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Aim. Te aim of this article is to report the process and outcomes of codesigning a nursing leadership program for fundamental
care. Te leadership program is designed to empower nursing leaders, across research, education, clinical practice, and policy, to
challenge and change how fundamental care is valued, prioritised, and actioned within health and care systems. Background.
Defcits in fundamental care represent an intractable problem adversely impacting care recipients, care providers, and health and
care systems globally.Tese defcits stem from the minimal value placed on fundamental care and its subsequent invisibility across
research, education, clinical practice, and policy. Sustainable systems change requires efective nursing leadership; however,
existing nursing leadership programs tend to address only one area of health and care systems, typically clinical practice, and do
not focus specifcally on fundamental care.Methods. Te Fundamentals of Care Leadership Program was codesigned with current
and emerging nursing leaders using a participatory action research approach. Te collaborative codesign process involved two
stages: (1) idea generation and preliminary program development via Nominal Group Technique (n� 60 participants from 11
countries) and (2) refnement and trialling of program content and process via a three-day workshop (n� 19 participants from 9
countries). Results. Participants prioritised a program that provided clear understanding of the concept of fundamental care,
enabled the development of infuencing and negotiating skills to advocate for this care, and ofered resources on knowledge
translation, implementation, and measurement strategies. Participants also wanted allotted time to design research and quality
improvement projects that would allow them to transfer the skills learned to the real-world issues occurring within their respective
organisations. Conclusions. Te codesign process, embedded within a participatory action approach, enabled the development of
a Fundamentals of Care Leadership Program that is shaped by, and meets the needs of, current and emerging nursing leaders. Te
leadership program will enable nursing leaders to challenge value systems on fundamental care and to champion this care across
research, education, clinical practice, and policy, working towards enhanced fundamental care outcomes and experiences.

1. Introduction

1.1. Background. Fundamental care is often considered the
foundation of nursing practice [1], underpinning seminal
nursing theories as well as frameworks and guidelines for
care delivery [2–4]. Fundamental care is defned as nurse
actions that respect and focus on a person’s essential needs to
ensure their physical and psychosocial wellbeing [5]. Tese
needs are met through a trusting, therapeutic relationship
between care providers and care recipients, whilst taking
into consideration the context in which care is taking place
[5]. Despite the centrality of fundamental care to nursing
practice and care outcomes, internationally, care recipients

report negative experiences of this care, including missed,
infrequent, or poor-quality mouth care, toileting, bathing,
mobility, information provision, education, and psychoso-
cial support [6–11]. In turn, care recipients experience
numerous adverse outcomes when fundamental care is
poorly delivered, including pressure injuries, falls, new in-
fections, readmissions, and death [8, 12–17].

Tere are several complex reasons for the global defcits
in fundamental care. Tey include the predominance of
biomedical approaches to care, the prioritisation of pro-
ductivity and efciency within health and care systems, and
workforce issues (e.g., high workloads and inadequate
nurse-to-patient ratios) [18–22]. As a result of these
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pressures, fundamental care, particularly psychosocial and
relational aspects, is aforded minimal priority, rendering it
invisible and devalued across health and care systems [19].
For a decade, there have been calls to address the invisibility
of fundamental care by empowering nursing leaders to
champion change and afect a cultural shift in the way in
which this care is valued and enacted at micro, meso, and
macrolevels of health and care systems [23–26]. Com-
mensurate with these calls is a growing body of research on
leadership for fundamental care, albeit focused primarily on
how this leadership relates to the delivery of fundamental
care within clinical practice [26]. Tis research has shown
that care recipients, nurses, and nurse managers all view
appropriate and efective nursing leadership as central for
facilitating high-quality fundamental care delivery [27, 28].

Te importance of nursing leadership is not a new
concept; more than 20 years ago, researchers argued that
efective leadership was critical for positively infuencing
nursing practice and policy [29, 30]. In turn, there are
numerous leadership programs designed to enhance nurses’
leadership capabilities and to infuence change [31, 32].
More recently, there is a growing body of work on how
diferent leadership styles, particularly relational styles such
as transformational leadership, can positively infuence
nursing practice, care-recipient outcomes, and nurses’ job
satisfaction [33–35]. Nursing leadership was emphasised
once again during the global COVID-19 pandemic, with
a focus on how efective leadership during times of crises can
maintain quality standards and nurses’ emotional and
mental well-being, in both academic and clinical practice
settings [36–38].

