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ABSTRACT

Background: Primary nursing is a widespread organisational system for nursing that aims to reduce fragmentation of patient care.
The system is implemented in haemodialysis care, but the system was not originally designed for this type of clinical practice.
This study explored the model’s adaptation to a haemodialysis setting as well as its emotional impact on the primary nurses.
Methods: Nurses were recruited through criteria-based sampling until saturation. Data were collected through semi-structured
interviews, and a contextual analysis within a phenomenographic approach was used to process the data.
Results: Primary nurses’ pedagogical role needs to be clarified, and the nurses have to be aware that they should provide
education to the patients. The outcome space contained experiences of flexible, unclear duties, a sense of sole and overriding
responsibility for all aspects of the patient’s well-being and management, and unclear professional boundaries. The role was
experienced as emotionally demanding.
Conclusions: The primary nursing system needs to be adapted to haemodialysis nursing. Regular counselling should be used as
an intervention to improve the primary nurses’ emotional situation.
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1. BACKGROUND

Nursing knowledge is the basis for nursing theory, it is the
foundation for nursing practice and knowledge development,
and it provides direction for the future of nursing.[1] There
are various nursing models that consist of and form nurs-
ing theories and concepts.[1, 2] The Primary Nursing Care
Delivery System was developed to reduce fragmentation of
patient care, enhance the professional status of nursing, and
create professional boundaries.[3, 4] The emphasis of primary
nursing is on continuity of care for the patient and higher

autonomy as well as accountability of practice for the pri-
mary nurse (PN).[5] According to Flowers, this care delivery
system promotes the maintenance of standards and supports
junior health care providers in developing their managerial
skills.[6] Primary nursing is today an internationally used
care delivery system that consists of eight responsibility com-
ponents[4, 7, 8] (see Figure 1).

In Sweden, haemodialysis nurses use the Primary Nursing
Care Delivery System because it is thought to be suitable
for chronically ill patients. Jovie et al. describe the way
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primary nursing was introduced into haemodialysis care.[9]

Haemodialysis care is a very complex medical and technical
treatment where patient status can be altered very quickly
and the nurse has to be able to make quick decisions (e.g.
quickly identifying and acting if a patient becomes hypoten-
sive). These nurses have a close relationship with severely ill
patients, and they have to reduce the patient’s psychological

stress in order to improve patient satisfaction.[10, 11] The PNs
and patients develop a unique relationship because they meet
for 3-5 hours treatment sessions 3-5 days per week for the
life of the patient. This makes haemodialysis primary nurs-
ing different from the initial target group of primary nursing,
which was nurses providing care 24 hours per day, seven
days a week.

Figure 1. Primary nursing care delivery system

The patients are dependent on haemodialysis treatment,
which requires substantial changes in their lifestyle, in-
cluding dietary and fluid restrictions, complex medication
regimes, and frequent haemodialysis sessions. This has been
shown to be experienced as burdensome to the patients[12]

and to be related to increasingly aggressive patient behaviour
towards the staff at the haemodialysis units.[13]

Primary nursing within haemodialysis care has been de-
scribed as having both positive and negative effects.[11, 14]

This study explored the model’s adaptation to a haemodial-
ysis setting as well as its emotional impact on the PNs. It
is important to explore this because it might have conse-
quences for quality of nursing care, patient satisfaction, and
haemodialysis PNs’ health and well-being.

2. METHODS

A qualitative research design was chosen because this can
be used to obtain a more in-depth understanding of a phe-
nomenon.[15, 16] Phenomenography is the empirical study of
the qualitatively different ways in which various phenomena
are experienced.[17]

The participants were recruited by the head nurses at four
independent hospital haemodialysis units in February 2008,
and none of these nurses had trained patients for home

haemodialysis. In order to capture as many different as-
pects of the phenomenon as possible, purposeful sampling
was used. Participants were selected according to a list of
factors that were hypothesised to affect experiences of the
phenomenon. The hypothesised factors were as follows:

(1) Men-women
(2) 25-60 years of age
(3) Graduated nurse for 1-21 years
(4) 1-6 years as a haemodialysis PN
(5) Part time nurse – full time nurse

Informed consent was obtained from all participants and the
research was carried out in accordance with “The Code of
Ethics of the World Medical Association” (Declaration of
Helsinki).

