
Citation: Reig-Garcia, G.;

Cámara-Liebana, D.; Suñer-Soler, R.;

Pau-Perich, E.; Sitjar-Suñer, M.;

Mantas-Jiménez, S.;

Roqueta-Vall-llosera, M.;

Malagón-Aguilera, M.d.C.

Assessment of Standardized Care

Plans for People with Chronic

Diseases in Primary Care Settings.

Nurs. Rep. 2024, 14, 801–815.

https://doi.org/10.3390/

nursrep14020062

Academic Editor: Richard Gray

Received: 31 January 2024

Revised: 19 March 2024

Accepted: 25 March 2024

Published: 29 March 2024

Copyright: © 2024 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Article

Assessment of Standardized Care Plans for People with Chronic
Diseases in Primary Care Settings
Glòria Reig-Garcia 1 , David Cámara-Liebana 2,* , Rosa Suñer-Soler 1 , Eva Pau-Perich 3, Miquel Sitjar-Suñer 2 ,
Susana Mantas-Jiménez 1 , Marta Roqueta-Vall-llosera 2 and Maria del Carmen Malagón-Aguilera 1

1 Health and Health Care Research Group, Department of Nursing, University of Girona, 17003 Girona, Spain;
gloria.reig@udg.edu (G.R.-G.); rosa.sunyer@udg.edu (R.S.-S.); susana.mantas@udg.edu (S.M.-J.);
carme.malagon@udg.edu (M.d.C.M.-A.)

2 Department of Nursing, University of Girona, 17003 Girona, Spain; miquel.sitjar@udg.edu (M.S.-S.);
marta.roqueta@udg.edu (M.R.-V.-l.)

3 ABS Cassà de la Selva, Institut d’Assistència Sanitària, 17244 Cassà de la Selva, Spain; eva.pau.ias@gencat.cat
* Correspondence: david.camara@udg.edu

Abstract: Background: Aging populations are driving a shift in emphasis toward enhancing chronic
disease care, reflected in Catalonia’s regional plan which prioritizes standardized nursing care plans
in primary care settings. To achieve this, the ARES-AP program was established with a focus on
harmonizing standards and supporting routine nursing clinical decision-making. This study eval-
uates nurses’ perceptions of ARES-AP’s standardized care plans for chronic diseases. Methods:
A mixed-methods approach based on an ad hoc questionnaire (n = 141) and a focus group (n = 14)
was used. Quantitative data were statistically analysed, setting significance at p < 0.05. Qualita-
tive data were explored via content analysis. Results: ARES-AP training was assessed positively.
The resources for motivational interviewing and care plans for the most prevalent chronic diseases
were rated very positively. This study identified key factors influencing program implementation,
including facilitators such as structured information and nursing autonomy, barriers such as re-
sistance to change, motivators such as managerial support, and suggested improvements such as
technological improvements and time management strategies. Conclusions: This study identifies
areas for improvement in implementing standardized nursing care plans, including additional time,
motivation, enhanced IT infrastructure, and collaboration among primary care professionals. It
enhances understanding of these plans in primary care, especially in managing chronic diseases
in aging populations. Further research should assess the program’s long-term impact on chronic
patients. This study was not registered.
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1. Introduction

As the population ages across European countries, there is a parallel increase in
the prevalence of chronic diseases. In the European Union, approximately one-third of
individuals reported long-standing health issues in 2021, with an notable portion grappling
with multiple chronic conditions [1–4]. This demographic shift has led to a heightened
demand for healthcare services [5], which often means that care is shared by different
professionals, providers, and areas. Therefore, ensuring the quality and safety of continuity
care needs could be met through personalized nursing care plans [6,7].

The significance of personalized care planning for delivering high-quality, patient-
centred care is underscored by various approaches. Despite variations in content and
terminology, these approaches share common elements, emphasizing patient–provider
discussions, the development of holistic plans addressing clinical and non-clinical needs,
and mechanisms for sharing plans among providers to coordinate care [8–10]. Individual-
ized care plans involve tailoring standardized approaches to meet the unique needs and
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goals of each patient, offering personalized and holistic care and serving as pre-established
guides, ensuring consistent care for patients with specific conditions and streamlining
tasks to eliminate repetitive activities [11]. Implementing standardized care plans serves
as a method of standardizing documentation structures, enhancing the quality of record
content [12]. Moreover, these plans have demonstrated effectiveness in managing chronic
diseases [13,14].

