pathway during a short-term admission consists of a treatment package, where the primary 

areas of focus for nursing care are information and dialogue-based teaching, effective pain 

management, nutritional support and early mobilization (Kehlet, 2001). In the Women´s 

Department at the Regional Hospital in Viborg, a short-term admission for patients having 

hysterectomy surgery is estimated and expected to be three days. 



Master thesis 

Malene Hangaard Alstrup 

 

13 
 

1.3 Background 

Statistical data concerning the number of patients who have an allocated contact person 

during their admission can be retrieved locally, at the hospital. At the Regional Hospital in 

Viborg, we focus on three outcome measures of the contact person initiative: 

1) Whether a contact person is documented in every patient’s record. (In Viborg we use 

electronic patient records (EPR), which enables retrieval of data with minimal effort). 

2) Whether the patient has been allocated a contact person within the correct 

timeframe. (Guidelines at the Regional Hospital specify that every patient who is 

admitted must be allocated a contact person and be seen by the allocated contact 

person within 24-hours of admission (IKAS, 2011, Brønlund, 2011)). 

3) Whether information about the purpose and function of the contact person has been 

given to the patient and / or his or her family, both in writing and verbally. (The EPR 

registers that information about the contact person has been printed and the 

guidelines require that the caregiver documents in the patient record as evidence of 

the patient’s receipt of the guidelines(Brønlund, 2011, IKAS, 2011)).  

Such data enables reporting of frequency statistics and the analysis of trends. The ease with 

which these data can be accessed and reported allows it to be used in daily care planning and 

to routinely inform hospital quality improvement activities.   

The NSPE provides data in terms of the patients´ subjective opinions and perceptions of the 

contact person initiative. These data provide the opportunity to examine the extent to which 

the requirements of the allocated contact person programme, and the national and local 

guidelines concerning the same, are met from the perspective of the patients. If, according to 

frequency data, almost every patient is allocated a contact person, but data from the NSPE 
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indicates that not every patient knows they have been allocated or have received care from 

the contact person, it is possible that some assignments are not being fulfilled and, therefore, 

the guidelines are not being correctly followed. Despite this, nearly every patient according to 

NSPE data is, at minimum, satisfied with their hospital stay and care pathway during their 

admission to the Women´s Department at the Regional Hospital in Viborg (Health, 2010). 

 

1.4 Aims 

The broad aim of this study was to explore extent to which the allocated contact person 

programme met the expectations of patients. In particular, the study was designed to explore 

which aspects of their relationship with staff matter to patients. Furthermore, the study was 

designed to elucidate and expand on existing understanding of patients’ perspectives on the 

benefit of a contact person during admission. The present study will focus on the role of nurses 

as an allocated contact person. The research question addressed in this study was: 

“Does having a contact person during admission make a difference for patients?” 

It is anticipated that the findings of this study will encourage nurses and those responsible for 

departments within the Regional hospital to reflect on the allocated contact person 

programme and how they meet their patients´ needs and expectations. It is hoped the findings 

will encourage and guide departments in working towards maximizing their patients’ 

experience. 

 

1.5 Summary 

Since the health care contact person programme was enacted in law in 2008 (Retsinformation, 

2008) there has been an increasing focus on the programme within Danish Health Care. The 
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role of the contact person and his or her assignments and responsibilities are often discussed 

and evaluated between health care professionals and amongst staff at the hospital. Since the 

80s when the focus in health care shifted from taking care of a group of patients, to focusing 

on the patient as an individual, the idea of continuity of care and the notion of primary nursing 

have gained momentum. In Denmark, developments in this area have involved a transition 

from visions of, and recommendations for, a health care contact person for each patient to 

more formal documentation of the requirements for compliance with this initiative (IKAS, 

2009). Most of the evaluation of the programme has been done by health care professionals 

themselves. The present study was therefore designed to provide an in-depth evaluation of 

the health care contact person programme within a specific setting in order to gain knowledge 

about how patients experience and value having an allocated contact person during admission. 

In the following chapter a review of the literature in relation to the benefits, weaknesses and 

challenges of providing a contact person during admission to the hospital will be presented.  
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CHAPTER 2 

Literature review 

2.1 Introduction 

In this Chapter literature in relation to continuity of care and the provision of a contact 

person will be reviewed. First, a description of the search strategies used to retrieve literature 

to inform this review will be provided. Second, literature regarding contact persons and 

experiences working with such a programme / concept will be examined. This will be followed 

by a discussion of the gaps in the current evidence base. The literature will be critically 

examined and its relevance to the current study will be highlighted. 

 

2.2 Search strategies 

In reporting the results of a literature review, the steps of the review need to be outlined in 

order for the reader to be able to follow the process (Schneider et al., 2007, Polit and Beck, 

2008). As such, this section provides a description of the search strategy used to identify 

literature relevant to the present study. The research question was; “Does having a contact 

person during admission makes a difference for patients?” The literature review was 

conducted with the use of the following bibliographic databases: 

 Cumulative Index to Nursing & Allied Health Literature (CINAHL) - chosen 

because this database captures most nursing research internationally (Polit & 

Bech, 2004).  
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 PubMed (A service of the U.S. National Library of Medicine and the National 

Institutes of Health) was used because it captures articles from the biomedical 

area.  

The Medical Subject Headings (MeSH) used to search the aforementioned databases were: 

primary nursing, named nurse / named nursing, patient-centered care, continuity and 

continuity of care (see Appendix III for ‘Search Results’). Only articles published in Danish or 

English were included. Articles and studies from the psychiatric field were not selected 

because they were not relevant in relation to the research question and field of inquiry. The 

same deselecting was applicable for articles from the primary care sector and studies 

concerning children, because the present study is concerned with adult patients who have 

been admitted to a hospital environment. Abstracts of the retrieved articles were read and 

only articles relevant to this project were retrieved in full text (22 articles). The full texts of 

retrieved articles were read and in total 9 articles were particularly informative in the 

development of the literature review. Findings are presented in the following section of this 

chapter. 

 

2.2.1 Primary / Named Nursing 

Several investigators have studied the concept and principles of a health care contact person. 

Some refer to the ‘primary nurse’ (Aspy and Roebuck, 1979, Baider and Sarell, 1974, Graham 

and Carico, 1985) and others use the term ‘named nursing’ (Kennedy, 1999).  

Baider and Sarell (1974)conducted a qualitative study in the oncology department, using group 

discussion among patients to evaluate the role of a primary nurse. They defined the Primary 

Care Nurse as a specialized nurse with specialized skills. He/she was described as continuously 

assessing the patient´s needs and reviewing of the patient’s care. Furthermore, the authors 



Master thesis 

Malene Hangaard Alstrup 

 

18 
 

argued that she must be equipped to handle any emotional challenges with the patient. Upon 

admission, each patient was assigned a primary nurse. The primary nurse was totally 

responsible for assessing the patient’s needs, planning and coordination of care in response to 

identified needs. The purpose of the primary nurse role was for the patient to come to know 

and trust the primary nurse during the course of their treatment. In the evaluation all 

participating nurses expressed the view that primary nursing, supported by group meetings 

and supervision, “was better” than standard nursing care within the unit.  The nurses felt more 

trusted by the patients and their families and responded that a long and close relationship 

between the nurse and patient can be established. The close relationship enabled the nurses 

to more efficiently evaluate the condition and needs of the patients. Furthermore, the nurses 

pointed out that primary nursing brought a closer doctor-nurse interaction in regard to the 

patient and enabled better coordination of care (Baider and Sarell, 1974).  

 

Aspy and Roebuck (1979) conducted a qualitative study to obtain a deeper understanding of 

the hospice care delivered via a primary nursing system combined with a team setting. They 

proposed that the assignments for the primary nurse in obstetric care aimed to provide patient 

centered  and defined primary nursing as  

“...total, comprehensive, and continuous care by one care giver to one patient”                       

  (p. 298.).   

According to Aspy and Roebuck, patients need a primary nurse in order to experience a closer 

relationship with the care provider. They found that a primary nurse / nursing programme 

could result in significant health benefits, such as making obstetric care and family health care 

become more consistent for the group of patients investigated. In addition, they claimed that a 

closer relationship is beneficial because the advice from the care provider is more personally 
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relevant, meaningful and motivational for the patient. Aspy and Roebuck claim that the nurse-

patient relationship has the potential to benefit from increasing the quality of the care 

experience, along with the potential to positively influence the progress and the outcome for 

the patient.  

 Mayer (1982) conducted a review of the literature to identify the relationship between patient 

satisfaction with nursing care and the concept of primary nursing. Primary nursing is 

underpinned by the belief that the patient, not tasks, is the central focus of nursing care. The 

primary nurse performs most of the daily care tasks for the patient and is the most 

knowledgeable about the patient´s overall health status and hospital stay. According to 

Mayer´s literature review, most of the literature about patient satisfaction associated with 

concepts of primary nursing, reports high patient satisfaction (Mayer, 1982). Mayer (1982) 

defines the role of the primary nurse as one of complete, individualized patient care provision. 

The goal of direct involvement is to establish a relationship with the patient. According to 

Mayer, this relationship should result in increased patient satisfaction with nursing care, as it 

reflects a commitment by the nurse to assure comprehensive and high quality patient care 

(Mayer, 1982)  

Graham and Carico (1985) examined primary nursing in relation to patients with multiple 

sclerosis. They refer to the definition by Anderson and Choi which states primary nursing is a 

system organized to provide the patient with continuous and complete care. The process is 

organized by one nurse. The nurse has professional and organizational autonomy to plan and 

implement the care for a specific patient, from admission to discharge. Graham and Carico 

claims that each patient can expect the primary nurse involved in the patient´s pathway to be 

responsible and accountable for the assessing, planning, implementing and evaluating of the 

nursing care designed to meet the patient´s needs. According to Graham and Carico´s findings, 
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the primary nursing system of care provides a well-organized structure to ensure the necessary 

continuity of quality patient care (Graham and Carico, 1985).  

Kennedy (1999)writes about named nursing in the peri-operative setting. The concept (as with 

primary nursing) reflects an expectation that every patient has a named, qualified nurse 

responsible for assessing, planning, implementing, evaluating and coordinating his or her care. 

The named nurse must be actively involved in the delivery of some of the care from admission 

to discharge. According to Kennedy, the most important issue in named nursing is that the 

nurse is identified by the patient and is allowed to spend the time with the patient necessary 

to enable formation of a therapeutic relationship. Kennedy intended to implement ‘named 

nursing’ in a peri-operative setting (Kennedy, 1999). However, implementation was not a 

complete success due to the short length of stay of patients within the department. Instead 

she argued that each member of the theatre team could be viewed as a named nurse, due to 

their high level of responsibility and direct involvement in the assessment, planning, delivery 

and evaluation of the care provided in a peri operative setting (Kennedy, 1999). 

Krogstad, Hofoss and Hjortdahl (2002) claim that primary care is not merely about designating 

one carer to one particular patient. Instead, they argue, it is about coordination, cooperation 

and a having a common approach within the institution. Krogstad et al. acknowledge that 

continuity of care is important to patients and their experience and satisfaction when 

hospitalized, and differentiate between front stage continuity (care delivered by the same 

nurse every day) and back stage continuity (care delivered by different personnel – where 

everybody knows the plan of care for the patient). They claim that too little back stage 

continuity is the reason for patients not being satisfied; thus they are not complaining about 

one person/nurse, but about the necessity for security through all personnel knowing the plan 

(Krogstad et al., 2002). According to Krogstad et al., there is a need for knowledge about the 
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extent to which factors such as staff continuity, system continuity and personal continuity are 

important for patients and the quality of hospital care (Krogstad et al., 2002). 

Ammentorp (2010) conducted a study where they intended to test a method for continuous 

monitoring of the allocated contact nurse programme and to examine the contact nurse´s 

impact on the mother´s experience and perception of care received during hospitalisation. 

Three hundred mothers participated in the study. The mothers who experienced having a 

contact person gave a higher rating of the care received, than mothers who had not 

experienced having a contact person.  

Recently published Danish research found that patients had a clear expectation of continuity 

of care (Martin, 2010)Martin conducted a qualitative study using interviews to elicit patients’ 

perspectives on the continuity and consistency in care pathways. According to Martin (2010), 

the findings revealed that patients have an overriding desire to receive the best possible 

treatment. If the patient feels there is no consistency or continuity during their hospitalization, 

they become uncertain about whether they are receiving the treatment they need. Contact 

with health professional plays a critical role in the patient’s experience of continuity and 

consistency during a hospitalization. In particular, changes in doctors were reported to cause 

concern for patients during their hospitalization. Patients easily came to doubt whether a 

physician had the necessary insight into their individual situation and treatment. In addition, 

patients reported that health professionals looked at them as “diagnoses with legs” rather 

than as real people (Martin, 2010). Conversely, staff continuity was reported to give a sense of 

coherence and trust which, according to Martin’s study, is particularly important in the 

prevention of critical incidents, when pathways do not go quite as planned (Martin, 2010). 

In a qualitative study  conducted in two medical and two surgical departments, patients were 

interviewed about their experiences with planning / coordination and regular supply of 
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information during admission and discharge (Lindegaard and Qvist, 2010). One hundred and 

seven patients participated and 25 of these reported that they were aware that they had been 

allocated a contact person. Twenty one of the 25 knew the name of their contact person. Eight 

of the 25 reported that their contact person had been involved in their discharge. Thirteen of 

the 25 stated that it had been important to them to have had a contact person (Lindegaard 

and Qvist, 2010). In general, the results from the study indicated that most patients 

experienced well-planned courses, current and frequent information and orderly discharge. 

These experiences were regardless of the experience of the allocated contact person. Despite 

low knowledge of the allocation of a contact person, the majority of patients in this study 

declared that they experienced continuity throughout the hospitalization. According to this 

study, an efficient contact person program is apparently not a prerequisite for good patient 

pathways, although, it is possible that the contact person programme facilitated continuity, 

even though the patients was not aware of who the contact person was (Lindegaard and Qvist, 

2010). 

 

2.5 The need for future research 

Most of the literature in this field examines patients / patient groups with long-term admission 

(see Chapter 1, Section 2; ‘Conceptual clarification’ for more about long-term and short-term 

admissions). 

Kennedy´s study (1999) explored short-term stays in a peri-operative setting and she claims 

that the concept of primary nursing could not be implemented in her department (Kennedy, 

1999). The DQM does not distinguish between short- and long-term admissions or between a 

pathway of many ambulant visits or none. Still every patient with an admission of greater than 
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24 hours and / or a pathway of more than two visits must be allocated a health care contact 

person in Denmark (IKAS, 2011, IKAS, 2009). 

Almost all of the studies examined in this review concluded that more research about patient 

perspectives and patients´ experiences of a contact person is needed (Aspy and Roebuck, 

1979, Baider and Sarell, 1974, Graham and Carico, 1985, Kennedy, 1999, Mayer, 1982, Martin, 

2010, Haggerty., 2003, Ammentorp, 2010, Krogstad et al., 2002). The present study has been 

designed in order to bridge this gap in the evidence. In particular, the study is designed to elicit 

patients´ perceptions of their experience during admission to hospital and how they value the 

health care contact person programme. Acquiring knowledge about patients´ perceptions and 

experiences requires involvement from patients. They are best positioned to express their 

expectations and needs. However, little literature exists to report patients´ experience of 

hospitalisation and their evaluation of the care they received. These findings, coupled with the 

lack of studies in relation to short-term admissions, provided the basis for my sampling of 

patients in this study. Specifically, I interviewed women who had been admitted to the 

Women´s Department of the Regional Hospital in Viborg, for a hysterectomy operation. The 

pathways for these patients are accelerated, meaning that they are characterized by an 

expected length of admission of three days. The focus of care is on prevention, with the aim of 

fewer complications and a shorter stay in hospital to qualify them as short-term admissions. 