Despite these advances, knowledge and action around
leadership specifcally for fundamental care are lacking.
Fundamental care remains a relatively under-researched
area of nursing leadership [39], and there is limited guid-
ance to support nursing leaders across all areas and at all
levels of health and care systems to champion change in the
way in which this care is valued, prioritised, and actioned
[26]. Furthermore, the sustained defcits in fundamental care
globally demonstrate that existing leadership programs,
whilst undoubtedly successful in infuencing change in some
areas [40], are not necessarily supporting leaders to afect
systems change in ways that translate to improved funda-
mental care outcomes and experiences. Tis is likely for two
reasons. First, many existing leadership programs focus on
only one aspect of health and care systems, most commonly
clinical practice [41, 42], without an accompanying focus on
leadership within research, education, or policy. Second,
programs typically focus on general leadership capabilities
rather than specifcally on fundamental care and the indi-
vidual system and policy level factors that infuence its
perceived value and subsequent prioritisation within health
and care systems.

To achieve sustained system-level impact for funda-
mental care, leadership programs must infuence all facets of
healthcare: research, education, clinical practice, and policy.
Continuing to operate in siloes will only perpetuate poorly
integrated health and care systems, where nursing education
does not readily translate to real-life clinical practice;

practising nurses fnd it difcult to see the relevance of
research evidence, and policy initiatives do not refect the
realities of everyday clinical practice [43–45]. In addition to
focusing on all areas of health and care systems, leadership
programs must focus specifcally on fundamental care rather
than general leadership capabilities. Te nursing education
literature demonstrates that when fundamental care is not
explicit nor reinforced within nursing curricula, it is ren-
dered invisible and devalued [46, 47]. Implicitly embedding
fundamental care within a general leadership program is
similarly insufcient. Health and care systems already fail to
value the role of fundamental care in enhancing care out-
comes and experiences [19]; leadership programs that do not
explicitly emphasise fundamental care only reinforce this
devaluing. Te need for targeted nursing leadership pro-
grams is also supported by existing literature, which has
argued the importance of designing and implementing
tailored programs that address the diferent facets of nursing
leadership [48, 49].

To support nursing leaders in changing deeply entrenched
organisational cultures and value systems on fundamental care,
they must have the knowledge and skills to advocate for this
care in a politically informed way and to foster sustainable
change [50]. Te International Learning Collaborative (ILC) is
supporting nursing leaders to develop the skills required to
afect real systems change for fundamental care. Te ILC is
a member-based international network aiming to transform
how fundamental care is delivered, taught, and researched
globally. It has been a long-held vision of the ILC to grow
a critical mass of leaders globally who are courageous and
skilled to champion and lead change. To achieve this vision, the
ILC has engaged with current and emerging nursing leaders
worldwide to codesign the Fundamentals of Care Leadership
Program.Te program aims to enhance the capacity of current
and emerging nursing leaders within research, education,
clinical practice, and policy to advocate for and afect systems
change around fundamental care, thus ensuring the delivery of
high-quality fundamental care within any health or care en-
vironment. Tis article outlines the collaborative codesign
process undertaken to develop the leadership program and
considers how this programmight be sustained into the future.

2. Methods

2.1. Design. Te development of the Fundamentals of Care
Leadership Program was underpinned by participatory ac-
tion research (PAR) [51, 52]. PAR requires active in-
volvement of key stakeholders—those with a vested interest
in or potential to beneft from the research fndings—in the
research process, with the aim of generating societal and
system-level change [52, 53]. In the present study, the frst
step of the PAR process involved several discussions
amongst the ILC’s governing body (its steering committee)
regarding how best to meet the challenge of shifting pre-
vailing organisational cultures and value systems on fun-
damental care. At the time this study was conducted, the
ILC’s steering committee comprised of 13 nursing leaders
from eight countries, all with relevant leadership expertise
across research, education, clinical practice, and/or policy.
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Trough these discussions, and based on their own lead-
ership experiences, the steering committee identifed the
need for a leadership program specifcally for fundamental
care that would equip nursing leaders with the knowledge
and skills to efect change at a systems-level and which would
meet the needs of a global nursing audience.