Standardized Nursing Care Plans in Catalonia Primary Care Settings

Catalonia, situated in northeastern Spain, faces the challenges posed by a significantly
aged population [15,16]. In response, its regional strategic plan prioritizes enhancing
care for chronic conditions, aiming to promote health and reduce risks associated with
impactful chronic diseases [7,17,18]. The plan involves the introduction of standardized
nursing care plans to primary care settings. To achieve this, the ARES-AP program was
established with a focus on harmonizing standards and supporting routine nursing clinical
decision-making, specifically in the context of chronic conditions [19,20]. The ARES-AP
program is grounded in the nursing interface vocabulary, ATIC (Architecture, Terminology,
Information, Interface, Nursing and Knowledge), implemented in the electronic health
Catalan records system. ATIC provides a concept-oriented, interface-controlled vocabulary
for assessing patients’ health, problems, circumstances, and nursing interventions. Derived
from the natural language used by nurses, ATIC has become a reliable nursing terminology
interface for crafting care standards [21–23].

Over the course of 2 years, the team of territorial clinical nurses in all primary health-
care areas has collaboratively developed and standardized diverse care plans, specifically
designed to address the prevalent reasons for visits by primary care nurses, particularly
for individuals with chronic conditions. Each plan includes crucial resources such as tools
for conducting motivational interviewing, health education, therapeutic planning, and
assessments of social dimensions [24].

Recent research emphasizes the need to improve nursing documentation in the health-
care sector [25]. Therefore, evaluating the quality of standardized nursing care plans could
provide insight into best practices and limitations in order to improve their quality as
well as patient outcomes. According to Evat, nurses’ use of standardized care plans was
influenced by the plans’ partial implementation, their views on usefulness, and their per-
sonal views on the detail required in a care plan. However, most studies on standardized
care plans focus on hospital settings [26,27]. The aim of this study is to explore nurses’
perceptions of ARES-AP-standardized nursing care plans for people with chronic diseases
in primary care settings.

2. Methods
2.1. Design

We adopted a mixed-methods approach [28] using a convergent parallel design. In
this design, the quantitative and qualitative strands of the research are performed indepen-
dently, and their results are brought together in the overall interpretation [29].

The quantitative phase, with a cross-sectional design, encompassed data collection and
analysis via a custom-designed questionnaire, while the qualitative phase encompassed a
focus group discussion to elucidate different perspectives on the ARES-AP individualized
standardized care plans for chronic conditions treated in primary care centres [30].

2.2. Quantitative Research

All 27 basic health areas in the Girona healthcare region (encompassing 100% of the
corresponding primary care centres) were included in this study. The Girona healthcare
region covers an area of 5754 km2 and provides healthcare to 883,512 inhabitants [31].

The clinical reference nurse for each of the 27 areas, using an email distribution list,
invited all nurses operating in that area to participate in the study. Inclusion criteria were
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working in their primary health centre during the study period and using ARES-AP plans
for people with chronic conditions.

Participation consisted of self-completing a short anonymous ad hoc questionnaire
consisting of a section covering nurse sociodemographic data and a section recording
nurses’ perceptions of ARES-AP. This second section consisted of seven questions related
to (1) training; (2) leadership; (3) resources for motivational interviewing, health educa-
tion, therapeutic planning, social dimensions, and self-care; (4) satisfaction with specific
plans for the most prevalent chronic diseases (hypertension, diabetes, chronic obstructive
pulmonary disease, cardiac insufficiency, and obesity), for people with complex chronic
diseases, for chronic wound care, and for less prevalent chronic diseases (e.g., fibromyalgia);
(5) perceived usefulness; (6) barriers to implementation; and (7) proposals for improvement.

Answers to questions 1–5 were measured on a 5-point Likert scale (1 for lowest score
to 5 for highest score) and answers to questions 6 and 7 were open-ended. Clinical experts
(two territorial ARES-AP reference nurses) and a methodological expert participated in
questionnaire development. Before starting the study, the questionnaire was piloted in
25 primary care nurses, resulting in minor modifications. Good internal consistency was
confirmed by Cronbach’s alpha values > 0.92.

Statistical data analysis was performed using IBM SPSS AMOS and Statistics version
28 software, with the significant level set to <0.05 for all analyses.

Continuous variables were described in terms of tendency and dispersion measures,
namely mean, standard deviation (SD), median, and interquartile range (IQR). Categor-
ical variables were described as absolute frequencies and percentages. Bivariate analy-
sis was performed with the Mann–Whitney U test, Kruskal–Wallis test, and Spearman
correlation coefficient.

2.3. Qualitative Research

A generic qualitative design [32] based on a constructivist naturalistic approach was
used, as it enables understanding of the complexity of a phenomenon from differing points
of view of informants [33]. Generic studies allow researchers to play with boundaries, use
established methodological tools, and develop research designs that fit their epistemological
stance, discipline, and particular research questions [34].