The following describes a typical care pathway for such women. On the first day of admission a 

health care contact person is allocated and the patient is provided with information about the 

contact person programme and services. Also on the first day, information about the care 

pathway and the operation is provided by the contact person, the patient has blood samples 

taken and an anaesthetist visits to explain the anaesthesia and operation. On the second day 

the patient undergoes the operation. After the operation, the patient goes to the recovery 

department and when stable, returns to the gynecological department. Recovery in the 
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department focuses primarily on mobilization and promoting return to independence. On the 

third day the patient receives information about care following discharge from hospital, 

including how to manage pain and instructions for a follow up visit to the department, if 

necessary. On the third day, prior to discharge, the patient is given the opportunity to talk to 

the surgeon (or the doctor on duty, if the surgeon is not present). 

 

2.6 Summary 

Literature regarding the health care contact person and similar concepts has been reviewed in 

this Chapter. The literature reveals that even though there has been an increasing focus on the 

concept of the health care contact person, research focussing on patients’ perceptions and 

experience of the contact person programme is needed.  

According to the literature, most personnel find it beneficial to work within a model of care 

that involves allocating a contact person to patients during hospitalisation. More importantly, 

the literature indicates that having a contact person can make patients feel more secure and 

satisfied with the care received during their admission. The literature also indicates length of 

admission, and possibly reason for admission, affects patients´ experiences and perceptions of 

the contact person programme. Furthermore, there seems to be differences between what 

personnel see as the benefits of and reasons for having a contact person programme, and 

what patients´ expect and experience. Finally, the literature review revealed that research 

regarding patients´ perception and experience with having a contact person is limited. In 

particular, in-depth knowledge of the experiences of women undergoing short stay care with 

the contact person programme, their perceptions of the value of the contact person role, and 

the factors affecting their perceptions is lacking. The study that is the subject of this thesis was 

designed to help fill this gap in the current evidence base by investigating patients´ 
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experiences and perceptions of the allocated contact person programme during short-term 

accelerated admission at the Women´s Department at the Regional Hospital in Viborg. The 

following Chapter provides a description of the methods used to conduct the study. 
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CHAPTER 3 

METHODS 

3.1 Introduction 

In this Chapter, a description is presented of the use of interviews to obtain data about 

patients´ experience with having a contact person during admission at the hospital. A 

qualitative study using a hermeneutic approach was adopted because little is known about 

patients´ perceptions of the contact person programme and their experiences with having a 

contact person during admission. The hermeneutic approach and background are explained 

along with the use of the hermeneutical circle. The framework for data handling and analysis is 

presented and the sampling procedure and recruitment, along with ethical considerations, are 

also outlined. 

 

3.2 Reasoning for the need for the patients´ perspective. 

Having a contact person is, as discussed in Chapter 1, both a quality measure and part of the 

quality improvement strategy (IKAS, 2011) that is implemented in nursing practice in Denmark, 

in accordance with the requirements of IKAS (IKAS, 2009). The patient perspective in terms of 

quality is extremely important. The patient´s perception of the quality of health care services is 

important if health care is to be characterized as well functioning and of high quality. Patient 

evaluation is one measure of a health care services´ success, thus health care should strive for 

positive patient ratings. It is therefore reasonable and appropriate to ask former patients 

about their experience of the allocated contact person during admission in order to gain 

knowledge about the meaning of having a contact person. So far, the work undertaken to 
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evaluate the contact person role and benefit has simply involved collection of quantitative 

data from, for example, the local electronic patient record.  

Knowledge of patients' experience of their stay in the hospital and of the contact person 

programme itself can help inform and develop quality in health care and nursing, by helping 

the staff  to evaluate the services and target possible new initiatives to improve the service. 

Patients' experiences can be useful, necessary and important sources of knowledge and 

understanding of quality problems and quality flaws. Furthermore, patients´ priorities and 

assessments can contribute to more nuanced technical and political / administrative decision 

making in the planning of health care services. Patients´ priorities and evaluations are thus 

important endpoints in the work with quality and quality development and improvement 

(Kjærgaard et al., 2006). The patients are well placed to identify and assess the benefits of 

health care services because the patients are the only ones to experience the entire process 

(Salling, 2002). The guidelines concerned with the contact person have been implemented as a 

general initiative in the entire health care service. There are, as mentioned in Chapters 1 and 2, 

no distinguishing features of the programme if patients´ are surgical or medical patients´ or if 

they are undergoing short- or long-term admissions, when talking about the contact person. As 

discussed in Chapter 2, however, there are differences between short-term and long-term 

hospitalisation. Furthermore, there are differences in the locally produced guidelines about 

the contact person. The Danish Quality Model broadly states that overall requirements of 

hospitalisation must be taken into consideration when working in the role of the allocated 

contact person. But it is up to the local hospitals and wards to define how they will achieve 

these requirements. Therefore, elements taken in consideration in the allocated contact 

person programme can be different from hospital to hospital, and even from ward to ward. It 

seems natural that the care given in an acute department or in the peri-operative setting is not 

the same care as in a long-term medical department, for instance. Therefore, examination of 
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the experience of patients with a short-term admission is important in order to gain an 

understanding of patients’ needs for and expectations of a contact person in such settings. 

 

3.3 Design 

A qualitative design was used to address the research question. Such an approach enables 

exploration and understanding of the meaning of individuals, and of a social and / or human 

problem (Creswell, 2009). Qualitative research produces knowledge about the human, 

subjective life world. Such investigation concerns the identification and protection of 

structures and processes and describes the individual perspective and diversity (nuances and 

detail) in the patient's statements. If one is to explore these aspects, one must engage in 

dialogue with the patient, thus gradually gaining knowledge on how these experiences, events 

and actions are interpreted by the patient in his or her own life context and situation. This 

allows qualitative studies to contribute to, for example problem identification, concept 

formation, hypothesis generation and theory development (Creswell, 2009, Schneider et al., 

2007). 

3.4 Methodological underpinnings of the study 

A hermeneutic approach to the analysis of the interview data was used during the present 

study. Hermeneutics is the science of interpretations. Hermeneutics is a scientific approach 

and tradition  that prescribes how certain types of scientific knowledge must be provided and 

understood (Polit and Beck, 2008, Schneider et al., 2007). Hermeneutics contrasts with 

positivism, which represents the view, that science can only be practiced on the basis of 

observable data from reality that must be sensed and described through a systematic, 

methodical approach. Positivism is a scientific practice that explains the world in accordance 

with a principle of cause and effect (Polit and Beck, 2008). Hermeneutics, in contrast, has the 
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basic assumption that the human mind cannot be observed and described objectively. 

Knowledge about the mind can only be communicated through subjective human experiences 

of oneself and the world. According to hermeneutics, phenomena must be explained by how 

people interpret and understand the events that confront them. Hermeneutics uses lived 

experiences as a tool for better understanding the context in which the experiences occur 

(Polit and Beck, 2008). Hermeneutics has been defined as: 

… a qualitative research tradition, drawing in interpretive phenomenology that focuses 

on the lived experiences of humans, and on how they interpret those experiences. 

(Polit and Beck, 2008) 

During the 20th century a genuine philosophical hermeneutic was developed, thus the field of 

interest extended from interpretation of texts to being able to see humans’ relationship with 

the world as a basic interpretive. It is the world around the human – not the human itself – 

that is being interpreted (Schneider et al., 2007, Ramberg and Gjersdal, 2009, Salling, 2002). 

A key figure in the field of hermeneutics was Martin Heidegger (1889 – 1976). In opposition to 

the dominant modern philosophical ideal of recognition achieved by stepping out of contexts 

to describe them in a neutral and objective way, Heidegger stressed that we are always 

participants in a context and these contexts have a specific meaning to us. This meaning is, 

according to Heidegger, critical to how we describe what we experience. He argued that the 

world does not mean the quantity of things that surrounds us, which may be subject to 

consideration and understanding; the world is our understanding of them. This understanding 

does not occur on neutral ground. It is always interpreted according to contexts that already 

have a meaning for us (Ramberg and Gjersdal, 2009). Thus, according to Heidegger, we always 

have a certain perspective, which is associated with the context in which we are involved. The 

human existence is considered to be temporal, as the past will always interfere and determine 



Master thesis 

Malene Hangaard Alstrup 

 

30 
 

how we currently find ourselves and how we interpret our world and experiences (Ramberg 

and Gjersdal, 2009, Schneider et al., 2007). 

Gadamer was a student of Heidegger and his description of hermeneutics is primarily about 

interpretation of a case and the interest is to understand the case – which appears in the 

interpretations. According to Gadamer, the hermeneutic work begins when there are 

difficulties with understanding. Thus, the starting point is not because the situation/case is 

incomprehensible; instead it is because it is simply difficult to understand. Gadamer stated 

that a condition of our understanding is that we always have an understanding in advance. We 

are participants in an understanding community; thus, we will always encounter situations 

with certain prejudices (Ramberg and Gjersdal, 2009). Prejudice is not personal idiosyncrasies, 

but a particular understanding of the world, which causes us to make certain judgements 

about what we encounter. According to Gadamer, prejudices are productive and we cannot 

face any situation without preconditions (Ramberg and Gjersdal, 2009, Polit and Beck, 2008, 

Jerlang. et al., 2003). Thus, when interpreting something we always have a certain expectation 

of what it means. When the preconception fails, we challenge our understanding and learn 

something new. Heidegger and Gadamer were concerned with the role of presuppositions in 

interpretation. Furthermore, both Heidegger and Gadamer addressed the topic of history and 

tradition, and both did so with a dedicated sense of the crisis and extremity of the present age. 

But there remains the matter of the differences of emphasis. While Heidegger preferred to see 

in the present historical situation the signals of ‘another beginning’ and the end of a long 

tradition, Gadamer was inclined to take the situation as the moment in which the past 

becomes visible in a different light (Schmidt, 1994, Malpas, 2009). 

Gadamer described the interpretive process as a circular relationship called the hermeneutic 

circle. In the hermeneutic circle one understands the whole of a text in terms of its parts and 
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the parts in terms of the whole (Polit and Beck, 2008). The circle is a model that illustrates the 

processes of reaching understanding. Gadamer described two basic elements of the 

hermeneutic circle, which supplement each other in providing an understanding of the text. 

1) A text-universe of parts and whole: The understanding of texts, each part requires an 

understanding of the whole and vice versa. Interpretation and preconceptions require 

and complement each other. 

2) An interpretation-universe: No one goes unprepared for the task of understanding. 

Each brings a background which is related in cultural, historical, social, gender-specific, 

age-wise and educational ways. When the new understanding is integrated into the 

person´s additional knowledge, it is included in the interpretation process. Thus, it will 

be part of the persons’ understanding next time the person investigates new 

knowledge (Polit and Beck, 2008, Schneider et al., 2007). 

 

                          Text universe                  Interpretation-universe 

        

 

 

 

 

 

Figure 1: The hermeneutic circle. Adapted and translated from (Holst and et.al., 2012) 

Text part                          Text whole 

Preconceptions. 

- Life experience 
- Culture 
- History 
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Over time the hermeneutic circle and method has also been referred to as the hermeneutic 

spiral, based on another approach to visualising the process. 

 

Figure 2: The hermeneutic circle / spiral. Adapted from (Fraser, 2012) 

The model depicted in figure 2 demonstrates that one begins with a preconception. Then 

information is obtained which enables one to either confirm or refute the preconception. 

Thus, one gains a new and more nuanced understanding. In the following interpretation, the 

individual text passages contribute to the preconceptions and thus the understanding of the 

text as a whole. Conversely, the overall understanding of the text also contributes to the 

understanding of the individual passages of the text. The hermeneutic approach is primarily 

used within the work of analysing texts, psychology and social science. Quantitative methods 

and statistical data cannot be used in a hermeneutic context. This is because the subject 

matter under investigation is the human interpretation and understanding of texts, social 

relationships or him- or herself and others (Creswell, 2009, Ramberg and Gjersdal, 2009). Thus, 

it is subjective data that cannot be quantified or classified as objective facts.  

In the present study, data were analysed using the hermeneutic circle; the researcher moved 

between parts of the transcribed interviews and the whole text being analysed. The purpose 

was to gain knowledge about patients’ perceptions of the contact persons’ role and the 
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common meanings in relation to the question being investigated. Hermeneutics provides a 

framework that defines a view of a person and their world. This made it possible for the 

researcher to examining the whole in light of the parts and the parts in light of the whole. 

 

3.5 Setting 

The present study was conducted in the Women´s Department at the Regional Hospital in 

Viborg. The Women´s Department includes the maternity ward, a gynecological ward, an 

ambulatory care service for gynecological patients, and an ambulatory care service for 

pregnant women.  

The study was conducted in the gynecological department, where patients are admitted for 

planned surgery, acute gynecological problems or with gynecological cancer. The ward has 10 

beds and operations are conducted from Monday to Friday. Focus was on the short-term 

accelerated patient pathways in the gynecological department. This setting was chosen 

because of the researcher’s interest in the quality of care delivered to patients of the 

gynecological department. The researcher works in the department and for the last 2 years has 

been involved in implementing guidelines from The Danish Quality Model for the allocated 

contact person programme. Another reason for the researcher’s interest in this area is the use 

of short-term accelerated pathways in the department. Such pathways are currently being 

implemented in many Danish hospital wards, due to higher demands for efficiency. The 

purpose of focusing on this type of admission is that little knowledge exists about needs, 

experiences and perceptions of hospitalisation for this group of patients. Different issues and 

needs, such as length of stay and how patients´ individual pathways are planned, are given 

consideration by staff in the department. However, there is little research literature available 

to guide practice focussing on short-term accelerated pathways. 
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3.6 Sample 

According to Schneider et al. (2007), the primary purpose of sampling is the selection of 

suitable events. Sampling in qualitative research then, is the process of choosing suitable 

components of interest, so the focus of the study can be adequately researched. In relation to 

the research question examined in this study, suitable participants included former patients of 

the gynecological department and in particular, those who had been admitted to the 

department for elective surgery. Studying the perceptions of this group had the potential to 

provide valuable new knowledge to inform the services delivered by the department. In 

addition, the perceptions of these participants could at a later time be compared with the 

NSPE results for the same department. 

Participants were purposively selected to meet the inclusion criteria of the research, which 

were: 

1. Women who had previously been hospitalized at the Women's Department of the 

Regional Hospital, Viborg, Denmark. The year 2011 was chosen at the admission-year 

to simplify the search for former patients. 

2. Women who had been hospitalized for more than 24 hours (to ensure they had been 

allocated a contact person, in accordance with the Danish guidelines for allocation of a 

health care contact person) 

3. Women who were able to clearly articulate, in Danish, their experience of the health 

care contact person programme. 

The present study included adult women who met the above criteria. Women with existing 

mental illness may have been cared for in the Department, but for the purposes of this project 

they were excluded due to the need for clearly articulated reflections and perceptions of the 
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experience in relation to the allocated health care contact person. The study focuses on the 

experiences of patients admitted to the Women's Department of the Regional Hospital; 

therefore, only females were invited to participate. Six former patients were invited to 

participate in the study. This sample was expected to give the researcher adequate knowledge 

in relation to the research question (Guest et al., 2006, Marshall, 1996).  

 

3.6.1 Researcher´s role in the department 

The researcher is employed in the same department, but for the last two years she has not 

participated in patient care delivery. Instead she has been working with the Danish Quality 

Model and implementing the requirements and guidelines in nursing practice. Participants 

may have been aware that the researcher was employed in the Women´s Department. 

However, the researcher conducted the interviews outside her usual working hours and was 

not in the Hospital uniform.  

3.7 Interview 

To address the research question the researcher conducted individual qualitative interviews. 

The purpose of the interviews was to gain knowledge about how patients’ experienced the 

health care contact person initiative and what it meant to the individual participant during 

hospitalization. Interviews are regarded as a prime method for qualitative data collection 

(Schneider et al., 2007). Interviews can be unstructured, semi-structured or structured.  In the 

category of unstructured interviews, questions are not pre-selected and, therefore, the 

interview is characterized by a conversational manner. The outcome of the interview is 

unknown and could take any direction, dependent on the interests of the participants engaged 

in the interview. Semi-structured interviews involve the use of an interview guide, which 

provides the interviewer with questions to ask and / or topics or prompts for discussion. In a 
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semi-structured interview there is still the freedom to ask questions in any order. Structured 

interviews follow a list of set questions, asked in a specific order (Schneider et al., 2007). The 

main advantage of using interviews is that it is possible to illuminate the details and nuances of 

patients' assessments, which cannot be captured by a questionnaire, for example. The 

disadvantage of using interviews is that, practically, it is only possible to involve a limited 

number of former patients. In principle, an interview guide mainly contains open-ended 

questions, thus giving the patient an opportunity to describe and explain. In practice it is often 

necessary to supplement with closed questions to trace through the topics the interviewer 

wants to explore and acquire knowledge about (Salling, 2002).  