Aligning with the PAR principles of collaboration and
participation [53], the proposed leadership program was
then codesigned with an international cohort of nursing
leaders via an iterative, two-stage process (see also Figure 1).

(i) Stage 1: Idea generation and preliminary program
development via modifed nominal group technique

(ii) Stage 2: Refnement and trialling of program content
and process via a three-day workshop

Te codesign process drew on the expertise and expe-
rience of both current and emerging nursing leaders within
and across healthcare research, education, clinical practice,
and policy. Current nursing leaders were defned as in-
dividuals who successfully infuence others to achieve
a common goal and who are often employed in managerial
or executive positions within their organisations [54].
Emerging nursing leaders were defned as individuals who
are developing the skills to infuence others but who might
not yet occupy designated leadership positions.

2.2. Stage 1: Idea Generation and Preliminary Program
Development. Aligning with the PAR approach, the frst stage
of the codesign process involved working with current and
emerging nursing leaders to identify their priorities and
preferences for a leadership programon fundamental care.Tis
was achieved via nominal group technique (NGT) [55]. NGTis
a structured consensus-generating approach that aims to de-
velop ideas and solutions to a problem and facilitate agreement
on the relative importance of the proposed ideas/solutions [55].
Tis study used a modifed NGT approach [56, 57], involving
online interactive workshops to enable idea generation, shar-
ing, and clarifcation, follwed by an online ranking process to
determine which ideas participants prioritised.

2.2.1. Online Interactive Workshops. Te workshops were
conducted in June 2021 as part of the ILC’s annual con-
ference. Te aim of the workshops was to identify the
leadership program’s goals, parameters, and deliverables.

(1) Setting and Participants. Workshops took place online via
Zoom breakout rooms. Sixty participants from 11 countries
(Australia, Canada, Denmark, Italy, Japan, New Zealand,
Sweden, the Netherlands, Norway, the UK, and the US) took
part. Participants self-selected to participate upon regis-
tration to the ILC conference.

(2) Data Collection. Four workshops were run simulta-
neously, each focusing on a diferent area: research, edu-
cation, clinical practice, and policy. Participants nominated
the workshop they preferred to participate in. Workshops
were repeated a further two times, enabling participants to

take part in workshops on diferent topics (n� 12 workshops
total). Workshops were guided by a template with open-
ended prompts (see Table 1). Te template was developed by
the frst author with the expertise of the ILC’s steering
committee. Each workshop ran for 45minutes and was
managed by a facilitator, with a maximum of 15 participants.
Workshops were audio and video recorded.

(3) Data Analysis. Following transcription of workshop re-
cordings, the data were analysed using qualitative content
analysis (QCA) [58, 59]. QCA allows for a focus on the fre-
quency of patterns within the data [59], thus aligning with the
NGT aim of consensus-generation. Following initial reading
and familiarisation of the written transcripts, the data were
coded inductively and deductively. Te second author coded
the data to the workshop questions and identifed additional
codes that did not align with these questions. Data from the
diferent workshops, research, education, clinical practice, and
policy, were considered as one dataset rather than separate as
the initial familiarisation showed that there were no substantial
diferences in the content generated between the diferent
workshops. Codes were refned via discussion with all authors,
with the frst and second authors then categorising the codes,
based on similarity, into themes. Te themes were further
refned following discussion with all authors, nursing aca-
demics at Flinders University, and the ILC’s steering
committee.

2.2.2. Online Ranking Process. Te ranking process involved
all workshop participants being invited to rate their pref-
erences, from a list of options derived from the QCA, in
relation to the leadership program content and outcomes.

(1) Setting and Participants. Participants were sent a link to
an online Qualtrics survey in February 2022. Of the par-
ticipants who took part in the workshops (n� 60), forty
responded to the survey (response rate� 67%).