Data were collected in March 2008 by two haemodialysis
nurses with no prior relationship with the participants. All re-
cruited participants agreed to participate in an individual,
semi-structured, tape-recordered interview that was tran-
scribed verbatim. The interview schedule was developed
on the basis of expertise groups and two pilot interviews.
The first question in the interview was: “What duties do you
consider as being part of the role as a PN within a haemodial-
ysis unit, and how are you emotionally affected by your role
as PN?” The informants were encouraged to freely develop
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their thoughts, and subsequent questions were adjusted to
each PN’s response. To make sure that the study results repre-
sented the participants’ ideas rather than the researcher’s own
frames of reference, four probing strategies were used by the
interviewers: repeating, requests for clarification, requests
for elaboration, and requests for confirmation. Data were
collected until saturation, meaning that no new information
was obtained, in seven interviews. The interviews took place
at the haemodialysis units and lasted 31-57 minutes.

A contextual analysis was performed manually on the col-
lected data in accordance with a phenomenographic ap-
proach[18] and consisted of the following steps:

(1) A preliminary and intuitive interpretation of the inter-
view was conducted in conjunction with each inter-
view.

(2) The interviews were transcribed and read repeatedly
by the researchers in order to become familiar with
the content and to gain an overall impression of the
material.

(3) Irrelevant statements were discarded. Differences and
similarities in the participants’ experiences were sys-
tematically identified by contrasting excerpts from all
interviews with one another. A preliminary pattern of
descriptive categories was constructed.

(4) The preliminary pattern of categories was scrutinized
and revised to construct a set of unique categories.
The final descriptive categories were described in the
outcome space.

(5) The internal relationships between the categories were
described. The aim was to study how the different
categories interacted with one another.

The analysis was conducted by the two haemodialysis nurses
who conducted the interviews. The analysis was also per-
formed by their supervisor who independently analysed the
same data. The results were then compared and no differ-
ences were found.

Malterud’s guideline for qualitative research was used.[19] To
ensure that others could share the data process, the process
of data collection and analysis was described thoroughly.

3. RESULTS
Four descriptive categories and their internal relationships
were identified (see Figure 2). All units used the system, but
not in its entirety. For instance, the responsibility to educate
the patients was only expressed in one of the interviews. The
incomplete implementation of the system caused experiences
of not knowing what the role of the PN included, and thus
the interpretation of this role could vary among individuals.
Also, some PNs expressed feelings of frustration and stress

related to their role. Haemodialysis care is a special context
because the PN and his or her patient develop a life-long rela-
tionship where they meet three to five times a week, and our
findings showed that some PNs experienced this relationship
with their patients as energizing, while others found it to be
emotionally exhausting. The descriptive categories and the
internal relationships are described in detail below.

Figure 2. Four descriptive categories and their internal
relationships are presented in different colours

3.1 Responsibility for all aspects of the patient’s well-
being and management

This descriptive category describes the participants’ sense of
standing up for the patient as well as having sole and over-
riding responsibility for all aspects of the patient’s care. This
feeling was experienced despite the responsibilities of the
other health team members. There were various reasons for
this, but the primary reason was the desire to make sure that
everything worked smoothly for the patient, their relatives,
and the other health-care professionals. The participants also
described how they took it upon themselves to reinforce in-
formation provided by other health-care professionals, but
their reasons for doing this were not clear. Some of the par-
ticipants also described how they initially tried to solve the
patient’s problem by themselves instead referring the patient
to, for example, a social worker. This feeling of overriding re-
sponsibility was emotionally demanding on the participants.
Our data also showed that some PNs developed a fear that
the long-term contact with the patient would increase the risk
of identifying even more problems that had to be dealt with
and that this would be too much. Keeping a low profile was
therefore used as strategy to avoid becoming emotionally
overwhelmed.