Individual interviews in this present study were semi-structured and were conducted with the 

use of an interview guide with open-ended questions (Appendix IV and V). At the same time, 

the interview provided opportunities for the patient (or interviewer) to take up new and 

relevant themes. In addition, the interview offered the opportunity for the participant to 

articulate her experiences or describe concrete problems experienced during the care pathway 

process. The qualitative method provided the opportunity to gain an insight into former 

patients´ experience of the allocated contact person programme. Patients are best placed to 

describe the process because they experience the entire pathway. The patient can describe his 

or her experience of the health care services, including technical competence in a broad sense, 

communication and information, as well as continuity and coordination (Kjærgaard et al., 

2006).  

Conducting an interview is a social practice (Lorentzen, 2007). The interviewer prepares a 

guide to conduct the interview, but the interview itself can change direction from that which 

was originally intended. A qualitative interview is a social phenomenon in a system of 

relationships and it is the system that provides the meaningfulness to the interview. According 



Master thesis 

Malene Hangaard Alstrup 

 

37 
 

to Lorentzen (2007) one cannot plan or methodically construct an interview based solely on 

theoretical prescriptions. In an interview, the influence that social relations and certain power 

structures can play cannot be predicted. These factors, along with the fact that an interview is 

an abnormal situation and materializes as a form of intrusion, according to Lorentzen, affect 

the empiricism which the interviewer wants to collect data about and reconstruct. Lorentzen 

points out that the interviewer should seek to work thoughtfully because one should always 

try to keep the distortions under control. The interviewer must at least know what the 

distortions are, and if possible reduce their impact (Lorentzen, 2007). According to Lorentzen, 

reality presents itself relationally with the interviewee and interviewer as actors. In the present 

study, Lorentzen´s advice was taken into account throughout the recruitment process, in the 

development of the interview guide, and in the planning of the actual interview. In relation to 

this research concerning the health care contact person, patients were selected on the basis 

that they could express their views about the relevance and importance of having a health 

care contact person. More detail about the recruitment procedure is presented in section 3.8.  

 

3.7.1 Instrument – Interview Guide 

The interview guide contained 17 open-ended questions (See Appendix IV). Questions in 

relation to communication and information, as well as continuity and coordination, were 

included in the interview guide. The intent of the questions was to elicit the participants’ 

perceptions and opinions about whether communication was satisfactory, whether 

information supplied was sufficient, and whether they were treated with respect. Similarly, the 

participants´ were invited to express their views about whether there was consistency in the 

information received and whether there was continuity in the care provided.  
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3.8 Recruitment 

From the electronic patient record system, the chief secretary in the gynecological department 

drew a list of patients who had been admitted to the Women's Department for hysterectomy 

procedures (with an expected length of stay of more than three days) in the first six months of 

2011. The list was then handed to the clinical nursing specialist who contacted, by telephone, 

patients that met the study inclusion criteria. The clinical nursing specialist is a nurse with a 

Masters degree who is employed in the Women´s Department. She does not participate in the 

direct care of patients. Her assignments are to work with research and development of nursing 

practice, along with quality management and development. The clinical nursing specialist 

provided a brief explanation of the study and asked if the former patient would be willing for 

the researcher to contact them to provide a more detailed explanation of the study. If the 

patient agreed, their contact details were provided to the researcher. The researcher rang 

potential participants to explain the study and after the call she sent, by post, a copy of the 

Plain Language Statement (Appendix VI and VII), including an invitation to participate in the 

study. Once potential participants had had the opportunity to read the consent form, the 

researcher made a follow-up phone call to answer questions, to determine if former patients 

were willing to participate and if so, to arrange a suitable time and location for interviews. Five 

of the six interviews were conducted in a neutral place (meeting- or conference room) at the 

Regional Hospital in Viborg. The location was not in the gynecological department itself. One 

interview was conducted at the participant’s home, due to the long distance she lived from the 

hospital. For this interview, to ensure the researcher’s safety she had a neutral person 

accompany her. He stayed in the car outside the participant´s home during the interview. 

Additionally, the researcher had her mobile phone on her during the interview, and the 

person´s phone number on speed dial, so he could be called if at any time, the researcher felt 

insecure. 
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3.9 Data Handling 

The interviews were audio-recorded and afterwards transcribed in Danish. The Danish 

associated researcher, Dr Kirsten Beedholm, reviewed the translation of quotes contained in 

the present thesis in order to confirm that they were correctly translated into English. Hard 

copies of the transcripts are kept in locked cabinets, to which only the researchers have access, 

at the School of Nursing, Viborg VIA, University College and any identification of participants 

was removed once the transcripts of interviews were confirmed. Identification numbers were 

used in place of participant names on study records and computer files to prevent accidental 

breach of confidentiality. Documentation that contains identifying information (e.g., consent 

forms and the master list linking participant names with pseudonyms and identification 

numbers) are kept in a separate locked filing cabinet. All digital data are stored at the School of 

Nursing, Viborg, VIA University College in a specific folder on a secure server specially 

designated for research and protected by password and encryption. All backup files have been 

stored on CD-media and are kept in a locked cabinet located in an anti-theft protected room at 

the School of Nursing, VIA University College, Viborg. The data will be stored for a period of 6 

years following completion of the project, after which time it will be destroyed. The project is 

registered at the Danish Data Protection Agency as stipulated by the Danish Law (Datatilsynet) 

(Appendix VIII) and approved by DEKF (The Danish Ethical Committee for Research projects) 

(Appendix IX). 

3.10 Approaches to Analysis 

Cresswell’s (Creswell, 2009) framework for data handling and analysis was used to guide the 

analytic process. The purpose of the framework was to organize and categorize the data to 

help move between the parts and whole in accordance with the hermeneutic approach.  
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According to Creswell (2009), the framework makes the researcher capable of preparing the 

data for analysis, move to a deeper understanding of the data, and enables interpretation of 

the overall meaning of the data. Qualitative data analysis is an ongoing process which involves 

continual reflection. The process is illustrated in figure 3. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Data Analysis in Qualitative Research. Adapted from Creswell 2009. 
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According to Creswell (2009) the various stages are interrelated and not always visited in the 

presented hierarchical order. The framework presented by Creswell is organized into six steps 

and in the present study the steps were carried out as follows. 

 Step 1: Organize and prepare the data 

This involved transcribing of the interviews from the six participants. The interviews 

were recorded on dictaphone and transcribed by the researcher. The interviews and 

transcriptions were done in Danish. The transcribed interviews were sent to Dr. Kirsten 

Beedholm to ensure correct translation to English was undertaken for quotes 

presented in this thesis. 

 Step 2: Read through all the data 

All six interviews were read to obtain a general sense of the data. 

 Step 3: Coding process 

According to Creswell (2009), coding is the process of organizing the data into 

segments of meaning. The process involved labelling of text segments with a title.  The 

transcribed interviews were read through again and segments of meaning or interest 

in relation to the research question was labelled.  

 Step 4: Categorise themes for analysis 

Creswell describes this part of the analysis as where themes arise from the coding. 

These segments reflected the participants´ statements and became the overall themes 

of the data. Themes can arise because they are surprising, unexpected, unusual or 

appear repeatedly (Creswell, 2009). 
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 Step 5: Discuss the findings 

Discuss the themes and findings in relation to each other and the literature presented 

as the argument for this thesis. 

 Step 6: Make meaning of the data 

Involves evaluating what was learned and comparing the results with the existing 

literature. 

 

3.11 Ethical Considerations 

Approval from Deakin University Human Ethics Advisory Committee (Appendix X), The Danish 

Ethical Committee (Appendix IX), the Hospital management (Appendix XI) and The Danish Data 

Protection Agency (Appendix VIII) was provided prior to data collection. The qualitative nature 

of the data required identification of participants during data collection, but participants were 

given numbers and were not identified during the analysis or in final report. The participants 

were asked questions in relation to: 

1) Knowledge about the allocated contact person. 

2) Experience of participation from the allocated contact person. 

3) The importance of the allocated contact person to the patient during hospitalization. 

Anonymity of all participants will be protected in dissemination of the research results and no 

identifying information will be included in presentation of the results. The Plain Language 

Statement informed participants that the research results would be reported in the form of a 

Master’s thesis and other academic work such as publications. Participants were asked to sign 
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a Consent form (included in the Plain Language Statement; Appendix VI) to confirm their 

willingness to participate in the study. 

3.11.1 Benefit and risk to participants 

The concept of an allocated contact person is being implemented nationally in Denmark. The 

purpose of this research was to provide knowledge about patients’ needs in relation to the 

nurse-patient relationship during admission. Knowledge about how patients valued the service 

of an allocated contact person is important in evaluating if the programme meets their 

expectations and will inform modifications to the programme to ensure it meets future patient 

needs. This research was intended to provide valuable knowledge to nurses and inform future 

planning and development of the allocated contact person (primary nursing) programme in the 

Danish health care service. We did not expect any immediate benefits for participants. 

Participants may, however, benefit from the health care contact person in future 

hospitalizations.  

We did not anticipate any risks to participants as a result of participating in this research. An 

arrangement with the well-being consultant at the Regional hospital in Viborg was made for 

patients in need of follow-up after participating in the interviews (Appendix XII). She agreed to 

see and talk with any of the participants, if they needed counseling. None of the participants 

expressed the need for this after their participation.   

 

3.12 Summary 

In this Chapter, the methodological underpinnings and the methods used to collect and 

analyse the data in order to address the issues of having a contact person and what it means 

to patients has been presented. Important considerations regarding the conduct of the study, 
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including the ethical issues, have been addressed. The findings and analysis will be presented 

in Chapter four and the results of the analysis will be further discussed in the Chapter five. 
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CHAPTER 4 

FINDINGS 

4.1 Introduction 

In this Chapter the findings from the transcribed interviews are presented. Data are 

statements from participants and the product of the analysis is interpretations of statements. 

Interpretations will be supported by data in the form of participant’s quotations. Throughout 

the process of reading and re-reading in accordance with the hermeneutic approach, themes 

in relation to the research question were generated. Themes emerged in accordance with the 

themes of the interview questions and also from issues identified in the participants´ 

responses to the questions. The data are presented according to the following three broad 

themes:  

1) ‘Being there’ (presence) 

2) Communication 

3) Personality 

Presentation of the results will commence with a description of participant characteristics. This 

will be followed by a brief discussion of the researcher’s potential prejudices in relation to the 

research. Following this a description of the themes that emerged from the data will be 

provided. 
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4.2 Participants 

In accordance with the study inclusion criteria, all participants were women who had been 

admitted to the Women´s Department in Viborg for hysterectomy surgery within the first six 

months of 2011. 

 The first participant (PAR 1) was 47 years old. She had experienced being hospitalised 

on two occasions in the Women´s Department in the past and also had the experience 

of her child being admitted to the Children´s Department. 

 The second participant (PAR 2) was 61 years old. Her only experience with being 

admitted to the hospital has been in relation to giving birth to her children. She 

worked in the area of psychiatric nursing. 

 The third participant (PAR 3) was 51 years old. She had not previously had any 

experience being hospitalized.  

 The fourth participant (PAR 4) was 39 years old. She had previously been admitted to 

the Women´s Department and had experienced being hospitalised in other 

departments of the Hospital as well. She had worked in the area of home care in the 

past. 

 The fifth participant (PAR 5) was 40 years old. She had experienced being admitted to 

the Women´s Department in the past due to abdominal pains and had also 

experienced having her children admitted to the Children´s Department of the 

Hospital. 

 The sixth participant (PAR 6) was 42 years old. She had been hospitalised at the 

Women´s Department in relation to giving birth. She also worked within the area of 

health care. 
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In the following section the researcher’s potential prejudices are declared and discussed.  

 

4.3 Prejudices 

As described in Chapter 3, Section 3, Methodological underpinnings of the study, having an 

insight into personal prejudices is important when analysing data. Therefore, the prejudices of 

the researcher in relation to the research question are presented in the following. The 

motivation to conduct this study arose primarily from the researcher’s reflections on the 

results from the NSPE as described in Chapter 1, Section 1, Introduction. The results suggested 

that the need for an allocated contact person was not clearly supported by the evidence and it 

seemed that the presence – or absence – of an allocated contact person did not affect the high 

rate of satisfaction with the care received. Knowledge of these findings instilled in the 

researcher some possible prejudices towards the allocated contact person programme. For 

instance, the researcher questioned whether the programme really mattered / made a 

difference / was important to patients who were admitted for three days for planned surgery. 

In particular, the researcher questioned whether it made a difference to be allocated a contact 

person, and further, whether it was important to be cared for by that particular person.  

Another possible prejudice of which the researcher was aware related to her values 

surrounding the work of the allocated contact person. From the viewpoint of the researcher, 

with experience working in the Women´s Department in Viborg, it seemed that the planning of 

the pathway and the task of giving information about the pathway (regarding what to expect 

after the operation and what to be aware of when discharged), were the most important 

assignments in the role of being the contact person for a patient. The researcher had some 

doubts about the benefits of the programme for patients. This was based upon the lack of 

knowledge about what patients needed and desired when they were admitted to the 
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Women’s Department. The researcher endeavoured to maintain an awareness of, and contain, 

these preferences throughout the data analysis phase. 

The themes, ‘being there’ (presence), communication and personality, emerged during the 

process of coding and synthesizing the data. The broad themes themselves were not 

surprising; however, the sub-themes and their meaning from the perspective of the 

participants were most revealing and informative. In the following, each theme is presented 

and described.  

 

4.4 Presence 

During the reading of the transcribed interviews, the theme, presence, which included the 

value and importance of the presence of a contact person, emerged. All participants were 

asked questions (Appendix IV) in relation to the allocated contact person being part of the care 

they received. The responses included: 

 Well I was given a contact person and then, well I didn´t see her much because she 

was a student. (PAR 1, p. 1) 

 

Participant One continued: 

She was present at the beginning as far as I can remember, and also during the 

following days, but she wasn´t there the day I was discharged. (PAR 1, p. 1) 

 

When asked if the contact person was present during their hospital stay the participants all 

answered in the affirmative. However, there were differences in the extent to which the 

contact person was perceived as present. The following examples help to illustrate this. 
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One participant stated:  

 It was she [the contact person] who introduced me to the department and the plan for 

the pathway and then some other nurses, I remember two recurring nurses during the 

three days. (PAR 3, p.1) 

 

Another participant responded: 

The one who was my contact person, who I was told was my contact person, had a day 

off the next day. (PAR 3, p.1) 

 

When asked if she remembered being allocated a contact person, a third participant answered 

‘yes’ and then spontaneously responded: 

 And she was present. (PAR 6, p.1) 

 

She then followed with the statement: 

And she was also present the day after, when I was discharged. (PAR 6, p. 2) 

 

When asked if the contact person was on duty during the patient’s stay, a participant 

answered: 

  Yes, yes – she was (PAR 5, p.1) 

Further into the interview the participants were asked questions in relation to their 

expectations of the contact person. Some of them stated that the contact person’s presence 

and being available/’being there’ was part of their expectations: 

That she is available (PAR 1, p.2) 
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To confirm her response, the participant added: 

 Yes that she is present. (PAR 1, p.2) 

 

Participant Two stated: 

A contact person is one who you become inevitably linked to. (PAR 2, p. 1) 

 

Her expectation of a contact person was: 

 That she signals she is there for me. (PAR 2, p. 2) 

 

Participant Three responded that her expectation was: 

 That she [the contact person] would be the recurring character that she would be the 

one who I saw the most. (PAR 3, p.2) 

 

Participants Four also had the expectation that the contact person be a recurring character: 

That she is the one who is the recurring person during the admission. (PAR 4, p.2) 

 

Participant Six explained her expectation in these words: 

 Well she is my – not lifeline, but if I have some questions or some doubt, it will be her I 

turn to. (PAR 6, p. 3) 

 

In all, five of the six participants expressed the need for the contact person to have time for 

them. 