(2) Data Collection. Te online survey consisted of four
sections:

(1) Program content
(2) Program activities
(3) Program outcomes/outputs
(4) Draft program

Sections 1–3 each had predetermined responses, derived
from the analysis of the workshop data. Participants were
asked to rate their top fve responses in order of preference,
with 1 being the most preferred. Te ranking of fve priority
ideas is common in NGT [55]. Section 4 provided a draft of
the proposed leadership program, developed based on the
ideas generated in the workshops. Participants were asked to
provide feedback on this draft via a series of open-ended
questions. Te draft program comprised four parts:

(i) Part 1: An overview of the Fundamentals of Care
Framework [25]. Te Fundamentals of Care
Framework is a conceptual framework,
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developed by the ILC, that outlines what high-
quality fundamental care should look like in
clinical practice. Te Fundamentals of Care
Framework outlines three core dimensions for
high-quality fundamental care delivery: (1) de-
veloping trusting relationships with care re-
cipients and carers; (2) integrating and
addressing care recipients’ physical, psychoso-
cial, and relational needs; and (3) being aware of
how the care context can infuence care delivery
(see Figure 2).

(ii) Part 2: Group discussion of self- and context-
assessments, completed by participants in their
own time prior to the Stage 1 workshops. Tese
assessments determined participants’ readiness for
leading transformation as well as their organisa-
tions’ readiness for change.

(iii) Part 3: Working with a mentor to develop a fun-
damental care action plan around an identifed area
of need and presenting the plan to all participants
for feedback.

(iv) Part 4: A one-day debrief 12months after program
completion, enabling participants to provide an
update on their action plans and share their ex-
periences with the next cohort.

(3) Data Analysis. Te top fve responses for Sections 1–3
were collated. Te open-ended responses in Section 4 were
analysed via QCA.

2.2.3. Ethical Considerations. Ethical approval was received
from Flinders University Human Research Ethics Com-
mittee (approval number: HEL1858). Participants were
informed upon registration that the workshops would be
video and audio recorded and that their participation in the
workshop implied their consent for the recordings to be used
in the research. Te ranking survey was anonymous.

2.3. Stage 2: Refning and Trialling of Program Content and
Process. Te last stage of the codesign process used the
ideas prioritised by the participants in Stage 1 to refne
and trial the content, structure, and process of the
leadership program. Te result would be a structured
leadership program for piloting in 2023. Stage 2 consisted

Table 1: Workshop template.

Role of facilitators
Your role is to elicit the required information from workshop
participants. Use the below prompts to encourage group
discussion. If you are facilitating multiple groups on the same
topic, feel free to summarise the results from the previous group
and encourage participants to add their thoughts
Prompts
(1) What should the leadership program deliver in terms of
attitudes, behaviours, skills, and competencies for nursing leaders?
(2) How would we know that a leadership program for nursing
leaders had achieved its objectives? What could we observe or
measure to determine this?
(3) Which nursing leaders should the leadership program be
aimed at?
(4) What would be the unique selling point of a leadership
program focused on fundamental care for nursing leaders?
(5) How can nursing leaders identify and tap into opportunities
for enhancing and leading fundamental care research/education/
clinical practice/policy?
(6) What else do nursing leaders need to know to lead change
around fundamental care research/education/clinical practice/
policy?

Stage 1: Ideas 
generation & 
preliminary 
development

• Online interactive workshops (n=12 workshops, 60 participants)
• Qualitative content analysis of workshop data to identify themes
• Ranking of themes to identify priority areas (n=40 participants)

Stage 2: Refinement 
& trialling of content 

& process

• Three-day face-to-face workshop (n=19 participants)
• Co-created, interactive presentations
• Group work to develop fundamental care action plans
• Group discussions

Figure 1: Fundamentals of care leadership program codesign development process.
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of a three-day, face-to-face, codesign workshop led by the
third and fourth authors.

2.3.1. Setting and Participants. Te workshop took place in
June 2022 at Saı̈d Business School, Oxford University, UK.
Current and emerging nursing leaders were identifed from
the ILC’s steering committee, organisational members, and
international networks and were invited to take part. Par-
ticipants were selected to ensure a breadth of experience and
geographical representation. Nineteen participants from
nine countries (Australia, Canada, Denmark, Iceland,
New Zealand, Norway, Sweden, the UK, and the US)
took part.

2.3.2. Data Collection. Te workshop consisted of in-
teractive presentations followed by the development of
fundamental care action plans. Tese were interspersed with
group discussion where participants provided real-time
feedback on and subsequently refned the proposed pro-
gram content.