The informants described how the role of a haemodialysis
PN was open for interpretation because the work description
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was unclear and only contained a few work directions. It was
therefore possible for the primary nurse her or himself to set
the level of professional ambition. This had both positive and
negative consequences. One informant expressed how the un-
clear role made it possible for him not to get too involved and
how this made the job less emotionally demanding. Another
informant described how one could alter their work schedule
to be out of sync with the patient’s dialysis schedule such
that one would only have to meet with a particular patient
three times per year.

“. . . there are different ways of organising pri-
mary nursing . . . We have different ideas about
what’s really included . . . I want to keep a low
profile . . . I can’t act like their parents . . . it
gets to be too much.”

“. . . there are different ways of organising pri-
mary nursing . . . We have different ideas about
what’s really included”

“The patient’s and the doctor’s goals aren’t al-
ways the same. That’s how it is. It’s me who’s
the go-between . . . sometimes dialysis accesses
[AV-fistulae] are created on an ongoing basis
whether or not the patient wants it . . . I’m stand-
ing up for you in your decision, we say no if
you don’t want it”

“. . . test her on her homework in Swedish be-
cause she’s learning Swedish. Such things are
important to her.”

3.2 Pedagogical duties
In the present study, providing information was defined as
a one-way communication where the provider of the infor-
mation does not follow-up that the receiver has understood
the information. Education includes both the providing of
information and a follow-up of the receiver’s understanding,
and the aim of such education is a behavioural change.

The PNs provided a great deal of logistic and health-care
information to the patients, their relatives, and other health-
care professionals. When initiating haemodialysis treatment,
the information was primarily verbal and unstructured. At
a later stage, the information varied significantly between
PNs in terms of content and frequency. They continuously
provided the patients with information, and they also had
to clarify and reinforce information from other health-care
professionals.

“. . . you try to explain things the whole time
that you’re doing them.”

“I reinforce the sort of things that the social
worker and dietician have gone through – you
sort of feed it in . . . ”

Only one PN expressed that she educated the patients. A
structured education plan was used, including checklists with
information about types of training and education that were
to be given, as well as the order and time intervals that were
to be followed. This ensured that the education was docu-
mented and automatically followed up. It also enabled other
nurses to continue the educational process and for them to
identify and clarify unrecognised needs.

“If the patient puts on a lot of weight it can be re-
ally dangerous, so it’s very important to educate
patients.”

3.3 To be in control
This category describes the experience of being responsible
for having logistical and medical control. The PNs expressed
that they felt expected to plan and coordinate all of the activ-
ities involving the patient’s care, wishes, and practical issues
(e.g. reminding the patients of various appointments), as well
as to identify any potential health-related problems. To do
this, they had to have the most up-to-date information about
the patient as well as a wide knowledge of multi-professional
healthcare and a wide network. Being in control was related
to positive emotions because it gave a sense of accomplish-
ment and confidence in one’s professional role and because it
improved work-flow and increased patient satisfaction. How-
ever, the participants also described how there was a lack
of clear boundaries for the PN’s role, and they provided
potential reasons for this. In one unit, the physicians were
only available two to three times a week, and this increased
the nurses’ expectations to fill in for the physicians. An-
other underlying reason was that in some units several renal
physicians expected to be continuously updated on patient
information (i.e. test results, AV-fistulae function, home situ-
ation, compliance to medication, nutritional status, degree of
mobilisation, etc.) from the PN, and the nurses felt respon-
sible to provide such updates even though it was expressed
as taking time away from nursing care. This was related to
experiences of feeling sloppy and unfocused in performing
one’s duties. Because most of the nursing interventions could
not be quantitatively assessed, evaluated, and documented,
the participants expressed how their in-depth knowledge was
not made visible. This caused feelings of frustration and of
being invisible to everyone (including the PNs themselves)
except the patient. However, when getting positive feedback
from the patient the PN felt visible, and this created a sense
of personal accomplishment. This sense was even stronger
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when a patient expressed a wish to be taken care of by the
PN.

“. . . planning before procedures, examinations,
possible operations. When I say planning I mean
some blood-work, preparation, even sorting out
the paperwork to see that everything is organ-
ised in advance /.../ everything really involves
a lot of planning. . . whether it’s patients want-
ing to lie in bed or sit in a chair or us knowing
that a certain catheter perhaps doesn’t work on
a particular machine.”