 

Statements from the participants’ highlighted the following issues regarding the theme, ‘being 

there’ (presence), in relation to the allocated contact person: 
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1) Being available 

2) Being present in the particular situation 

3) Having the time and space to be able to give the patients´ presence. 

 

In this light, being present can be viewed as two different aspects of the allocated contact 

person programme: 

1) The physical aspect of actually being in the department and being a part of the care 

team for these patients. 

2) The mental aspect of being present for the particular patient in a specific situation. 

Both aspects of presence seemed to be important to the participants. They expressed the need 

and the expectations for the contact person to be present in the department – meaning being 

at work and being involved in the care delivered to the patient. Furthermore, when allocated a 

contact person, participants expressed the need to see and ’be handled’ by that particular 

person. When directly asked what if the contact person had only been at work on the first day 

of the woman’s admission, one of the participants remarked: 

Well then she would not have been a contact person, then she would have been the 

one who received me. A contact person is one who follows me (during the 

hospitalisation). (PAR 1, p. 2) 

 

Two of the participants expressed the expectation that the nurses´ work schedules would be 

taken into consideration when allocating a contact person to patients: 

 One must look at the work schedules. (PAR 2, p. 3) 

 

And I expect that when a contact person is allocated, it is more or less taken into 

account in the work schedule. (PAR 1, p. 2) 



Master thesis 

Malene Hangaard Alstrup 

 

52 
 

 

These statements indicate that the participants, when introduced to the allocated contact 

person, had an expectation of some kind of ‘physical presence’ and the time and space for the 

nurse to be physically present.  

 

The other aspect of being present in a particular situation with a patient comes to light in the 

following example: 

I actually felt that she took the time for me. It might have had something to do with 

the contact person, she actually had the time to come to me, sit down and go through 

it all. (PAR 1, p. 5) 

 

When asked if she thought that having a contact person could be an advantage, another 

participant commented: 

I can easily see that it could be. But the contact person must be one who wishes to be 

a contact person. (PAR 4, p.3) 

 

The distinction between the two forms of ‘presence’ is quite blurry and difficult to set apart in 

many situations; however, both forms were considered important to the participants in this 

study. 

 

In relation to the participants´ background, experience of hospitalisation and age, there were 

no obvious relationships between such characteristics and the women’s perceptions of the 

need for an allocated contact person to be present. 

Participants one, four and five had experienced more than one [this] admission to the 

Women´s Department. Still they expressed the same expectation of both physical and 
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psychosocial support from the contact person as the three other participants who had not had 

the experience of previous admissions to the Department.  

Participants two, four and six worked or had been working within the health sector. 

Participants one, three and five had not been working in this sector. Despite this difference, 

participants one, three and five expressed the same expectations of the contact person. 

Furthermore, they expressed an understanding of the department being a busy place and staff 

having many tasks and other patients to take care of. For instance, when asked what she 

expected in relation to being introduced to the concept of having an allocated contact person, 

participant three stated: 

Well I am aware that you work in three-team shifts, so I had not really expected that 

she would know more about me [than others]. (PAR 3, p. 2) 

When talking about the contact person being present, participant five expressed her 

expectations in the following comment: 

I don´t expect her to drop what she has in her hands if I call [for her], but not having to 

wait for half an hour, that is nice. (PAR 5, p. 2) 

Participant one described her expectations of the contact person as one who is available. She 

continued: 

Yes that she is present. But of course I have an understanding that I’m not the only one 

there. (PAR 1, p. 2) 

In summary, the findings in relation to ‘being there’ indicate that amongst these particular 

participants there was an understanding that the hospital was a busy place in which to work. 

This understanding of, and approach to, the circumstances and conditions of a hospital when 
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being admitted did not appear to be dependent on prior experiences of admissions to the 

Department and/or experiences of working in the health sector. 

 

4.5 Communication 

All pathways for patients´ admitted for a hysterectomy operation in the Women´s Department 

are accelerated. As explained in Chapter 3, Section 5, The need for future research, the 

pathways are short-term – meaning that they are planned for a two or three day admission. In 

Denmark, the notion of an ‘accelerated pathway’ or an ‘optimized pathway’ as they are 

currently beginning to be called, has been a focus for some years. Reasons for this growing 

focus are patient-oriented as well as the result of increasing demands for higher efficiency. In 

general, people do not want to be hospitalized more than necessary. With the use of more 

intensive information and guidance, it has become possible to plan and carry out a surgical 

pathway, as for example for a hysterectomy operation, in two to three days. A large part of 

what makes this possible is communication. To be able to give patients an accelerated 

pathway requires a large degree of communication. The communication consists of 

conversations with the patients about their current situation as well as former experiences 

with, for example, hospitalization, surgery, anesthesia, health and so on. The communication 

also consists of information and guidance in relation to what they are going to experience and 

may experience during the pathway of care. Information about diet, mobilisation, pain and 

recovery is a standard part of preparing a patient for a hysterectomy operation in the 

Women´s Department (Svenstrup, 2011). Guidance towards what they can do if, for example, 

they are experiencing pain after the operation, is already given during the pre-operative 

conversation (Lundholm, 2012). 
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The necessity for communication in relation to information and guidance was expected to 

emerge from the data. With this in mind, communication was expected to become a theme for 

the present study. During the reading and re-reading of the interviews, however, another 

aspect of communication emerged, which was the need and request for a more personal 

communication. Several participants (n=5) also expressed more personal and human needs in 

relation to the communicative relationship with the staff during their admission. The findings 

are presented in the following, supplemented by quotes from the participants. 

Participant Six, who had an uncomplicated admission and pathway, described her admission to 

the Women´s Department as:  

Being really nice, with a good atmosphere which first and foremost was due to positive 

communication. (PAR 6, p.1) 

She continued: 

 And she also asked – well she was so good! – she asked about ME. (PAR 6, p.4) 

When asked  if it made a difference to her to have had an allocated contact person during her 

hospitalisation she answered ‘yes’ and made the following comment: 

And whether she has 1500 accelerated contact person cases during a year and does 

not remember all the people, then people will still be able to remember her. (PAR 6, p. 

4) 

Some comments she made in relation to the relationship she had with her contact person 

were: 

It is some very fine human! These are some skills that you do not see being used in 

many places. (PAR 6, p. 5) 
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 It is also psychologically something that touches us women. (PAR 6, p.5) 

And she pointed out, that the contact person was present the day she was discharged and said 

‘nicely goodbye’ to her, which also was a nice experience. (PAR 6, p. 1) 

These comments indicate that the communication between a patient and her caregiver must 

contain more than facts, information and guidance. Good communication appears to be 

conditional on the chemistry between the two and how they get along. 

At one point in the interview the participant was asked if it became important to her to have 

had an allocated contact person during her admission. The participant explained: 

I´d say that I felt very well and nice and was not afraid or insecure. But had I had a 

prolonged pathway, had they found something malignant or something, then I would 

have clutched her hands out of joint! And then she would have been very, very 

important to me. (PAR 6, p.5) 

She continued with talking about making contact with her contact person and made the 

following statement: 

Of course I have a “stupid” expectation of her knowing who I am, if we see each other 

again. (PAR 6, p.6) 

Participants Two, Three and Five also had uncomplicated pathways and contributed the 

following statements regarding the importance of a good communicative relationship with the 

contact person: 

It also provides such a feeling of calmness and it is limited to one person. You do not 

ask 10 different people, either it is in the hallway or wherever you meet the staff. You 

have that one contact person and that is where it all must be assembled. (PAR 2, p.4) 
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Participant Five stated: 

 It is nice that it is the same person one talks to. (PAR 5, p. 2) 

She continued: 

Something that means a lot to me is that people talk WITH me and not TO me.              

(PAR 5, p. 3) 

Participant Three felt that the allocated contact person programme was a waste when talking 

about short-term accelerated pathways, stating: 

 Actually I think it is a waste of resources for a pathway like mine. (PAR 3, p.4) 

However, when reflecting on the concept in relation to, for example a prolonged pathway or a 

pathway with several contacts over time, she commented: 

 But it also depends on what relationship you have with hospitals. Whether one is 

comfortable to come here or whether one is a little.... Because I also know people who 

feel really bad every time they walk through the door – for completely different 

reasons than why they are actually there. And in such a situation I think it could be 

good. (PAR 3, p. 4) 

She continued: 

 I can easily think of one person in my circle of friends who would think it would be 

really nice if there was one nurse that she could refer to every time. (PAR 3, p.4) 

This example illustrates that even though the participant did not find the allocated contact 

person programme beneficial in her particular pathway; she could imagine and understand 
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that a more personal communication and relationship between a patient and a caregiver could 

make a difference to some/other patients.  

Participant One experienced an emotional reaction to the operation and explained how her 

contact person had an impact on her recovery through communication: 

 I went totally down with the flag the day I should have been discharged. I sat there and 

cried and thought I had too much pain and was not really prepared for the mental 

reaction to it. Then she came and we talked and I was allowed to stay one more night. 

(PAR 1, p.5) 

She went on: 

 You know that feeling of ‘I have time for you – I listen – I take you seriously’ and she 

explained that the reaction was quite normal. (PAR 1, p. 5)  

Participant One concluded: 

 That calmness and time and the feeling of ‘it is okay’, which perhaps would not have 

occurred if I’d had seven different contact persons. Had I had that, maybe I would have 

just pulled myself together and have gone home. (PAR 1, p.5) 

Participant Four had a pathway which ended in a readmission shortly after discharge. During 

her first stay she had a ‘not so good experience’ with the contact person she was allocated. 

She describes the contact person as: 

 a little insecure girl, who knew neither up or down (PAR 4, p. 1) 

And: 



Master thesis 

Malene Hangaard Alstrup 

 

59 
 

 She was very insecure and did not know – well she constantly had to go and ask the 

other staff if I asked a question, she could not answer. (PAR 4, p. 1) 

On the occasion of her readmission participant four described experiencing a very positive 

contact with an evening shift nurse, who she described as: 

 Very caring – really. (PAR 4, p. 2) 

Participant Four gave an example from her readmission to illustrate why she felt the contact 

with the particular nurse was so positive: 

 At that point [during her readmission] she had night shift, but she came to my room, 

saw I was awake and said “I just knew it was you” and she was really an attentive 

nurse! It gives great peace of mind! (PAR 4, p. 3) 

At one point in the interview, the participant was asked to try to describe her overall 

experience with being admitted to the Women´s Department.  Her response was: 

 Well she [the evening/night shift nurse] is the reason for me having a good experience. 

That pleasant human who was there, made it good. (PAR 4, p. 4) 

This participant’s statement illustrates that it is not the title, ‘allocated contact person’ that 

makes a difference to the patient. It is the nurse who can and is willing to communicate with 

the patient that makes a difference. Communication is more than simply providing information 

and suitable guidance to the patient. To some patients communication is more than that. This 

particular participant needed, and indeed expected, more personal and trustful 

communication with her contact person. When she did not receive that, fortunately there was 

another nurse who could fulfil this need and that nurse had a positive impact on the patient’s 

experience. 
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Despite having former experience with admission and/or work experience in the healthcare 

system, all participants expressed needs and expectations of communication as being ‘more 

than’ simply information and guidance. Even the participant who did not feel the allocated 

contact person programme was needed during short-term care pathways expressed an 

understanding of what a communicative relationship with a member of the staff could 

potentially bring to the patient. 

 

4.6 Personality 

In accordance with the local guidelines (Brønlund, 2011), a patient admitted for a 

hysterectomy operation will always be allocated a contact person in the Women´s Department 

at the Regional Hospital in Viborg. The relationship between a contact person and a patient 

can differ, sometimes it means a lot to the patient, and sometimes it does not. For the patient, 

the caregiver has the potential to become more than a person who happens to be at work. She 

is the first contact, the one who answers questions, the one who comforts, and the one who 

helps the patient when the patient needs help. Still the relationships differ; some find the 

patient-contact person relationship more valuable than others. To elucidate what can interfere 

with and have an impact on the contact person - patient relationship all participants in the 

present study were asked questions about their expectations of the allocated contact person. 

The reason for asking these questions was that when a department implements a programme 

such as the allocated contact person programme, they have expectations about what this 

could bring to the patients. The questions were asked to determine if these expectations were 

met or if the patients had different expectations to those of the Department. The responses 

revealed the patients´ perspective on the importance of personality. In the following, findings 
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regarding (1) patients’ expectations of an allocated contact person, and (2) the importance of 

personality in the relationship between caregiver and patient are presented. 

 

4.6.1 Expectations 

Overall, five of the six participants in the present study stated that they had had a positive 

experience with the allocated contact person programme during their admission. The last 

participant did not feel the contact person initiative was necessary. However, she still 

described having had a positive experience. One of the participants perceived that she did not 

have a positive experience with the programme due to her relationship with her contact 

person.  

When asked about their expectations of the allocated contact person, participants made the 

following statements: 

 She signals she is there for me. (PAR 2, p. 2) 

That she is my – not lifeline – but if I have some questions, some doubt or something 

positive, she is the one I turn to.  (PAR 6, p.3) 

 She must be visible. (PAR 6, p. 3) 

 She must be available. (PAR 1, p. 2) 

 A contact person is one who follows one. (PAR 1, p. 2) 

 She is the link between the patient and the system. (PAR 2, p. 4)  

 She is the system´s face to me. (PAR 2, p. 4) 

 She is my anchor. (PAR 2, p. 4) 
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 She is the recurring figure. (PAR 3, p.2) (PAR 4, p. 2) 

 She has time for me. (PAR 5, p. 2) 

 She is the person caring for me. (PAR 4, p. 2) 

These statements illustrate some of the participants’ expectations of an allocated contact 

person programme. Even though not all of the participants found the programme necessary 

and not all of them had a positive experience, they all had expectations of the person they 

were allocated.  

The statements reflected the subjective and objective nature of the allocated contact person 

role from the perceptive of the participants. Being recurring (i.e., having continuity with the 

contact person), visible and available are objective elements and can, to some extent, be 

organized through work schedules and routines. Of course a caregiver can ‘hide’ (not have 

contact with the patient) when at work and not be present for the patient, but the first step in 

being present is physically being at work, as discussed in Chapter 4, Section 3, ‘Being there’ 

(presence). The subjective elements of the statements reflect the personal and emotional 

values of the participants when it came to the role of the contact person. For example, one 

participant commented:  

 She signals she is there for me (PAR 2, p. 2) 

Different contact persons will signal presence and ‘being there’ differently and different 

patients will interpret the signals differently. The same applies to the statements: 

 She is the link between the patient and the system. (PAR 2, p. 4)  

 She is the system´s face to me. (PAR 2, p. 4) 

 She is my anchor. (PAR 2, p. 4) 
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Different personalities express these attributes in different ways. The question is, how must a 

contact person act in order to be experienced as a link, the system´s face, or an anchor? 

Guidelines or descriptions of behaviour required cannot provide instructions on how to deal 

with this challenge.  

Another example of a subjectively identified characteristic is: 

 She is the person caring for me. (PAR 4, p. 2) 

To care for a patient requires many elements, and how these elements are valued will differ 

from contact person to contact person and from patient (who interprets the actions) to 

patient.  

These findings prompted the researcher to scrutinize the transcripts again in order to look for 

statements which described subjective actions and dealings. These are presented in the 

following section. 

 

4.6.2 Statements concerning personality 

When re-reading the interviews the researcher focused on statements relating to the personal 

character of the contact person and subjective expressions surrounding the relationship 

between the caregiver and the patient of the Women´s Department. 