(1) Cocreated Interactive Presentations. Prior to the
workshop, participants were allocated to one of three
groups and tasked with cocreating a presentation on
a specifed topic that could form a part of the 2023 pilot.
Te topics, derived from the prioritisation process in Stage
1, were as follows.

(i) Overview of fundamental care and the Funda-
mentals of Care Framework

(ii) Infuencing change in fundamental care now and
into the future

(iii) Knowledge translation and implementation
strategies

Groups delivered their presentations to the wider group
for refnement. Tis refnement took place during the
presentations themselves, with participants ofering sug-
gestions for improvement.

(2) Fundamental Care Action Plans. Participants self-
selected into groups to develop a fundamental care action
plan, a tailored approach to addressing value systems and
leading change at multiple levels within their respective
organisations.Te aim of including action plan development
in the codesign process was to test how this development
might work practically within the leadership program. Each
group had a fellow participant who acted as a mentor to
assist in plan development. Mentors were self-nominated or
identifed by groups based on relevant expertise. Te groups
were tasked with delivering a 10-minute presentation on
their action plan to the wider group and reviewing the plan
based on group feedback.

(3) Group Discussions. Time was allotted across the three
days for group discussion on the evolving leadership

POLICY LEVEL

Financial

Quality and 
Safety

Governance

Regulation and 
Accreditation

RELATIONSHIP

CONTEXT OF CARE

INTEGRATION OF CARE

PSYCHOSOCIAL
Care Recipient Needs

Communication

Being involved and informed

Respect

Education and information

Having values and beliefs 
considered and respected

Dignity

Emotional wellbeing 

Privacy

PHYSICAL
Care Recipient Needs

Trust, Focus, Anticipate, 
Know, Evaluate

Rest and sleep

Personal cleansing and dressing 

Medication Management

Toileting needs

Eating and drinking

Comfort

Safety

Mobility
RELATIONAL

Caregiver 
Actions

Being empathetic

Helping patients cope

Engaging with 
patients

Supporting and involving
families and carers 

Working with patients to set 
goals

Active listening

Helping patients to stay calm

Being compassionate

Being present

SYSTEM LEVEL

Resources

Evaluation and 
Feedback

Leadership

Culture

Figure 2: Te Fundamentals of Care Framework. Image was obtained, with permission, from https://ilccare.org/the-framework/ and the
content within the image was derived from [5].
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program content, including participants’ recommendations
for the 2023 pilot. Te third and fourth authors made notes
of these discussions.

2.3.3. Data Analysis. Te notes from group discussions were
consolidated by the third author to generate the next iter-
ation of the leadership program.

2.3.4. Ethical Considerations. Ethical approval was granted
by Flinders University Human Research Ethics Committee
(approval number: HEL1858). Participants were informed
that notes would be taken of group discussions, which would
be used for program development and research.

3. Results

3.1. Stage 1: Idea Generation and Preliminary
Program Development

3.1.1. Online InteractiveWorkshops. Four main themes were
identifed from the workshop data, as illustrated in Table 2.
Te frst theme, “advocacy and lobbying,” demonstrated that
participants wanted a leadership program that provided
them with the tools to advocate and speak up for funda-
mental care across health and care systems and with their
interdisciplinary colleagues. Te second theme, “un-
derstanding fundamental care,” demonstrated that partici-
pants wanted a program that would strengthen their
conceptual understanding of fundamental care, including
the use of appropriate terminology. Te third theme,
“measurement and implementation,” described participants’
preference for a program that would equip them with the
skills to identify and use appropriate implementation and
measurement strategies, enabling them to efect real change
within their respective organisations. In the fourth theme,
“providing a supportive network,” participants emphasised
the importance of the leadership program providing a forum
where program participants can motivate one another and
build global connections, enabling collaborative problem-
solving.

3.1.2. Online Ranking Process. Te results from the ranking
process are presented in Table 3. Participants prioritised
program content and outputs that focused on understanding
the concept of fundamental care, implementation strategies,
advocating for fundamental care, designing quality im-
provement or research projects relevant to their organisa-
tion, self and organisational readiness assessments, and
fundamental care measurement tools. Te importance of the
leadership program providing a supportive network was not
prioritised.