Our qualitative research consisted of a focus group session with clinical reference
nurses, whose functions, established in 2020, included leading new patient care pro-
grammes (including ARES-AP) in primary care. Focus group participants were selected
from different basic health areas using intentional sampling [35], i.e., the researchers se-
lected the participants from among the 27 clinical reference nurses attached to the basic
health areas. The homogeneity and heterogeneity criteria were their ability to provide
relevant information and their workplace, respectively. The focus group followed a semi-
structured format, based on open-ended questions regarding the ARES-AP programme.
The questions were carefully crafted based on insights from key stakeholders, including
the Girona healthcare region territorial reference nurse for ARES-AP and a nurse with
expertise in conducting focus groups, and after thoroughly reviewing evidence regarding
standardized nursing care programmes [19,23] and the development of semi-structured
interview scripts [36] (Table S1 in the Supplementary Materials).

The focus group discussion was conducted by two researchers, one acting as a modera-
tor and the other taking notes (including of non-verbal communications) and summarizing
the discussion for reporting back at the session’s end. The session, which took place in a
suitable primary care centre room, lasted around 55 min, and was audio-recorded and later
transcribed verbatim.

Two researchers analysed the resulting data using content analysis, defined by Krip-
pendorf [37] as a means of making replicable and valid inferences from text, and involving
decontextualization, recontextualization, categorization, and compilation [38]. To ensure
the validity of our results, themes were discussed and clarified by the research team until a
consensus was reached [39].
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2.4. Ethical Considerations

The study, carried out in accordance with the Declaration of Helsinki and all relevant
regulations and guidelines, was approved by the territorial research ethics committee (Jordi
Gol: code 22/121-P). The nurses granted their informed consent to participation, which
was voluntary.

3. Results
3.1. Quantitative Research Results

The final sample included 141 primary care nurses, 95.7% (n = 135) women, mean (SD)
age 40.6 (9.4) years. The participants had a mean (SD) of 17.1 (9.6) years’ experience as
nurses and 14.4 (8.4) years’ experience as primary care nurses. As for other characteristics,
80.9% (n = 114) were employed on permanent contracts, 88.7% (n = 125) were care nurses,
and 54.6% had received ARES-AP training before the COVID-19 pandemic (Table 1).

Table 1. Sociodemographic and occupational characteristics of the sample.

Sample
n = 141

Age mean (SD) [median] [IQR] 40.6 (9.4)
[41] [32.00–47.00]

Nursing experience mean (SD) [median] [IQR] 17.1 (9.6)
[18.5] [8.50–23.75]

Primary care nursing experience mean (SD) [median] [IQR] 14.4 (8.4)
[10] [3.25–18.75]

Gender mean (SD)

Women 135 (95.7)

Employment relationship mean (SD)

Permanent contract 114 (80.9)

Temporary contract 27 (19.1)

Role mean (SD)

Care 125 (88.7)

Management 6 (4.2)

Case management or aged-care-home management 10 (7.1)

ARES-AP training mean (SD)

Before COVID-19 77 (54.6)

During COVID-19 64 (45.4)

All management nurses, 90% of case management and aged-care-home management
nurses, and 79.2% of care nurses were employed on a permanent contract (p < 0.05).

Table 2 summarizes the results for nurse perceptions regarding training, leadership, re-
sources, and their satisfaction with, and usefulness of, the ARES-AP plans for chronic conditions.

The nurses generally perceived having received good ARES-AP training and perceived
being satisfied with ARES-AP leadership, with no significant differences observed in any
of these variables according to gender (Mann–Whitney U test; p > 0.05), employment
relationship (Mann–Whitney U test; p > 0.05), role, or the time of training (Mann–Whitney
U test; p > 0.05).
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Table 2. Perceptions of ARES-AP.

Sample
n = 141

Training (SD); [median] [IQR] 3.25 (2.8)
[3.00] [2.00–4.00]

Leadership (SD); [median] [IQR] 3.03 (0.9)
[3.00] [2.00–4.00]

Resources (SD); [median] [IQR]

Motivational interviewing 3.69 (1.0)
[3.00] [2.00–4.00]

Health education 3.21 (1.0)
[3.00] [2.00–4.00]

Therapeutic planning 3.17 (0.2)
[3.00] [2.00–4.00]

Social dimensions 2.80 (0.9)
[3.00] [2.00–4.00]

Self-care 2.90 (0.8)
[3.00] [3.00–4.00]

Satisfaction with ARES-AP (SD); [median] [IQR]

Most prevalent chronic diseases 3.69 (1.0)
[3.00] [3.00–4.00]

Complex chronic diseases 3.17 (0.9)
[3.00] [3.00–4.00]