Referring to her contact person, participant Six stated: 

 She was really good. (PAR 6, p.4) 

When talking further about the allocated contact person and the most important tasks for 

such, participant Six stated: 
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And also that – when there is such good chemistry – one can on an unconscious level, 

observe each other´s resources and strengths and weaknesses, without having to put 

too many words on it. (PAR 6, p.2) 

And she described the good chemistry she experienced with following words: 

And she had some good resources I could draw on. And I had a behaviour and 

character she could endure. That is indeed an issue in a contact between a patient and 

a caregiver. (PAR 6, p. 6) 

Participant Three, who did not find the allocated contact person necessary, stated that she 

expected the contact person to be able to remember her in the event that she needed to 

contact the department after discharge (PAR 3, p. 3). She continued with the following: 

As long as people are so incredibly nice and professionally caring, I do not need more. 

(PAR 3, p.9) 

Participant Five said that the staff were nice (PAR 5, p. 1) and described her contact person in 

the following way: 

 She was wonderful! Really sweet! (PAR 5, p. 1) 

When asked if it had made a difference for her to have had a contact person during her 

admission she answered: 

It depends on how the others [other nurses] would have reacted and talked with me 

and to me. (PAR 5, p.3) 

Participant Four declared that having a contact person was not a positive experience, but that 

was due to a personal issue with the particular contact person (PAR 4, p.1). Instead, she 

experienced having a good and positive relationship with an evening shift nurse who had the 
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time to talk and listen to her (PAR 4, pp. 3-4). When asked if she thought it was an advantage 

to have a contact person, she answered: 

I can easily see that it could be. But it must also be someone who wants it.                       

(PAR 4, p.3) 

 

When asked if it was important to her to have a contact person she answered: 

 Well…it wasn´t because it was that person. (PAR 4, p.5) 

 

Otherwise she commented that she met some really nice nurses and doctors during her 

admission and stated that the evening shift nurse had been really sweet and was caring, 

attentive and a pleasant person (PAR 4, pp. 2-4). 

 

The examples and quotes illustrate that personality can impact on the relationship between 

the caregiver and patient. During an accelerated and short-term admission, the relationship 

has the potential to become very important in how the patient experiences and evaluates the 

admission. Patients’ individual expectations vary. Thus, it is not possible to describe required 

behaviors of the contact person in order to guarantee that all patients have their expectations 

met. The relationship depends on how the patient and the caregiver interact. To meet patient 

expectations the caregiver must be genuine in the relationship. Sometimes the chemistry 

between people simply does not work. Other times some effort to make it work can help. 

Currently, however, issues relating to personality and matching patients’ expectations are not 

integrated in the national and local guidelines concerning the allocated contact person. 
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4.7 Summary 

In this Chapter the findings from the study have been presented in three broad themes: ‘being 

there’ (presence), communication and personality. Within each theme, translated quotations 

from the transcripts have been used to illustrate and support the findings. The results will be 

further discussed in the following chapter. 
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CHAPTER 5 

DISCUSSION 

5.1 Introduction 

In this Chapter, the discussion will focus on the three broad themes, ‘being there’ 

(presence), communication and personality in relation to relevant theory and findings of 

related research. John C Karl’s work will be used to discuss the content and relevance of ‘being 

there’/presence as a professional in a situation with a patient. Communication and 

communication skills will be discussed with the use of Donald Schön’s theory of reflection-in-

action with the purpose of exploring how to develop and make the most of the professional 

skills of the staff in the department. Personality is discussed from an ethical perspective to 

explore the extent to which expectations related to personality can be met by the nurses. 

Parallels are drawn between the guidelines and the original reasons for implementation of the 

allocated contact person programme. Finally, perspectives on the need for future research are 

presented and normative considerations on possible improvement are made. 

 

5.2 Discussion 

Even though emergence of the theme of the allocated contact person being present was 

expected by the researcher, additional elements of the concept resulted from the data. To 

further explore this theme the researcher examined the Danish Quality Model guidelines to 

identify how they incorporate the concept of presence. The guidelines from the Danish Quality 

Model state (Appendix XIII & XIV):  
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 A health professional contact person is assigned to each patient with special 

responsibility for ensuring consistency of patient progress during hospitalisation. (IKAS, 

2011)  

 

Furthermore, one of the expectations of this person is that: 

 The health professional contact is directly involved in the patient´s pathway (for 

example involved in the delivery of one or more health care services in the process). 

(IKAS, 2011) 

 

Consistent with the Danish Quality Model guidelines, the local guidelines (Appendix II) 

concerning the allocated contact person in the Women´s Department at the Regional Hospital 

in Viborg define the contact person as a health professional who must, besides what is 

included through the statements from the Danish Quality Model, have: 

  special responsibility for ensuring consistency in the patient´s hospitalisation; 

and 

 be the one who the patient or her family can turn to for questions about care 

or treatment during hospitalisation. (Brønlund, 2011, Midtjylland, 2009) 

 

 

The local guidelines, in addition to the above, recommend: 

 The department strives to ensure that the allocated contact person follows the patient 

through the hospital stay. (Brønlund, 2011) 
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(The above is translated from the Danish guideline and the term ‘follows’ refers to being 

directly involved in the patient’s pathway and care, as well as having responsibility for the plan 

of care for the patient.) 

 

In relation to the participants’ answers regarding knowledge about the allocated contact 

person, all stated that they had been allocated a contact person during their hospitalisation at 

the Women´s Department. Participant statements illustrated that ‘being there’ for the 

participants meant both being available (i.e., being physically at work and part of the care 

delivered to the patient) and being present in the particular situation (i.e., having the time and 

space to ‘be there’ for the patient). With respect to physical presence, the national guidelines 

outline the responsibilities of the allocated contact person. They must ensure consistency in 

care delivery and strive to be directly involved in the care (IKAS, 2011, Brønlund, 2011). 

However, psychological expectations of the allocated contact person are not described in the 

national or local guidelines. The statements presented in Chapter 4, Section 4, In relation to 

‘Being there’ (presence), demonstrate that participants had a desire for the contact person to 

be psychologically present. The participants in the present study saw this aspect of the role as 

a natural part of the contact person´s work and service to them.  

 

The physical aspect of the contact person role can be improved through initiatives related to 

the logistics of staffing. When allocating contact persons to patients, to ensure contact persons 

are physically present for patients requires that work schedules are taken into consideration. 

Continuity is an issue in relation to the physical aspect of presence. As found by Martin (2010) 

staff continuity has the potential to give patients a sense of consistency and trust. The 

psychological aspect of the contact person role is more difficult to gain knowledge about and 

to improve. To be present in a particular situation with a patient is not something that can 
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simply ‘be learned’. However, some initiatives can be put in place to help nurses understand 

the potential for and the importance of being psychologically present for the patient. 

Initiatives related to time and space could make it possible for the contact person to be 

present when with a patient. Such initiatives must be rooted in and supported by the 

organisation. In particular, health professionals must be officially permitted to take time to ‘be 

with’ a single patient and to have undisturbed time when ‘being with’ a patient. The aspect of 

time in relation to having time with their contact person also emerged from the data. Kennedy 

(1999) found that the most important issue in relation to named nursing was that the nurse is 

identified by the patient and, furthermore, is allowed to spend the time needed with the 

patient, to enable the formation of a therapeutic relationship.  

 

A therapeutic relationship is a phenomenon which includes many characteristics and qualities, 

such as communication skills, empathy, the capacity to listen and is formed with the purpose 

of assisting the patient to solve his or her problems. Taylor (1994) argues that the notion 

‘therapeutic’ has changed in the transition towards contemporary nursing, meaning that the 

term ‘therapeutic’ is now used to refer to ‘caring’. Historically, the term ‘therapeutic’ has been 

used to refer to therapy; more recently the term has been related to nursing (Taylor, 1994). 

Qualities of the health professional within the therapeutic relationship have been described as 

having the courage to ‘see deeper’ in the situation with a patient as presented by Boyce 

(1994), the ability and desire to be present (Donna, 1999), the bravery to be there (Karl, 1992) 

and the capacity to give hope (Schroeder, 1998). Common to all of these descriptions is that 

they require emotions, skills and knowledge. Thus, a therapeutic relationship is more than 

‘being there’ – but ‘being there’ in a situation with a patient is an important part of a 

therapeutic relationship.  
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Karl (1992) advocates that for nurses (and others who care for people through the means of 

skillful human presence) the capacity to ‘be there’ fluctuates and he claims that sometimes 

nurses are more ‘there’, than at other times. The reason is that ‘being there’ is simply difficult, 

because it require emotional energy from the nurse involved. According to Karl (1992) a nurse 

can be caught in dilemmas of presence, settings, practice, outcome and morality. The same 

issues arose in the statements from the participants in the present study. As shown in Chapter 

4; Findings, the participants expressed their expectation of having time and place with their 

allocated contact person; specifically, that the contact person be present at work and available 

to them. Furthermore, they expected the contact person to be emotionally present / ’being 

there’, when they were with her. This is consistent with the dilemmas presented by Karl. He 

came to two conclusions: 

1. For even the most accomplished senior professional, the capacity to be there 

fluctuates. One has ‘good’ days and ‘not so good’ days. Being there basically 

means a spirited presence, an intunement with the situation and capacity to 

competently absorb, process, and act. This complex concept involves setting, role, 

presence, competence, continuum of acceptable performance, evaluation by 

participants and community. The capacity to be there is limited. One cannot do it 

all the time. 

2. The capacity to be there was consistently better under some conditions than 

others. How one orders one’s life affects one’s capacity to be there (Karl, 1992). 

Karl thus declares that to be there require attention to the whole situation and self-awareness 

about capacities and abilities along with presence. Thus being there in a situation with a 

patient requires initiative from the nurse – and from the organisation in which she works. The 

nurse must be aware of the patient’s expectation of presence. Furthermore, such awareness 

could help the contact person understand and appreciate the importance of how she is 
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perceived in the situation with a patient. If the contact person is aware that this is a specific 

expectation and need of patients, the likelihood of the nurse being more present in the 

situation with the patient will be greater.  

Even though the psychological aspect of the contact person role is not included in the national 

and local guidelines, knowledge of the need for mental presence from contact persons is not 

entirely new. As discussed in Chapter 2, Section 3, Literature review, this aspect of the contact 

person role is taken into consideration in several studies concerning concepts such as the 

named nurse, primary nurse and continuity of care. For example, (Baider and Sarell, 1974) 

refer to presence in their definition of the work of a primary care nurse. Specifically, they note 

that the primary nurse must be equipped to handle emotional issues that might arise for the 

patient and Mayer (1982) described the goal of the nurse’s direct involvement as being to 

establish a relationship with the patient. To establish a relationship must to some degree 

require ‘being present’ in the particular situation.  

 

5.2.1 Communication 

As described in Chapter 4, Section 5, Communication, communication about patients’ health 

history and information and guidance in relation to the operation and care pathway is an 

important part of an accelerated pathway. However, during the data analysis process the sub-

concept, ‘formal communication’ (guidance and information about what to expect), emerged 

as only one aspect of meeting with the contact person. Furthermore, interview participants 

expected part of the communication to be more personal and human rather than ‘simply 

about the pathway’. The participants expressed expectations of being talked WITH (in contrast 

to talked TO) and to have conversations of a more personal nature with their contact person. 

All participants expressed expectations of being able to talk with their contact person, if 

needed, about personal issues as well as circumstances in relation to their admission. This 
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requires the contact person to have highly developed communication skills in order to gain 

knowledge of a personal nature from and about patients, as well as skills in dealing with 

information they might be presented with. These skills are particularly important when the 

contact between the nurse and patient is brief, as is the case for accelerated pathways. 

 

Personal communication is grounded in trust and to gain patients’ trust in a short amount of 

time and in an unusual situation such as a hospitalisation, communication is an important skill. 

Communication is a skill that the contact person must have or gain through experience.  The 

participants communicated their expectation of developing a positive communicative 

relationship with the contact person. However, this ability to build interpersonal relationships 

is personal and is dependent on individual skills and willingness to engage. Currently the 

guidelines for nurses taking care of patients do not include guidance on developing a 

relationship with patients. Neither do they demand specific skills from the person who is the 

allocated contact person. The guidelines simply provide guidance on the formal information 

about which patients must be informed and the preparation that patients should receive 

(Lundholm, 2012, Svenstrup, 2011). Aspy and Roebuck (1979) identified the same need for a 

relationship between the care provider (nurse) and the patient and came to the conclusion 

that patients need a primary nurse to experience a closer relationship with their care provider. 

As discussed in Chapter 1, Section 2, Conceptual clarification, the primary nurse and the 

allocated contact person are conceptually equivalent roles. Aspy and Roebuck claimed that a 

closer relationship between patient and care provider was beneficial because the advice from 

the care provider was more personally relevant to the patient. The relevance is made possible 

through the development of a relationship, because the care provider comes to know the 

patient as an individual person. 
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During their education, nurses learn about communication and the theories of good 

communication. However, communication skills must also be developed through practice. 

Communication exercises and a general focus on communication could form a larger part of 

the professional development of staff within the Women´s Department. Such exercises could 

expand and improve the communication skills of staff and possibly enhance the 

communicative relationship with patients. Furthermore, if we want to develop and improve 

patients’ experience of being admitted to the Women´s Department, we need to seek their 

feedback by providing opportunities for them to communicate about their experience. This 

may include opportunities to provide written and verbal feedback. The Women’s Department 

could become proactive in seeking and eliciting feedback as part of the ongoing quality 

improvement cycle. A way to use the feedback in a constructive way is through reflection-in-

action, as presented by Donald Schön (Schön, 1983).  

 

The American educational researcher, Donald A. Schön (1931 – 1997), studied how, what he 

called the ‘reflective practitioner’, is acting and reflecting. In his book, “The Reflective 

Practitioner” (1983), Schön is critical of the linear way of thinking that underpins many 

educational programs. Schön argues that the technical rationality comes up short, when the 

talented and creative employee performs his or her duties in an almost artistic manner (Schön, 

1983). To Schön, thinking, reflection, action and learning are in close interaction. Each feature 

is not always easy to identify, and when one has to quickly provide an answer to a complex 

problem, one does not, according to Schön, operate with systematic consideration, but instead 

draws on a lot of singular insights (Smith, 2001). Schön comes to two conclusions: 

 The knowledge-in-action that is characteristic of a competent practitioner in the 

professional area, is not the same as the professional knowledge taught in schools. 
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 A competent professional often has the capacity to develop new knowledge-in-action 

by reflection-in-action. The sources to knowledge-in-action involves reflection-in-

action, and is not limited to the research which is developed in professional schools 

(Smith, 2001, Schön, 1983). 

 

Knowledge-in-action is based on: 

Expertise: The types of skills practitioners display in unique, uncertain and/or conflicting 

situations in practice.  

Intelligence: When someone does something in an intelligent way, they do one thing and not 

several things, because the intelligent way of ‘doing it’ comes naturally to them. The actions 

follow a particular approach or style – not a specific instruction. Intelligence in this context has 

nothing to do with intellect.  

Tacit knowledge: is our ability to assess. The processes of recognition and understanding are 

based on tacit knowledge. For example the ability to recognize faces and assess irregularities 

when performing one’s crafts (Schön, 1983, Smith, 2001).  

 

Knowledge-in-action refers to the forms of know-how we reveal in our intelligent, overt, 

observable actions such as riding a bike and rapid assessments of financial statements. It is 

what we do spontaneously, without being able to explain it in words. Knowledge-in-action is 

dynamic and the concepts used to describe knowledge-in-action are static, for example facts, 

procedures, rules and theories (Smith, 2001) 

 

Spontaneous knowledge-in-action normally helps one through the day. Sometimes it does not 

– and then one reacts with surprise.  One can ignore it in different ways – or reflect on it in a 

subsequent evaluation. In neither case will it affect the situation.  Reflection-in-action occurs 
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when one reflects in the middle of the situation and it is possible to use the reflection to 

reshape what one does as one does it.  A pattern of questions and responses can be described 

as moments of reflection-in-action, for example:   

 Begins with a situation which is faced with the purpose of using both spontaneity and 

experience.  

 Routine responses lead to an unexpected result that does not fit into the categories of 

knowledge-in-action – and it attracts our attention.   

  The surprise leads to reflection within the course of action.   