Participants’ responses to the draft leadership program
were positive, describing it as well-structured, relevant,
comprehensive, and innovative. Participants liked the 12-
month follow-up, the use of mentors, and the practical focus,
exemplifed by the action plans. Participants also identifed
potential gaps in the program, ofering the following solu-
tions: (1) providing participants with a summary of

fundamental care and the Fundamentals of Care Framework
prior to the program to assist with self- and context-
assessments, (2) including a stronger focus on knowledge
translation and implementation in both the prereading and
program content, and (3) incorporating a focus on sus-
tainability into the action plan development.

3.2. Stage 2: Refnement and Trialling of ProgramContent and
Process. Table 4 provides an outline of the revised Funda-
mentals of Care Leadership Program. Based on participants’
real-time feedback, the leadership program was refned to
include additional prereading and video resources on the
Fundamentals of Care Framework and knowledge trans-
lation. To assist with action plan development, the program
will also include additional resources and content on project
planning, program logic, andmentoring. Seven fundamental
care action plans were successfully developed during the
three-day workshop, demonstrating the feasibility of in-
cluding this process within the leadership program. Te
plans ranged in content from establishing regional ILC
networks in America and Sweden to measuring the inter-
related dimensions of the Fundamentals of Care Framework;
generating an innovative, strategic approach to introducing
fundamental care into preregistration curricula; and
implementing the Fundamentals of Care Framework into
clinical practice to guide care delivery. Each group is being
provided structured, virtual mentoring over 12months, with
evaluation to occur thereafter.

4. Discussion

Improving fundamental care requires nursing leaders to
challenge and change how this care is valued within health
and care systems [19, 25]. Te Fundamentals of Care
Leadership Program aims to equip current and emerging
nursing leaders with the skills and knowledge to make this
change a reality. Codesigning the program through a par-
ticipatory action research approach has generated consid-
erable buy-in for fundamental care and its leadership
globally, as illustrated by the number of participants across
both stages and the number of action plans developed. Te
participatory action codesign approach also provided
a platform for participants, who were at all levels and areas of
health and care systems, to see the value in and advocate for
fundamental care. Te leadership program will be available
to all current and emerging nursing leaders, regardless of
whether they are ILC members, and will be hosted face-
to-face in a diferent country each year, thus enhancing
accessibility.

Whilst our leadership program is designed to challenge
value systems, making sure the program gains traction and is
sustained will be a system’s challenge in itself. Numerous
leadership programs have shown initial promise yet failed to
sustain long-term impact. To avoid our program following
the same path, we must ensure it achieves its vision and, in
doing so, secures a place in the broader health and care
landscape. In this discussion, we consider what we might
learn from other healthcare movements, namely, quality and

6 Journal of Nursing Management



Table 3: Results from the Stage 1 NGT ranking process, showing the top fve rated responses.

(%)
Section 1: Program content
(1) Implementation strategies (in research, education, clinical practice, and policy) 16.36
(2) Understanding what fundamental care is and how to deliver it using the
Fundamentals of Care Framework 14.49

(3) Infuencing, lobbying, advocacy, empowering, and challenging value systems 11.21
(4) Measuring fundamental care 9.81
(5) Partnership building/collaboration (with care recipients, healthcare
professionals, executives) 7.48

(6) Leadership styles, attributes, and skills 7.48
Section 2: Program activities
(1) Participants choose a quality improvement or research project 24.19
(2) A self-assessment for fundamental care readiness (knowing what leader they are
now and what they need to be a leader for fundamental care in the future) 22.58

(3) An organisational assessment for fundamental care readiness 16.94
(4) Development of a fundamental care measurement tool 12.90
(5) A quality improvement project that includes three phases: Phase 1: Diagnose
(issue and evidence), Phase 2: Plan and prioritise (recommendations, policy impact,
responsibility), and Phase 3: Implement and evaluate

11.29

Section 3: Program outcomes/outputs
(1) Participants are better equipped to implement fundamental care in their
workplace 18.09

(2) Participants have tools to advocate for fundamental care and are more confdent
to speak out for fundamental care 15.08

(3) Participants more strongly advocate for the nursing profession 14.57
(4) Participants have a better understanding of their own and the organisational
barriers and enablers to fundamental care 12.56

(5) Participants and organisations have access to long-term support to implement
and monitor fundamental care 10.55

Table 2: Main themes identifed in Stage 1 with examples of illustrative quotes.