“[Contact]. . . with home, school, social ser-
vices, dialysis, with the children’s ward, with
the Gothenburg transplant unit, with different au-
thorities, with the social worker, with the phys-
iotherapist, with the dietician and the kitchen
staff . . . relatives, schools, and the whole lot.”

“. . . it is easier to follow-up. If you only have
a few patients it’s easier to be in control as you
look at fistulae blood-flow and recirculation in
order to prevent fistulae dysfunction.”

“. . . I don’t think it’s reasonable. . . that I should
have to be up-to-date with tests and lab results
all the time . . . when it’s just as easy for the
physician to press a key and get the informa-
tion [on the computer]. . . . I haven’t only got
my own patients . . . I’ve also got responsibility
for all the others when I’m on the floor . . . I
have to know that, ‘Oh my God, this one’s blood
pressure is falling’, and ‘Oh dear, this one’s ex-
periencing severe pain’. . . ”

“My work isn’t down on paper. I can’t produce
statistics and show around Sweden [at meet-
ings] and the whole of Europe and out in the
world/. . . / you don’t have a graph that shows
this is how our patients are feeling due to our
staffs’ [nurses’] ability to make them feel com-
fortable and well.”

3.4 Draining and energizing close relationship
This category describes how the close relationship between
the PN and haemodialysis patients affected the PNs emo-
tionally. The frequent treatment of the same patients on a
life-long basis caused feelings of “being drained of all your
energy.” Participants described how some patients constantly

complained or demanded attention and never showed any
appreciation no matter what the PN did. This created feelings
of emotional exhaustion. To cope with this situation the PNs
described how they helped each other by shifting patients
between each other and by discussing thoughts and emotions
that a patient might have evoked. The participants described
how the close relationship with the patient was related to hav-
ing to deal with difficult emotions. Negative psychological
stress was experienced when there was a risk that commu-
nication with the patient or relatives would entail emotions
that would be difficult to handle, or when they felt that their
role as a PN also included dealing with emotions directed
toward the PN her or himself and their colleagues. How-
ever, positive psychological effects were also experienced
and described. For instance, the PN’s role was described
as stimulating and rewarding when there was good personal
chemistry between nurse and the patient. Also, when getting
positive feedback from relatives after having listened to rela-
tives’ questions and anxieties, even if for only a short of time,
the PNs experienced a sense of personal accomplishment.

“Because our patients come three times a week
there’s quite a lot of contact. Actually, there can
be a bit too much . . . ”

“. . . I have a lady who’s so . . . she just drains
you. And it’s never right and there’s always a
load of problems . . . Well, I just can’t cope with
it . . . ”

“I had to deal with relatives’ anger and sorrow,
which they came right out with, and of course
I had to help my colleagues who had to listen
to it all from the patients and relatives. I had
to stand in the middle and try to absorb all this,
then re-direct it . . . ”

“. . . it’s nice to know that you have a patient,
that you can follow things up and that you learn
a lot yourself . . . You get to know the whole
family, including the dog.” [laughter]

“. . . or she [the patient] could almost be my best
friend even though we don’t speak the same lan-
guage . . . It is almost too perfect sometimes.”

4. DISCUSSION
According to Jost et al. “nursing care delivery models need
to be evolving and reality-based, as they serve to organize
the allocation of nursing resources. How nursing resources
are allocated is associated with patient and professional RN
satisfaction. Care delivery models must be evolving within
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today’s dynamic healthcare environment and must be struc-
tured within the context of a professional practice.”[20] Our
findings regarding the haemodialysis primary nursing model
provide important information regarding how the haemodial-
ysis PNs use the primary nursing model to be able to focus
on the evolution of people’s experienced health problems
and their diseases. This empowers the PN’s ability to guide
the patient toward the overarching goal of health and healing
and to reduce the burden of their illness. Furthermore, our
findings indicate that by using the model, nurses get to know
the patient and his/her needs to a greater extent, which could
increase patient safety. Our findings also showed failures in
implementing the primary nursing model as a whole, for in-
stance being able to set your own working schedule in a way
that resulted in only meeting your primary nursing patient
a few time per year. This is neither in accordance with the
model nor with person-focused care, and this shows a need
for organizational improvement.