 Reflection-in-action has a critical function; it challenges the accepted fabric of our 

knowledge-in-action.   

 Reflection allows one to experiment on the spot. What distinguishes reflection-in-

action from other kinds of reflection is that it will affect the plan (Nielsen, 2010). 

Practitioners construct their practice situations – both in the export of professional expertise 

and professional competence. Our perceptions, judgments and beliefs are rooted in the reality 

we ourselves have created and accepted as reality. Schön (1983) hereby gives nurses 

(professional practitioners) the ability to learn in the situation, and to use the learned 

knowledge in the same situation. In relation to the allocated contact person programme and 

the themes presented from the statements of the participants, it opens up the possibility of 

evaluating – through reflection – during the meeting with the patient, in order to come to the 

best solution for both the patient and the nurse/allocated contact person. For example, one 

patient might need more information about the surgery than others, and by reflecting on her 

observations and the participant’s statements in the situation, the nurse can plan the 

conversation in order to fulfil the participant´s expectation and needs. The national and local 

guidelines concerned with the allocated contact person are based on what is considered 

necessary for the patient in general. If striving to live up to every patient’s expectation, the 
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allocated contact person must be willing to use reflection-in-action in order to meet the 

individual patient needs. An initiative to use reflection-in-action could be implemented in the 

department. If it were supported by management, daily reflection could be part of the nurses´ 

work and it could become officially permitted to take a few minutes to learn from each other 

about dealing with the situations with patients. For example, being observed by a colleague 

when talking to a patient could enable provision of constructive feedback about how one 

communicates and ideas could be shared to make the communication even better. 

 

5.2.2 Personality 

In relation to the theme, personality, a challenge for nurses is how to achieve a match between 

the contact person and the patient that enables the development of a productive and positive 

relationship. Not all people ‘connect’, and a positive connection is needed to establish such a 

relationship. Achieving an optimal contact person - patient match cannot be easily achieved 

through planning and other organizational initiatives. Still organizational initiatives must be 

driven by the leadership of the department to guarantee that the allocated contact person is 

physically present / at work during the patient’s admission. If the situation arises where, for 

example, lack of a ‘connection’ between the patient and the contact person exists, it should be 

acceptable for the contact person to bring this to the leader’s attention and request that 

another nurse be substituted in the contact person role. Similarly, it should be acceptable for a 

patient to request that another nurse take on the role as their contact person.  

 

Words and phrases like ‘lifeline’, ‘anchor’ and ‘link between the patient and the system’ were 

used by participants to describe the role of an allocated contact person. There is no doubt that 

a contact person has the potential to become a significant support for a patient during 

admission. The relationship between the contact person and patient, according to the study 
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findings, depends on interaction and ‘chemistry’ – and perhaps on how smooth the care 

pathway is for the patient (which, in turn, may be a function of the contact person’s skills). All 

participants reported having a good experience with their hospitalisation. It is possible the 

study findings would have been different if their experience had been different. For example, a 

patient who is satisfied with the result of surgery may have different (less intense) needs when 

compared with a patient who is not happy with the outcome of their surgery. One of the study 

participants was not satisfied with her experience of the allocated contact person programme, 

and this was reportedly due to personality differences. This finding highlighted the importance 

of personality to the relationship between patient and contact person. 

 

In relation to the length of hospitalisation and the allocated contact person programme, 

Kennedy (1999) claimed that a similar program could not be implemented in a peri-operative 

setting due to the patient’s length of stay in the department. The DQM does not, as presented 

in Chapter 1, Section 3; Background, distinguish between short- or long-term admissions when 

stating the requirements of an allocated contact person programme. The participants were 

asked if they were expecting to be allocated a contact person and if the person had had an 

impact on their experience. The responses differed to a large degree. Two of the participants 

did not expect to be allocated a contact person, three did, and one had not thought about it. 

Three of the participants were glad to have had a contact person even though it had been a 

short admission and two did not feel it had made any difference. Finally, one participant had 

had an ‘unhappy’ experience with the person she had been allocated; however, she perceived 

the initiative could have made a difference to her had she not been allocated that specific 

person as a contact person. Common to all participants was that if a contact person was 

allocated, they expected to see her – even though they might have only been hospitalised for 

two or three days. All in all, it seems that it was not the length of stay that was important to 
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participants when evaluating the allocated contact person programme. It was the 

presence/‘being there’ of the contact person, the communication, and the personal contact 

that were important to them. However, the findings indicate that the structure of the 

programme and how it is organised in the department, along with the behaviour and actions 

of the contact person, are important to women. 

 

5.3 Limitations of the research 

The present study was designed to explore patients’ values with respect to their relationship 

with contact persons within the Women’s Department of the Regional Hospital in Viborg, 

Denmark. Furthermore, the study was designed to elucidate and expand on the existing 

understanding of patients’ perspectives on the benefit of a contact person during admission. 

The study sample size was small. A larger sample may have elicited more varied views from 

former patients which could have (1) provided further depth to the themes that were 

identified and (2) revealed additional themes. The study findings indicate that ‘being there’ 

(presence) is important to patients. It would have been beneficial to ask the participants more 

in-depth questions about the notion of presence and what staff could do – both individually 

and as a department – to meet patients' wishes concerning the need for presence of the 

contact person. Similarly, in relation to the theme, communication, additional probing 

questions to elicit a deeper understanding of communication needs would have strengthened 

the study findings. More in-depth questions about written and verbal information and 

communication could have been asked during the interviews. Possible benefits of such 

knowledge could be a more tangible understanding of the patients’ needs. In addition, 

personality emerged as an important theme for participants. In the interviews no specific 

questions were asked in relation to this theme. Exploratory questions to acquire a deeper 
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understanding of this issue may have provided a more comprehensive knowledge of the values 

and needs of women with respect to the interpersonal relationship they develop with the 

contact person. The potential for ethical dilemmas in relation to the choice of contact person 

emerged during data analysis. Such dilemmas were an unexpected finding of this inquiry. Thus, 

questions in relation to this theme were not specifically asked during the interviews. Inclusion 

of questions to explore this issue may have enhanced the study findings. Additionally, 

exploration of the extent to which the participants’ hospitalisations had a positive outcome for 

them and wether readmission had been necessary, may have provided useful knowledge in 

relation to health outcomes.  

 

5.4 Future needs for investigation. 

As presented in Chapter 1, Section 3, Background, the local guidelines concerned with the 

allocated contact person state that patients admitted to the Women´s Department are to be 

allocated a contact person. How to develop capacity for improving patients’ experience of an 

admission to the Department, and how best to elicit knowledge of patient satisfaction with the 

service, requires further investigation. As health services become more and more 

standardized, an emphasis on the importance of patient centred care, with staff treating the 

patient as a unique individual, and where individual patient´s needs, expectations, resources 

and life / health situation will come into focus. Therefore, it is important that we seek to 

understand patients´ actual experiences as a basis for continuous quality improvement – with 

high satisfaction among our patients as the ultimate goal. The NSPE provides information 

about what aspects of their care patients assess as positive and what can be improved. 

Quantitative data such as that generated by the NSPE provides an insight into perceptions of 

care and can reveal possible areas for improvement in individual departments and / or in 
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hospitals. But in the future, the quantitative data and results cannot stand alone if the desire is 

to improve patients´ experience. Use of qualitative data collection approaches (i.e., as used in 

the present study) in order to get an in-depth knowledge of patients´ experiences can 

complement the quantitative data and provide a deeper insight into the perceptions of 

patients in regard to the benefits and weaknesses of the contact person programme.  

Furthermore, research exploring the dilemmas experienced as a result of poor interpersonal 

relationships between nurse/contact person and patient and recommendations for how such 

situations should best be handled in practice would be beneficial. Further work is needed to 

establish processes for including the personal requirements of, and evaluations/feedback 

from, the patient in daily work within the department, and for managing the work schedules in 

the planning process. 
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CHAPTER 6 

CONCLUSION 

6.1 Conclusion 

The broad aim of this study was to explore the extent to which the allocated contact 

person programme met the expectations of patients. In particular, the study was designed to 

explore which aspects of the relationship with the allocated contact person matter to patients. 

All three themes, ‘being there’ (presence), communication and personality, were found to 

influence how participants experienced being allocated a contact person during their 

admission to the Women´s Department in Viborg. The allocated contact person programme 

was initially implemented to ensure continuity and improve quality, as presented in Chapter 1, 

Section 1, Introduction. Consistent with the findings of this study, other studies have found 

that patients’ experiences and perceptions of continuity in relation to health care personnel 

are linked (Martin, 2010, Morgen, 2007). The study findings revealed that it is important to 

patients that they meet with and experience involvement from their contact person. 

Furthermore, it is important that the contact between them is positive and personal.  

Local statistical data shows that patients admitted to The Women´s Department in Viborg are 

routinely allocated a health care contact person. The present study reveals that the issue of a 

health care contact person concerns more than simply allocation. In other words, it is clearly 

easier to name than to honour the intention of the contact person initiative. In this context it is 

essential to keep in mind that the participants reported they were satisfied with their overall 

admission. This finding is consistent with the results of the NSPE; patients who were admitted 

to The Women´s Department in Viborg were satisfied with the contact person programme. 

Thus, the allocated contact person programme appears to have achieved its intended purpose. 
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However, this does not mean that the service cannot be further optimized. Future challenges 

for the Department and their management and staff appear to include: 

1. Ensuring that patients are aware that a contact person has been allocated and are provided 

with information about the programme. 

2. Providing more thorough training of employees in relation to the task and challenge of being 

a contact person. 

3. Organizing work routines within the department, so that the contact person is able to 

perform the function of a contact person.  

 

The question examined in the present study was: 

 “Does having a contact person make a difference to patients during admission?” 

The answer is: “It has the potential to make a difference”. The allocated contact person 

programme has potential to be positive and beneficial to patients. The greatest challenge is to 

become wiser about patients’ desires, expectations and experiences. To address this challenge 

staff must understand the need for, be motivated to, and skilled in facilitation of, good 

communication with patients to elicit individual needs. This is a prerequisite for honouring the 

real intentions of the allocated contact person programme, rather than superficially achieving 

the programme’s intent ‘by name’ (i.e., the simple act of allocating a contact person).   

The present study showed that five of the six participants had had a positive experience with 

the allocated contact person programme during their admission. Two participants did not 

expect to be allocated a contact person and three were glad to have had one, despite the short 

time of admission. In general, when allocated a contact person, patients expect a positive, 
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supportive relationship with the allocated contact person. If the person allocated as a contact 

person is capable of establishing a good and positive relationship with the patient - having a 

contact person has potential to make a difference to patients during admission. 
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Appendix I 

The themes and standards in The Danish Quality Model (DQM) 

 

The entire documents can be retrieved in English on: 

 http://www.ikas.dk/IKAS/English/Print-and-download.aspx 

 

Management  

1.1.1 Business mission (1/6)  

1.1.2 Management principles (2/6)  

1.1.3 Planning and operations (3/6)  

1.1.4 Financial management (4/6)  

1.1.5 Data safety and confidentiality (5/6)  

1.1.6 The institution’s buildings, supplies and other facilities (6/6)  

Quality- and risk management  

1.2.1 Quality policy (1/10)  

1.2.2 Quality organisation (2/10)  

1.2.3 Documentation and monitoring of quality and patient safety (3/10)  

1.2.4 Quality improvement (4/10)  

1.2.5 Use of clinical guidelines (5/10)  

1.2.6 Risk management (6/10)  

1.2.7 Patient identification (7/10)  

1.2.8 Reporting and follow-up of adverse events (8/10)  

1.2.9 Care of patients, relatives and staff after an adverse event (9/10)  

1.2.10 Patient complaints and patient insurance matters (10/10)  

Documentation and data management  

1.3.1 Document management (1/4 

http://www.ikas.dk/IKAS/English/Print-and-download.aspx
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1.3.2 Patient health record (2/4)  

1.3.3 Consistency and recognisability (3/4)  

1.3.4 Allergy and intolerance (4/4)  

Employment, work planning and competence development  

1.4.1 Employment of staff (1/5)  

1.4.2 Employment of senior hospital physicians (2/5)  

1.4.3 Intoduction of new staff (3/5)  

1.4.4 Work planning(4/5)  

1.4.5 Training and competence development (5/5)  

Hygiene  

1.5.1 Hygiene policy (1/5)  

1.5.2 Hygiene organisation (2/5)  

1.5.3 Documentation and monitoring of nosocomial infections (3/5)  

1.5.4 Procedures and work routines in the re-use of medical equipment, textiles and materials 

(4/5) 

1.5.5 Hand hygiene (5/5)  

Preparedness and supplies  

1.6.1 Emergency plan (1/2)  

1.6.2 The institution’s critical, patient-related technical supplies (2/2)  

Equipment and technology  

1.7.1 Acquisition and implementation of devices for clinical use (1/3)  

1.7.2 Handling of equipment for clinical use (2/3)  

1.7.3 Maintenance, repair and phasing-out of equipment for clinical use (3/3)  

Patient involvement  

2.1.1 Informed consent to treatment (1/4)  

2.1.2 The patient’s involvement in decisions concerning treatment (2/4)  

2.1.3 Involvement of relatives in treatment of patients (3/4)  
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2.1.4 Religious and cultural support to patients (4/4)  

Patient information and communication  

2.2.1 Important talks with the patient (1/2)  

2.2.2 Written information during the course of treatment (2/2)  

Coordination and continuity  

2.3.1 Integrated care pathway (1/3) 

2.3.2 Health professional contact person (2/3)  

2.3.3 Responsibility for the pathway of patients with a chronic disease (3/3)  

Referral  

2.4.1 Referrals (1/1) 

Triage 

2.5.1 Triage of acute patients to correct unit (1/2) 

2.5.2 Patient appointments for examination and treatment (2/2) 

Admission 

2.6.1 Emergency admissions (1/2)  

2.6.2 Admission of elective referred patients (2/2) 

Assessment and planning  

2.7.1 Treatment plan in somatic care (1/5)  

2.7.2 Treatment plan in psychiatry (2/5)  

2.7.3 Detention and use of other coercion in psychiatry (3/5)  

2.7.4 Assessment of suicide risk (4/5)  

2.7.5 Pain assessment and treatment (5/5) 

Diagnosis  

2.8.1 Planning of clinical investigations (1/6)  

2.8.2 Requisition of and sampling for diagnostic analyses (2/6)  

2.8.3 Laboratory services (3/6)  
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2.8.4 Imaging services (4/6)  

2.8.5 Procedures performed outside diagnostic unit (5/6)  

2.8.6 Timely reaction to test results (6/6)  

Medication  

2.9.1 Prescription of medicine (1/6)  

2.9.2 Dispensing of medicines (2/6)  

2.9.3 Administration of medicines (3/6) 

2.9.4 Medicine reconciliation (4/6)  

2.9.5 Storage of medicines (5/6)  

2.9.6 Medicines for emergency situations (6/6)  

Observation  

2.10.1 Observation and follow-up on critical observation results (1/2) 

2.10.2 Sedation of patient in connection with invasive procedures without the involvement of 

anaesthesia 

staff (2/2)  

Invasive treatment 

2.11.1 Assessment prior to invasive treatment under anaesthesia (1/4)  

2.11.2 Patient’s stay in the recovery room (2/4)  

2.11.3 Prevention of surgical confusions (3/4)  

2.11.4 Counting and check of material used in connection with surgical and other invasive 

procedures 

(4/4)  

Intensive care 

2.12.1 Access to services in intensive care unit (1/2)  

2.12.2 Treatment in the intensive care unit (2/2)  

Resuscitation  

2.13.1 Treatment of cardiac arrest (1/1)  
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Nutrition 

2.14.1 Nutritional screening (1/2)  

2.14.2 Nutrition plan and follow-up (2/2)  

Rehabilitation  

2.15.1 Rehabilitation (1/1) 

Prevention and health promotion  

2.16.1 Policies for prevention and health promotion (1/4)  

2.16.2 Identification of health-related risk (2/4)  

2.16.3 Intervention towards patients with a health risk (3/4) 

2.16.4 Training of patients with a chronic disease (4/4) 

Transfer  

2.17.1 Agreements on collaboration with the primary sector (1/4)  

2.17.2 Information to general practitioner on discharge of patient (2/4) 

2.17.3 Information to municipality on the discharge of a patient from the institution (3/4) 

2.17.4 Information on the transfer between units and institutions (4/4) 

Patient transport  

2.18.1 Patient transport with healthcare professional escort (1/1)  

At the end of life 

2.19.1 Palliative care of the incurably ill patient and care for the patient’s relatives (1/2)  

2.19.2 Care of the deceased patient (2/2) 

Apoplexy 

3.1.1 Apoplexy (1/1) 

Breast cancer  

3.2.1 Breast cancer (1/1) 

Diabetes  

3.3.1 Diabetes (1/1) 
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Pregnancy, delivery and child birth  

3.4.1 Pregnancy (1/3)  

3.4.2 Delivery (2/3)  

3.4.3 Child birth (3/3) 

Cardiac insufficiency 

3.5.1 Cardiac insufficiency (1/1) 

Femoral fractures  

3.6.1 Femoralfractures (1/1) 

Chronic obstructive pulmonary disease 

3.7.1 Chronic obstructive pulmonary disease (1/1) 

Lung cancer  

3.8.1 Lung cancer (1/1) 

Gastric ulcer 

3.9.1 Acute bleeding gastric ulcer (1/2) 

3.9.2 Perforation of gastric ulcer (2/2)  

Schizophrenia  

3.10.1 Adults with schizophrenia (1/2)  

3.10.2 Children and adolescents with schizophrenia (2/2) 

Colorectal cancer 

3.11.1 Colorectal cancer (1/1) 
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Appendix II 

2.3.2 Sundhedsfaglig kontakt person. (The local guideline concerning the allocated 

health care contact person. The guideline is in Danish.) 
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Appendix III 

Hits on search 

 

 

Searched conducted on the 14 of June 2011 had the following results:  

 Primary nursing: 20992 hits on PubMed and 1223 hits on CINAHL.  