Teme Examples of illustrative
quotes from participants

Advocacy and lobbying

Te [leadership program] needs to develop brave and courageous leaders who are
not afraid to speak up, irrespective of the consequences

[Fundamental care] is important at all levels of healthcare, not just nursing. Leaders
need to have the ability to infuence and gain support from other leaders outside of

nursing
Nurse leaders. . . they’re not trained in or skilled in advocating for nursing. Tey are
trained in leadership, they take masters’ degrees in public administration and public
leadership and so forth, [but] they’re not equipped to advocate or speak up for

nursing, so a leadership program would have to equip them [with] that

Understanding fundamental care
Leaders, irrespective of their health profession, need to understand what

fundamental care means
Creating a common, accessible, and consistent language about fundamental care

Measurement and implementation strategies

It is easy to believe that fundamental care is important but more difcult to
implement into practice. Te leadership program should assist people in how to

implement changes in fundamental care in their setting
Quality indicators in healthcare are often centred around process-type measures or
misses and nearmisses, but they really don’t address the core of the Fundamentals of
Care Framework, which is that relationship. . . it would be nice to learn how to

measure this

Providing a supportive network

Developing a network of fellow nurses, researchers, and leaders would be very
motivating. It helps people to connect internationally and discuss challenges
Te program could provide a platform for worldwide fundamentals of care

initiatives to inspire others, connect, and build stronger networks

Journal of Nursing Management 7



safety and evidence-based practice, as well as the few larger-
scale fundamental care initiatives that are gaining mo-
mentum, at least at national levels. Our aim is not to provide
an exhaustive overview of these agendas; however, learning
from their relative success will help to identify some of the
policy and systems levers that we must consider in ensuring
the Fundamentals of Care Leadership Program is successful
in the long term.

Te quality and safety movement, which focuses pri-
marily on keeping care recipients safe from preventable
harm [60], has gained considerable traction worldwide. It
forms a part of the World Health Organisation’s agenda [61]
and has spawned several agencies, commissions, policies,
and journals globally. Te quality and safety movement has
likely gained traction for three reasons: (1) it has primarily
been medically driven [60]; (2) it aligns with the risk-averse
culture of most health and care systems [19]; and (3) it has
a strong economic driver (i.e., safety incidents cost money)
[62, 63]. Like quality and safety, the evidence-based practice
movement has gained traction in the last few decades. Al-
though an evidence-practice gap still exists in healthcare
[64], evidence-based practice is nonetheless seen to hold
value. Tis is likely because it also relates to discourses
around harm and risk, that is, failing to practise based on the
latest evidence means possibly providing care that is in-
efective, unnecessary, and unsafe. Fundamental care cannot
necessarily or immediately leverage some of the drivers that
have underpinned quality and safety and evidence-based
practice; for instance, the economic case for relationship-
based, integrated fundamental care, as espoused in the
Fundamentals of Care Framework, remains unclear [65].
Nonetheless, there are lessons to be learnt from these
agendas in terms of gaining traction for, and ensuring
sustainability of, the Fundamentals of Care Leadership
Program.

First, we must consider whether and how to align
fundamental care initiatives, including the leadership pro-
gram, with existing healthcare agendas. We know that

failures in fundamental care compromise care quality and
safety. Ensuring the safety of care recipients is also a key
aspect of fundamental care delivery, as exemplifed by the
Fundamentals of Care Framework (see Figure 2 and [66]).
Perhaps the goal for nursing leaders, then, is to incorporate
fundamental care into quality and safety policies, agendas,
and standards. Aligning with the quality and safety move-
ment might also strengthen the economic case for funda-
mental care, demonstrating the monetary cost to health and
care systems for failing to deliver this care to a consistently
high standard. However, nursing leaders must navigate
carefully; aligning with quality and safety can potentially
reinforce, rather than challenge, prevailing value systems
focused primarily on risk aversion [19]. Our leadership
program must therefore empower nursing leaders to ad-
vocate for fundamental care as central rather than peripheral
to existing care agendas [50]. Te work of nursing leaders at
Sinai Health System provides an example of how this can be
achieved [67], that is, how we can leverage and even shape
existing health and care drivers and values.