In concordance with Dobson et al. data from the present
study indicated that primary nursing care had both positive
and negative effects in haemodialysis care.[14] Primary nurs-
ing is a powerful facilitator for achieving a delivery system
of professional nursing where the patient’s needs and the
nurse’s ability is supposed to be matched.[4, 21] The system
is supposed to increase patient outcomes with continuity,
enhance the professional status of nursing, clearly create
professional nursing boundaries, and increase job satisfac-
tion.[3, 22] Findings from the present study showed that there
were problems associated with the adaptation of this system
to haemodialysis care in Sweden.

The nurses’ experience of what is included in the role as
PN varied and was not as clearly defined as, for instance, by
Ilumin,[8] and the PNs experienced a sense of sole and over-
riding responsibility for all aspects of the patient’s well-being
and management. Previous research has identified account-
ability for one’s patient,[8] but to our knowledge no study
has identified this significant feeling of responsibility for
all aspects of the patient’s health-care and social well-being.
Our findings also showed that the PNs deviated from the sys-
tem by including medical directions among their duties that
were irrelevant for the professional nursing process and were
performed at the expense of time dedicated to nursing care.
Our data indicate a need to clarify professional nursing and
its boundaries. Organization and leadership form the corner-
stones for successful implementation.[23] Transformational
leadership could help improve the structure of the model by
formally incorporating the system’s basic functions into each
nurse’s role description, and this could help create a culture
and context that promotes primary nursing. Dobson et al.
have shown that primary nursing is the most effective way

to provide nursing care within haemodialysis care.[14] They
also highlight the need for developing guidelines and con-
tinuously developing educational interventions in order to
support the PNs’ role.[14] By doing so PNs would be able to
prioritize their duties and stop feeling guilty about not being
able to meet all of their patients’ needs because this will never
be possible due to lack of adequate health-care resources.[4]

Proactive attempts to develop methods that evaluate and doc-
ument the effects of nursing interventions on patient health
outcomes[24] would also make their professional role more
visible to themselves and to other health-care professionals.
A well-adapted and structured primary nursing system within
haemodialysis care could also function as a facilitator for
research utilization and evidence-based practice because the
PNs’ roles include acting as direct channels of communica-
tion, collectors and providers of information and education,
and sources of deep and wide-ranging knowledge.

Education is one part of the primary nursing system. Ed-
ucation provided by nurses has beneficial effects on pa-
tients’ health and well-being by increasing self-care, com-
pliance with medical treatment, and improving treatment
outcomes.[25] Not providing education within haemodialysis
nursing might cause morbidity and perhaps also mortality
if the patient never reaches the important goals of lifestyle
changes and compliance with medical treatment. However,
only one of the PNs interviewed for this study mentioned
education as being one of the duties of PNs. The focus was in-
stead on providing the same information over and over again,
which caused frustration. The extensive need for repetitive
information might be related to the cognitive dysfunction that
is present in adults undergoing haemodialysis.[26, 27] If the
PNs had provided education, they most likely would not have
had to repeat the information as often and this might have
reduced their feelings of frustration. Our findings indicated
that the PNs needed to be aware of their educational respon-
sibility, to document their pedagogical interventions, and
to understand the difference between providing information
and providing education. Research has shown that nurses
often do not reflect on the fact that they are in a teaching sit-
uation, and terms such as information, education, guidance,
instruction, and support are often used by nurses without
them being aware of the meanings of these words.[28, 29]

In the present study, none of the PNs mentioned recognition
or increased utilization of knowledge and skills as things they
had experienced in their roles as PNs, which is in contrast to
the findings by Roberts and Sellick et al.[3, 22] An experience
of job satisfaction was, however, present when feeling that
one has accomplished something worthwhile, has had the
opportunity to voice one’s opinions, has been part of the
decision-making process, and has been able to set one’s own
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work schedule. Because negative psychological stress was
the dominant feeling among the PNs, it is important that pos-
itive feelings are reinforced and negative factors are reduced
by the leadership of the organization.