 Named nurse/nursing: 336/433 hits on PubMed and 62/10 when searching CINAHL 

with the same MeSH terms. 

 Patient-centered care: 10128 hits (PubMed) and 7889 hits (CINAHL).  

 Continuity /Continuity of care: 29592 /15978 hits on PubMed and 9576/1553 hits on 

CINAHL.  
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Appendix IV 

Interview-guide English 

 

 

Interview guide: 

Participants will be asked questions in relation to the allocated contact person. 

The questions relate to three areas:  

1) Knowledge about the allocated contact person. 

2) Experience of participation from the allocated contact person. 

3) The importance of the allocated contact person to the patient during hospitalization. 

 

Research questions:     Interview questions: 

The experience of admission at the 
Women´s department 

 Try to describe your experience of 
hospitalization at the Women´s 
department. 

 What do you remember as good/not so 
good issues? 

 Could anything have been better 
/different? 

 What do you remember as being 
important to you, when you were 
hospitalized at the Women´s 
department? 

 Name a couple of things/issues that you 
think the staff/department should 
always keep in mind, when having 
patients admitted. 

What is the patient´s knowledge of the 
allocated contact person programme? 

 What do you know about the term; “ 
allocated contact person”? 

 Do you know if you had an allocated 
contact person during your 
hospitalization? 

o If yes: 
 Do you know who it 

was? 
 Was she a part of the 

care delivered to you 
during your 
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hospitalization? 
 Did she provide you with 

the answers you 
needed? 

What is the patient´s experience of the 
allocated contact person programme? 

 Try to describe how you perceived the 
role of the allocated contact person. 

 Was it an advantage to have an allocated 
contact person? 

 What was the most important factor in 
having an allocated contact person? 

Did the patient have any expectation 
to/about the allocated contact person? 

 Did you expect to be allocated a contact 
person? 

 What expectation did you have of the 
person? 

 Did the experience live up to your 
expectation? 

Does the allocated contact person 
programme affect the patient´s experience 
of being hospitalized? 

 In your experience were you listened to 
and understood? 

 In your experience did the contact 
person have an understanding of your 
situation and pathway? 

 Did it make a difference for you to have 
an allocated contact person? 

Did the allocated contact person 
programme affect the quality of the 
patient’s experience during 
hospitalization? 

 Do you feel there was a relationship 
between the allocated contact person 
and the quality of your experience of the 
nursing care? 

 Did the contact person have an impact 
on your care pathway? 

 How would you describe the nursing 
care during your hospitalization? 

 Was it important to you to have an 
allocated contact person? 

o Why? (in both yes and no) 
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Appendix V 

Interview-guide Danish 

 

 

Interview guide: 

Deltagere vil blive stillet spørgsmål i relation til deres indlæggelse og sundhedsfaglig 

kontaktperson. 

Spørgsmålene relaterer sig til 3 områder:  

4) Viden om sundhedsfaglig kontaktperson 

5) Oplevelse af hvordan/i hvilet omfang den sundhedsfaglige kontaktperson har deltaget 

i plejen. 

6) Betydningen af en sundhedsfaglig kontaktperson under indlæggelsen. 

Forskningsspørgsmål:     Interview spørgsmål: 

Generel oplevelse er indlæggelsen på 
kvindeafdelingen 

 Beskriv din oplevelse af, at have været 
indlagt på Kvindeafdelingen 

 Hvad husker du som gode/ikke gode 
ting? 

 Kunne noget have været 
bedre/anderledes? 

 Hvad husker du som de vigtigste 
ting/forhold fra din indlæggelse på 
Kvindeafdelingen? 

 Nævn nogle få ting/forhold som du 
synes, personalet altid skal tænke over, 
når de tager sig af patienter indlagt i 
Kvindeafdelingen. 

Hvad er patienternes viden om (en) 
sundhedsfaglig kontaktperson? 

 Har du hørt om afdelingens 
kontaktpersons ordning? 

 Ved du om du har haft en sundhedsfaglig 
kontaktperson under din indlæggelse på 
Kvindeafdelingen? 

o Hvis ja: 
 Ved du hvem det var? 
 Var personen én af dem 

der deltog i plejen af 
dig? 

 Sørgede hun for du fik 
de svar/den viden du 
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havde brug for? 

Hvad er patientens erfaring med/oplevelse 
af sundhedsfaglig kontaktperson? 

 Hvis du tænker på din egen 
situation/oplevelse som indlagt – hvad 
ville så efter din erfaring/mening være 
en kontaktpersons vigtigste opgave? 

 Prøv at beskrive hvad du forventer af en 
sundhedsfaglig kontaktperson? 

 Var det/kan det være en fordel at have 
en sundhedsfaglig kontaktperson? 

 Hvad var den vigtigste factor ved at have 
en sundhedsfaglig kontaktperson under 
indlæggelsen? 

Havde patienten nogen forventninger 
til/om sundhedsfaglig kontaktperson? 

 Forventede du at få en sundhedsfaglig 
kontaktperson? 

 Hvilke forventninger havde du til 
personen? 

 Levede din oplevelse af den 
sundhedsfaglige kontaktperson, op til 
dine forventninger? 

Havde tildeling af en sundhedsfaglig 
kontaktperson nogen påvirkning af 
patientens oplevelse med at være indlagt? 

 Oplevede du at blive lyttet til og 
forstået? 

 Oplevede du at den sundhedsfaglige 
kontaktperson var bekendt med din 
situation og dit forløb? 

 Gjorde det en forskel for dig at have en 
sundhedsfaglig kontaktperson? 

Havde tildeling af en sundhedsfaglig 
kontaktperson nogen påvirkning på 
patientens oplevelse af kvaliteten under 
indlæggelsen? 

 Føler du der er en sammenhæng mellem 
tildeling af en sundhedsfaglig 
kontaktperson og din generelle 
oplevelse af kvaliteten i sygeplejen 
under din indlæggelse? 

 Gjorde den sundhedsfaglige 
kontaktperson en forskel på/id it forløb? 

 Hvordan vil du beskrive sygeplejen under 
din indlæggelse? 

 Var det vigtigt for dig at have en 
sundhedsfaglig kontaktperson? 

o Hvorfor? (ved bade ja og nej) 
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Appendix VI 

Plain Language Statement and consent form 

 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:   Participants  
 
 

Plain Language Statement  

Date: August 2011 

Full Project Title: Does having a contact person make a difference to patients? 

Principal Researcher: Dr Alison Hutchinson  

Student Researcher: Ms Malene Alstrup 

Associate Researcher(s): Dr Kirsten Beedholm 

 

 

This Plain Language Statement and Consent Form are 5 pages long. Please make sure 

you have all the pages. 

 

1. Your Consent 

You are invited to take part in this research project. 

This Plain Language Statement contains detailed information about the research 

project. Its purpose is to explain to you as openly and clearly as possible all the 

procedures involved in this project so that you can make a fully informed decision 

about whether you are going to participate.  

 

Please read this Plain Language Statement carefully. Feel free to ask questions about 

any information in the document. You may also wish to discuss the project with a 

relative or friend or your local health worker. Feel free to do this. 
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Once you understand what the project is about and if you agree to take part in it, you 

will be asked to sign the Consent Form. By signing the Consent Form, you indicate that 

you understand the information and that you give your consent to participate in the 

research project. 

 

You will be given a copy of the Plain Language Statement and Consent Form to keep as 

a record. 

 

2. Purpose and Background 

The purpose of this study is to explore women’s perceptions about the value of a 

healthcare contact person during their hospitalisation. The idea of patients having a 

healthcare contact person to ensure continuity and improve quality and patient safety 

is not new. Since the 80s there has been greater emphasis on treating the patient as an 

individual and approaches to care that promote a patient centred approach have 

increased in popularity. In Denmark, the healthcare contact person programme was 

made into law in 2008. While a large proportion of women admitted to the Women’s 

Department are aware that they were allocated a contact person for their 

hospitalisation, many report that they did not receive care from the respective contact 

person. Despite this, high levels of satisfaction with hospitalisation are reported. The 

role of the healthcare contact person program in supporting high quality care has not 

been explored from the patient perspective and this study aims to obtain this 

knowledge. 

 

You are invited to participate in this research because you have been a recent patient 

of the Women’s Department of the Regional Hospital, Viborg.  To gain an 

understanding of women’s perspectives the allocated contact person program we will 

conduct interviews with women for up to one hour. Interviews will take place at a time 

and in a place that is convenient to you. You will be asked questions about your 

experience of hospitalization and the allocated contact person programme. 

 

3. Funding 

This research is not funded by any organisation. 
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4 Procedures 

Participation in this project will involve face-to-face interviews. The researcher will 

interview you on one occasion for up to one hour. The interviews will be conducted at 

a place that is convenient for you and the interviews will be audio-recorded. 

 

You will be invited to participate in this study only once you have had all your 

questions answered to your satisfaction. If you agree to participate you will be asked 

to sign a consent form. 

 

5. Possible Benefits 

We do not anticipate any immediate benefits for participants other than having the 

opportunity to talk about their experience. The findings of this research, however, may 

benefit future patients because the results may be used to guide development of the 

allocated contact person program offered by the Women’s Department. In particular, 

this research will provide knowledge about patients’ needs in relation to care delivery 

and the nurse-patient relationship during admission. Knowledge about how patients 

value the services of an allocated contact person is necessary to ensure the program is 

tailored to meet the expectations of patients.  

 

6. Possible Risks 

There are no anticipated risks of participating in this study. Participation is voluntary 

and if the interview causes you any distress it can be stopped at any time. If you decide 

you would like to withdraw from the study you are free to do so at any time without 

any penalty. 

 

7. Privacy, Confidentiality and Disclosure of Information 

Any information obtained in connection with this project and that can identify you will 

remain confidential. It will only be disclosed with permission, subject to legal 

requirements. If you give your permission by signing the Consent Form, we plan to 

publish the results of this study in relevant journals and to present the results at 

conferences. No information that could identify you will be used in these papers or 

presentations. 
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Confidentiality will be assured by storing your contact details in a locked cabinet at the 

Faculty of Health Sciences, VIA University College, Viborg, Denmark. All audio 

recordings will be stored electronically on a secure server at the VIA University College. 

Codes instead of participants’ names will be used on transcripts, research reports and 

publications. Electronic data will be password protected and only the research team 

will have access to the data. Audio recordings will be stored separately from consent 

and contact details. The data will be destroyed after 6 years in accordance with Deakin 

University’s guidelines.  

 

8.  Results of the Project 

This study will form the basis of a thesis written by Malene Alstrup as part of the 
requirements for a Masters of Nursing at Deakin University, Australia in cooperation 
with the Faculty of Health Sciences, VIA University College, Viborg, Denmark. The final 
thesis will be made publicly available in Denmark (in English). 
 
 
9. Participation is Voluntary 

Participation in any research project is voluntary. If you do not wish to take part you 

are not obliged to. If you decide to take part and later change your mind, you are free 

to withdraw from the project at any stage without any penalty. Any information 

obtained from you to date will not be used. Your decision about whether to take part 

or to take part and then withdraw, will not affect your relationship with Deakin 

University or VIA University College or the Regional Hospital, Viborg.  

Before you make your decision, a member of the research team will be available to 

answer any questions you have about the research project. You can ask for any 

information you want. Sign the Consent Form only after you have had a chance to ask 

your questions and have received satisfactory answers. 

If you decide to withdraw from this project, please notify a member of the research 

team or complete and return the Revocation of Consent Form attached.  

 

10 Ethical Guidelines 
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This project will be carried out according to the National Statement on Ethical Conduct 

in Human Research (2007) produced by the National Health and Medical Research 

Council of Australia. This statement has been developed to protect the interests of 

people who agree to participate in human research studies. The ethics aspects of this 

research project have been approved by the Human Research Ethics Committee of 

Deakin University. 

 

11. Complaints 

If you have any complaints about any aspect of the project, the way it is being 

conducted or any questions about your rights as a research participant, then you may 

contact:   

 

The Manager, Office of Research Integrity, Deakin University, 221 Burwood Highway, 

Burwood Victoria 3125, Telephone: 9251 7129, Facsimile: 9244 6581; research-

ethics@deakin.edu.au 

Or: 

Associate Professor Dr. Birte Hedegaard Larsen,  

Centre of Nursing Research,  

Heibergs Allé 2, 4th floor.  

8800 Viborg.  

Telephone: 78441373  

email: bhla@viauc.dk 

 

Please quote project number [201X-XXX]. 

 

 

12. Reimbursement for your costs 

You will not be paid for your participation in this project. 

 

 

13.  Further Information 

mailto:research-ethics@deakin.edu.au
mailto:research-ethics@deakin.edu.au
mailto:bhla@viauc.dk
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If you require further information, wish to withdraw your participation or if you have 

any problems concerning this project, you can contact the principal researcher or the 

researchers responsible for the project: 

 

Dr Alison Hutchinson 

School of Nursing and Midwifery 

Faculty of Health 

Deakin University 

Burwood, Victoria, 3125, Australia 

Email: alison.hutchinson@deakin.edu.au 

Telephone: +61-3-9244-6446 

Fax: +61-3-9244-6159 

 

 

Dr. Kirsten Beedholm Poulsen 

Department of Nursing 

School of Public Health 

Aarhus University 

Hoegh-Guldbergs Gade 6A,  

8000 Aarhus, Denmark 

Email: kbe@sygeplejevid.au.dk  

Telephone: +45 89424856 

Fax: +45 89425500 

Malene Hangaard Alstrup 
Women´s Department, Regional Hospital in Viborg. 
Heibergs Allé 4 
8800 Viborg  
Email: Malene.Alstrup@Viborg.rm.dk 

https://services.exchange.deakin.edu.au/owa/redir.aspx?C=ca03e39d9c3947f19a01d33114868c41&URL=mailto%3akbe%40sygeplejevid.au.dk
mailto:Malene.Alstrup@Viborg.rm.dk
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TO:  Participants 
 

Consent Form 

Date: August 2011 

Full Project Title: Does having a contact person make a difference to patients? 

Principal Researcher: Dr Alison Hutchinson  

Student Researcher: Ms Malene Alstrup 

Associate Researcher(s): Dr Kirsten Beedholm 

Reference Number: 

 

 

I have read, or have had read to me in my first language, and I understand the 
attached Plain Language Statement. 