Te Sinai Health System team, through collaborative
partnership between leaders and clinicians in academia and
clinical practice, has developed an evidence-informed Sci-
ence of Care Framework. Tis framework situates funda-
mental care as the nexus point that intersects caring with
safety, symptom, implementation, improvement, and in-
novation sciences, to provide holistic guidance for care
delivery [67]. Eforts such as this align with but also expand
current understandings of quality and safety, working to
reframe what health and care systems value. By placing high-
quality fundamental care as the goal of care delivery, the
Science of Care Framework positions quality and safety as
a mechanism to support fundamental care rather than as the
driving force of care delivery itself. Tis also aligns with calls
for the quality and safety agenda to evolve by shifting away
from a focus on risk and harm, towards codesigned safety
measures that encapsulate what matters most to those re-
ceiving care, including relational aspects [67]. Whilst the

Table 4: An outline of the Fundamentals of Care Leadership Program to be piloted in 2023.

Prereading

Key readings and video resources on:
(i) Why we need to focus on fundamental care
(ii) Te development of the Fundamentals of Care Framework
(iii) Mentoring
(iv) Leadership and infuencing
(v) Knowledge Translation and implementation

Day 1

Presentations and group work:
(i) Session 1: Making the case–Why fundamental care matters
(ii) Session 2: What is fundamental care–Te history of the Fundamentals of Care
Framework
(iii) Session 3: Knowledge translation–How to get fundamental care into research,
education, clinical practice, and policy

Day 2

Presentations and group work:
(i) Session 4: Project planning and program logic, including preliminary
development of fundamental care action plans
(ii) Session 5: Leadership and infuencing
(iii) Session 6: Mentoring–What it is, why it matters, and how you do it

Day 3 Receiving feedback on and fnalising fundamental care action plans
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Science of Care Framework is yet to be tested in clinical
practice, it is an example of how we can work with, rather
than against, existing healthcare agendas to challenge value
systems and advance fundamental care. By equipping
nursing leaders with the courage, knowledge, and skills to
engage in partnership and advocate for the centrality of
fundamental care, the Fundamentals of Care Leadership
Program can meet its intended vision and ensure its con-
tinued presence in the health and care landscape.

A second lesson to be learnt from existing healthcare
movements is that gaining traction is only one piece of the
puzzle. Even the quality and safety agenda hasmore work to do
in terms of ensuring long-term success and widespread
adoption of safety interventions [60]. Hence, changing value
systems around fundamental care, whilst a crucial frst step, will
not automatically and inevitably translate into improved care.
Our leadership program must also equip nursing leaders with
the requisite skills to implement and evaluate new ways of
thinking, practising, and collaborating across research, edu-
cation, clinical practice, and policy. Tere are local, small-scale
eforts to improve fundamental care in these areas [23, 68];
however, large-scale eforts are rare [67, 69, 70]. Te Funda-
mentals of Care Leadership Programmust provide current and
emerging nursing leaders with the skills to scale-up local
initiatives, thus enabling change in the valuing, prioritisation,
and actioning of fundamental care at micro, meso, and
macrolevels. By becoming courageous and skilled leaders at all
levels and areas of health and care systems, nurses will sub-
stantially shift organisational and system values for funda-
mental care, ultimately enhancing how this care is delivered.

5. Conclusions

Nurses are present in all areas and levels of health and care
systems and make up the largest healthcare profession globally;
their potential to infuence culture, value systems, and care
delivery must be fostered. A leadership program for funda-
mental care that, at its core, emphasises the value of this care will
enable nursing leaders to positively infuence how fundamental
care is perceived and actioned within and across health and care
systems. Using a participatory action approach to codesign, we
were able to draw on the collective knowledge and active in-
volvement of current and emerging nursing leaders globally,
ensuring the development of a leadership program for fun-
damental care that is relevant and targeted to its intended
audience and proposed aim. Te resultant Fundamentals of
Care Leadership Program can equip current and emerging
nursing leaders across research, education, clinical practice, and
policy with the requisite skills and knowledge to challenge value
systems on fundamental care and to champion and sustain
much-needed change, thus working towards improved care
delivery and outcomes. Our goalmoving forward is to assess the
impact of the program and ensure its continued sustainability.
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