The PNs in the present study experienced high levels of daily
stress. They experienced their role as emotionally demand-
ing due to their close relationships with their patients, the
patients’ constant demands, unclear role descriptions, and
the seemingly unlimited number of duties they are expected
to perform. There were also feelings of apprehension of
having too close of a relationship to the patient and of hav-
ing to deal with anger and sorrow from patients and their
relatives. This is in agreement with previous research find-
ings.[30] Long-term emotional stress at work can increase the
risk of emotional exhaustion.[31, 32]

Jones et al. showed that haemodialysis staff often experi-
enced an aggressive work environment related to patients’
frustration and anger over waiting to be put on or taken off
the dialysis machine, having to wait for transportation back
and forth from the dialysis centre (sometimes for hours), and
how the disease and treatment regime limits their quality of
life (e.g. a restricted diet and fluid management, sexual dys-
function, and limited spare time and social life).[33] Similar
to our findings, Jones et al. also found that the life-long treat-
ment where nurse and patient meet 3-5 times a week could
be energizing because a close relationship could evolve, but
it could also have a draining effect, especially if the patient
showed no interest in getting along with the staff.[33] The
regular and close relationship at the unit makes haemodialy-
sis primary nursing unique compared to the context in which
the primary nursing model was originally developed. Sev-
eral studies have shown an increase in aggressive patient
behaviour towards haemodialysis staff.[13, 34–36] Ballerini et
al. describe how this patient group can be experienced as
arrogant, aggressive, undisciplined, angry, annoying, and
selfish by nephrologists and renal nurses.[36] Research has
shown that policies and guidelines need to be developed
to clarify patients’ and staffs’ rights and responsibility in
order to prevent aggressive behaviour.[34, 37] Data from the
present study show that haemodialysis nurses need to be pro-
vided with regular counselling in order to prevent emotional
exhaustion. Furthermore, it is possible that the haemodial-
ysis PNs would handle patients and conflicts better if they
possessed adequate communication skills and had access to

regular psychosocial training.[38] This could be a strategy
to create a balance between energizing and draining emo-
tional relationships with the patients and thereby maintain
psychological well-being among the PNs. Research has also
shown that high levels of emotional exhaustion in nurses and
physicians are associated with poor patient satisfaction in
haemodialysis units.[31]

5. CONCLUSION
Patients with haemodialysis have a chronic and life-
threatening disease associated with multiple comorbidities,
and they are dependent on the dialysis machine and the
nurses’ skills. Chronic kidney disease and its symptoms
force the patients to change and adapt their entire life sit-
uation. This study identified duties and emotional aspects
related to primary nursing within a haemodialysis context.
It also highlighted areas where adaptations are necessary
to achieve improved patient and staff satisfaction. Being a
haemodialysis PN was shown to be a special form of PN.
It included responsibilities for highly technical care as well
having to deal with patients who are living with a chronic
disease and comorbidities, to help patients solve problems,
to support the patients in changing their life, and to try to
make the patient’s life easier. Education was shown to be an
important tool in order to make the patient’s life easier. Also,
the PNs were responsible for quickly identifying health prob-
lems and helping the patients to solve such problems. The
identified duties were related to various emotional aspects
ranging from feelings of energizing to feelings of emotional
exhaustion because of the lifelong relationship with the pa-
tient. The results indicated that haemodialysis PNs need
education in pedagogy, tools for emotional distancing, coun-
selling, and policies and guidelines concerning the patients’
and staffs’ rights and responsibilities.

The results from the present study indicate that haemodial-
ysis leadership and organisations need to adapt the Primary
Nursing Care Delivery System to a hemodialysis context.
Strategies need to be developed for including education as
part of the haemodialysis PN’s role, which might improve
patient outcomes. Future research is needed concerning what
the PNs’ responsibilities should be within haemodialysis care
and how their work can be assessed and quality assurance
can be guaranteed. Regular counselling should be used to
improve the PNs’ emotional situation and to reduce feelings
of emotional exhaustion.
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