I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  

I have been given a copy of the Plain Language Statement and Consent Form to keep. 

I consent to the audio recording of the interview. 

 

The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   

 

 

Participant’s Name (printed) : ……………………................……………………………………………… 

 

Signature ……………………………………………………… Date  ………………………… 

 

Malene Hangaard Alstrup 
Women´s Department, Regional Hospital in Viborg. 
Heibergs Allé 4 



Master thesis 

Malene Hangaard Alstrup 

 

110 
 

8800 Viborg  
Email: Malene.Alstrup@Viborg.rm.dk 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

mailto:Malene.Alstrup@Viborg.rm.dk
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Appendix VII 

Plain Language Statement and consent form in Danish 

      

   

 
 
Til: Deltagere 
 
 

Patientinformation 

Dato: August 2011 

Projektets fulde titel: Does having a contact person make a difference to patients? 

  Hvilken betydning har det for patienter at have en kontaktperson under 
indlæggelse?  

Lektor, Ph.D:   Dr Alison Hutchinson  

Masterstuderende: Ms Malene Alstrup 

Adjunkt, Ph.D:  Dr Kirsten Beedholm 

 

 

Dette dokument og samtykkeerklæring er 6 sider lang. Tjek venligst at du har fået alle 

sider. 

 

1. Dit samtykke 

Du er inviteret til at deltage i et forskningsprojekt om betydningen af at have en 

kontaktperson under indlæggelse på et sygehus. 

Dette dokument indeholder detaljerede oplysninger om forskningsprojektet. Formålet 
er at informere dig om projektet, og hvad det indebærer for dig at deltage, så du kan 
foretage en fuldt informeret beslutning om, hvorvidt du vil deltage. 

Læs venligst erklæringen omhyggeligt. Du er velkommen til at stille spørgsmål om alle 
oplysningerne i dokumentet. Du er også velkommen til at diskutere din deltagelse i 
projektet med en slægtning, en ven eller din lokale sundhedsperson, hvis du ønsker 
det.  
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Hvis du accepterer at deltage, bedes du underskrive samtykkeerklæringen. Hermed 
angiver du, at du har forstået den information du har fået, og at du giver dit samtykke 
til at deltage i forskningsprojektet. 

 

Du vil modtage en kopi af denne samt at samtykkeerklæringen. 

 

2. Formål og baggrund 

Formålet med projekt et er at undersøge hvordan patienter, der har været indlagt på 

Kvindeafdelingen ved Regionshospitalet i Viborg, vurderer værdien af at have en 

kontaktperson under deres indlæggelse. Kontaktpersonsordningen er en del af 

indlæggelse på et sygehus, og der er behov for at undersøge patienternes oplevelse af 

ordningen. Du er inviteret til at deltage i projektet, fordi du for nyligt har været indlagt 

på Kvindeafdelingen ved Regionshospitalet Viborg. 

  

 

3. Finansiering 

Dette projekt er ikke finansieret af nogen organisation. 

4 Procedurer 

Din deltagelse i projektet vil bestå i, at du stiller dig til rådighed for et interview om din 

oplevelse af at være indlagt på Kvindeafdelingen i Viborg. Interviewet vil vare omkring 

en time og vil foregå på et sted og et tidspunkt, som er bekvemt for dig. Interviewet vil 

blive optaget og senere analyseret sammen med de øvrige interview, som indgår i 

projektet. 

 

5. Mulige fordele 

Vi forventer ikke, at du vil have nogen umiddelbare fordele ved at deltage i projektet, 

bortset fra at du får mulighed for at fortælle om dine erfaringer. Projektets resultat 

kan dog få betydning for fremtidige patienter, fordi resultaterne kan bruges til styrke 

udviklingen af kontaktpersonens rolle og funktion i Kvindeafdelingen på 

Regionshospitalet Viborg. I særdeleshed vil undersøgelsen give viden om patienterne 

behov i forhold til behandlingssystemet og forholdet mellem patient og sygeplejerske 

under indlæggelsen. En sådan viden om, hvordan patienterne oplever og værdisætter 
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ydelser fra en tildelt kontaktperson, er nødvendige for at sikre, at funktionen er 

skræddersyet til at imødekomme patienternes forventninger. 

 

6. Mulige risici 

Der er ingen forventede risici ved at deltage i dette projekt. Deltagelse er frivillig, og du 

kan afbryde interviewet når som helst. Hvis du senere beslutter at trække dig fra at 

deltage, er du fri til at gøre dette på et hvilket som helst tidspunkt frem til 

publiceringen af resultaterne, uden nogen form for konsekvenser for dig. 

 

7. Beskyttelse af personlige oplysninger, tavshedspligt og videregivelse af 

oplysninger. 

Oplysninger indhentet i forbindelse med dette projekt, som kan identificere dig, vil 

forblive fortrolige. Resultatet af undersøgelsen offentliggøres i relevante tidsskrifter 

samt på konferencer og i relevante faglige fora. Ingen oplysninger, der kan identificere 

dig, vil blive brugt i disse papirer og præsentationer. 

Alle personlige oplysninger vil blive behandlet og opbevaret fortroligt. Dette sikres ved 

at alle kontaktoplysninger opbevares i et aflåst skab på VIA University College i Viborg, 

Danmark. I stedet for deltagernes navne, vil der blive anvendt koder i udskrifter, 

rapporter og publikationer.  

Alle lydoptagelser bliver lagret elektronisk på en sikker server på VIA University College 

i Viborg, Danmark. Lydoptagelserne vil blive opbevaret adskilt fra samtykke og 

kontaktoplysninger. 

Elektroniske data vil blive beskyttet med adgangskode og kun forskerholdet vil have 

adgang til disse. 

Al data vil blive destrueret efter 6 år i overensstemmelse med retningslinjerne fra 

Deakin Universitetet i Melbourne, Australien. 

8.  Resultater 

Undersøgelsen vil danne grundlag for en afhandling skrevet af Malene Hangaard 

Alstrup, som en del af kravene til en Masters of Nursing, Science ved Deakin 

Universitetet i Melbourne, Australien i samarbejde med Det sundhedsfaglige Fakultet, 

VIA University College i Viborg, Danmark. Den afsluttende afhandling vil blive gjort 

offentligt tilgængelig i Danmark (på engelsk). 



Master thesis 

Malene Hangaard Alstrup 

 

114 
 

 
9. Deltagelse er frivillig 

Deltagelse i et forskningsprojekt er frivillig. Du er ikke forpligtet til at deltage, hvis du 

ikke ønsker det.  Hvis du beslutter at deltage og senere skifter mening, er du 

velkommen til at trække dig ud af projektet, på et hvilket som helst tidspunkt  

Hvis du beslutter at trække dig fra dette projekt, bedes du meddele et medlem af 

forskerholdet det, eller udfylde og returnere ”Tilbagekaldelse af samtykke”-skemaet 

(vedlagt) 

10 Etiske retningslinjer 

Projektet vil blive udført i henhold til ”National erklæring og etisk adfærd i Human 

Research” (2007), produceret af The National Health and Medical Research Council i 

Australien. Denne erklæring er blevet udviklet til at beskytte interesserne for personer, 

der indvilliger i at deltage i menneskelige forskningsundersøgelser. De etiske aspekter i 

dette forskningsprojekt er blevet godkendt af The Human Research Ethics Committee 

ved Deakin Universitetet, da projektet er en del af en australsk uddannelse.  Ligeledes 

er projektet godkendt ved Den Etiske Komite for Forskningsprojekter ved VIA 

University College, Danmark. 

 

11. Klager 

 

Skulle du have anledning til at klage over et eller flere aspekter af projektet og den 

måde det er blevet gennemført på, eller skulle du have spørgsmål om dine rettigheder 

som deltager, kan du kontakte: 

The Manager, Office of Research Integrity, Deakin University, 221 Burwood Highway, 

Burwood Victoria 3125, Telephone: 9251 7129, Facsimile: 9244 6581; research-

ethics@deakin.edu.au 

Eller: 

Associate professor Dr. Birte Hedegaard Larsen. Center for sygeplejeforskning, 

Heibergs Alle 2, 4 etage. 8800 Viborg. Telefon: +45 78441373.  bhla@viauc.dk 

Notér venligst projekt nummer: (201X – XXX) 

 

12. Godtgørelse til dine omkostninger 

Du bliver ikke betalt for din deltagelse I projektet 

mailto:research-ethics@deakin.edu.au
mailto:research-ethics@deakin.edu.au
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13.  Yderligere information 

Hvis du ønsker yderligere oplysninger, ønsker at trække din deltagelse eller hvis du har 

nogen problemer i forbindelse med dette projekt, kan du kontakte de forskere der er 

ansvarlige for projektet: 

 

Dr Alison Hutchinson 

School of Nursing and Midwifery 

Faculty of Health 

Deakin University 

Burwood, Victoria, 3125, Australia 

Email: alison.hutchinson@deakin.edu.au 

Telefon: +61-3-9244-6446 

Fax: +61-3-9244-6159 

 

Dr. Kirsten Beedholm Poulsen 

Department of Nursing 

School of Public Health 

Aarhus University 

Hoegh-Guldbergs Gade 6A,  

8000 Aarhus, Denmark 

Email: kbe@sygeplejevid.au.dk  

Telefon: +45 89424856 

Fax: +45 89425500 

 

 

https://services.exchange.deakin.edu.au/owa/redir.aspx?C=ca03e39d9c3947f19a01d33114868c41&URL=mailto%3akbe%40sygeplejevid.au.dk
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Malene Hangaard Alstrup 

Kvindeafdelingen 

Regionshospitalet Viborg 

Heibergs Allé 4 

8800 Viborg 

Email: Malene.Alstrup@viborg.rm.dk 

Telefon: +45 28433383 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Malene.Alstrup@viborg.rm.dk
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Samtykkeerklæring 

Dato: Januar 2012 

Projektets fulde titel: Does having a contact person make a difference to patients? 

Hvilken betydning har det for patienter at have en kontaktperson under indlæggelse? 

Lektor, Ph.D:   Dr Alison Hutchinson  

Masterstuderende: Frk Malene Hangaard Alstrup 

Adjunkt, Ph.D:  Dr Kirsten Beedholm 

Reference Number: 

 

 

Jeg har læst (eller har fået læst højt) og forstår vedlagte erklæring. 

Jeg vælger frivilligt at lade mig interviewe til projektet i henhold til betingelserne i 

erklæringen. 

Jeg giver samtykke til at interviewet må lydoptages. 

Forskeren har forsikret, at min identitet og personlige oplysninger ikke vil kunne 

identificeres i projektet eller i præsentation af resultaterne. 

Jeg har modtaget en kopi af denne erklæring, som jeg kan beholde. 

 

Deltagerens navn (printed) : ……………………................……………………………………………… 

 

Signatur ……………………………………………………… Dato  ………………………… 

 

Malene Hangaard Alstrup 
Kvindeafdelingen, Regionshospitalet Viborg. 
Heibergs Allé 4 
8800 Viborg  
Email: Malene.Alstrup@Viborg.rm.dk 

mailto:Malene.Alstrup@Viborg.rm.dk
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Telefon: +45 28433383 
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Appendix VIII 

Registration for Danish Data Protection Agency as stipulated by the Danish Law 

(Datatilsynet) 
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Appendix IX 

Approval from DEKF (The Danish Ethical Committee for Research projects). 
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Appendix X 

Approval from HEAG (Deakin University Human Ethics Advisory Committee) 
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Appendix XI 

Approval from the Hospital management in Viborg. 
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Appendix XII 

Letter of acceptance from the well-being consultant at the Regional hospital in 

Viborg. 
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Appendix XIII 

2.3.2 National guideline concerning health care contact person 
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Appendix XIV 

2.3.2 National guideline concerning health care contact person – in Danish 

 

Standardbetegnelse  Koordinering og kontinuitet 
2.3.2 Sundhedsfaglig kontaktperson (2/3) 

Standard Der udpeges en sundhedsfaglig kontaktperson, som tilknyttes den 

enkelte patient med særligt ansvar for at sikre sammenhæng i 

patientforløbet under indlæggelse og i ambulante forløb. 

Standardens formål At sikre: 

koordinering af de sundhedsfaglige ydelser under indlæggelse og 

i ambulante forløb 

information til patient og pårørende om forløbet 

Målgruppe (ansvarlig) Ledere og medarbejdere, der er involveret i behandling af patienter 

Anvendelsesområde Alle enheder, der er involveret i behandling af patienter 

Opfyldelse af standarden Indikatorer til vurdering af standardopfyldelse er anført i  
forhold til nedenstående trin 

Trin 1:  

Retningsgivende  

dokumenter 

Indikator 1 
Der foreligger retningslinjer, der beskriver den sundhedsfaglige 
kontaktpersons funktion, opgaver og ansvar, herunder: 
at den sundhedsfaglige kontaktperson er direkte involveret i 

patientforløbet (dvs. medvirker ved levering af en eller flere 

sundhedsfaglige ydelser i forløbet) 

at der er udpeget en sundhedsfaglig kontaktperson senest 24 timer 

efter indlæggelsen 

at den sundhedsfaglige kontakperson sikrer, at udskrivelsen 

planlægges 

at der for ambulante patienter med mere end ét ambulant besøg er 

udpeget en sundhedsfaglig kontaktperson 

at navnet på den sundhedsfaglige kontaktperson er oplyst til 

patienten både mundtligt og skriftligt (eksempelvis visitkort)  

at patienten har fået oplyst, hvad ordningen indebærer 

at funktionen som sundhedsfaglig kontaktperson ved fravær og i 

forbindelse med overflytning overdrages 

Trin 2: 

Implementering og 

anvendelse af 

retningsgivende 

dokumenter 

Indikator 2 
Ledere og medarbejdere kender og anvender retningslinjerne. 

Trin 3:  

Kvalitetsovervågning 

Indikator 3 
Er der dokumentation for, at der er udpeget en navngiven sundhedsfaglig 
kontaktperson senest 24 timer efter indlæggelse? 
Indikator 4 
Er der dokumentation for, at der er udpeget en navngiven sundhedsfaglig 
kontaktperson senest ved det andet ambulante fremmøde? 
Vejledning til indikator 3 og 4 
Såfremt data findes i organisationens elektroniske systemer, foretager 
enheden audit af disse data 2 gange årligt. Indikatorerne opgøres 
hyppigere end hvert halve år, hvis dette er aftalt mellem regionerne og 
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ministeriet.  
Såfremt indikatorerne ikke findes elektronisk, indgår de i den halvårlige 
journalaudit på kirurgiske, dagkirurgiske og andre somatiske samt 
psykiatriske enheder. For specifikation se bilag 3. 
Indikator 5 – psykiatri 
Der gennemføres audit på baggrund af De Landsdækkende 
Psykiatriundersøgelser vedrørende spørgsmålet: ”Var du tilfreds med 
kontakten med din(e) kontaktperson(er)?”. 
Indikator 5 – somatik 
Der gennemføres audit på baggrund af Den Landsdækkende 
Undersøgelse af Patientoplevelser (LUP) vedrørende spørgsmålet: 

”Oplevede du, at én eller flere kontaktpersoner på afdelingen (i 
ambulatoriet) havde særligt ansvar for dit forløb (undersøgelses-
/behandlingsforløb)?”. 

Trin 4:  

Kvalitetsforbedring 

Indikator 6 
På baggrund af kvalitetsovervågningen prioriterer ledelsen iværksættelse 
af konkrete tiltag for kvalitetsforbedringer, jf. Kvalitets- og risikostyring, 
standard 1.2.4.  

Referencer 1. Lovbekendtgørelse af nr. 913 af 13. juli 2010, kap. 5 

(Sundhedsloven), med senere ændringer  

2. Lovbekendtgørelse nr. 1729 af 2. december 2010 om anvendelse af 

tvang i psykiatrien med senere ændringer 

3. Aftale af 11. juni 2004 om amternes økonomi i 2005 

 

 

 

 

 

 

 

 

 

 

 