Chronic wound care 3.21 (1.04)
[3.00] [2.00–4.00]

Less prevalent chronic diseases 2.90 (0.8)
[3.00] [3.00–4.00]

Usefulness of ARES-AP (SD); [median] [IQR]

Most prevalent chronic diseases 3.36 (1.1)
[3.00] [3.00–4.00]

Complex chronic diseases 3.12 (0.85)
[3.00] [3.00–4.00]

Chronic wound care 3.21 (1.04)
[3.00] [2.00–4.00]

Less prevalent chronic diseases 2.92 (0.84)
[3.00] [3.00–4.00]

Regarding ARES-AP resources, the highest- and lowest-scored resources were, respec-
tively, motivational interviewing and social dimensions. Perceptions of ARES-AP resources
assigned to health education showed significant differences depending on nursing roles,
with case management nurses having higher scores (case management nurses, mean 3.83;
management nurses, mean 3.70; and care nurses, mean 3.13; Kruskal–Wallis test; p = 0.04).
No differences were observed in resource scores according to gender (Mann–Whitney
U test; p > 0.05), age (Spearman’s correlation; p > 0.05), time of training (Mann–Whitney
U test; p > 0.05), employment relationship (Kruskal–Wallis test; p > 0.05), or experience as a
primary care nurse (Spearman’s correlation; p > 0.05).

Satisfaction scores for ARES-AP plans were highest for the most prevalent chronic
conditions and lowest for less prevalent chronic conditions. Moreover, moderate satisfac-
tion was observed in the ARES AP plans for complex chronic conditions and for chronic
wound care. Nurses’ satisfaction with the ARES-AP plans for the most prevalent chronic
diseases differed according to the nurse’s role. In particular, greater satisfaction with these
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care plans were expressed by nurses working in management positions (Kruskal–Wallis
test; p = 0.04). Any of the other ARES-AP plans showed significant differences according to
the rest of the sociodemographic characteristics.

Most of the nurses perceived ARES-AP plans to be especially useful for the most
prevalent chronic diseases and for chronic wounds. ARES-AP plans for the most prevalent
chronic diseases were identified as more useful for nurses with temporary employment
relationships (Mann–Whitney U test; p = 0.02). There were no statistically significant
differences for other ARES-AP usefulness dimensions (p > 0.05).

Table 3 summarizes the details of the main barriers to implementing ARES-AP plans
and proposals for improvements, as noted in questionnaire responses to open-ended
questions. The main barriers identified were a lack of training and of experience and
knowledge of the ARES-AP programme, and also issues related to ARES-AP programme
functioning. Proposals for improvement included regular training, involvement of all
primary healthcare providers, and enhancement of certain care plan aspects.

Table 3. Main barriers to ARES-AP implementation and suggested improvements.

Main Barriers Suggested Improvements

Lack of training Offer periodic training

Lack of experience Ensure all professionals working in primary
healthcare settings are aware of the programme

Lack of knowledge Base documentation on fewer screenings and
fewer completion steps

Not all primary healthcare providers are
users (doctors, psychologists, etc.)

Make care plans more current, visual,
and responsive

Not intuitive Group care plans with similarities together

Documentation is time-consuming Directly generate diagnoses for
health problems

Overly detailed Improve plans for acute conditions

Too much and/or poorly
organized information Highlight key variables in each plan

Lacking in clarity Improve plans, e.g., for patients with
chronic wounds.

Complicated if dealing with
≥2 chronic diseases

Data not recorded in clinical histories

3.2. Qualitative Research Results

The focus group discussion was conducted with 14 clinical reference nurses aged
36–58 years working in different primary care centres. Table 4 summarizes content analysis
results, reflecting four themes related to ARES-AP: (1) facilitators; (2) barriers; (3) motiva-
tions; and (4) suggested improvements.
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Table 4. Content analysis results for themes related to ARES-AP.

Topic 1
Facilitators

Topic 2
Barriers

Topic 3
Motivations

Topic 4
Suggested Improvements

Information structuring
-Standardized plans

-Planning
-Monitoring

Resistance to change
-Additional workload

-Additional
documentation time
-Need for IT support

Motivation level
-Low

IT aspects
-Better communication with

IT technicians
-Delays to IT changes

Safety
-Flexibility
-Guidelines

-Evidence-based
-Quality records

-Interprofessional
communication
-Care continuity

Lack of integration in care
activities

-Difficult to simultaneously
visit and document

Motivational factors
-Less healthcare pressure

-Periodic training
-Good programme knowledge

-Management support
-Incentives

-Work monitoring

Time burden (reference
nurses)

-Training time
-Team monitoring time

Nurse visibility
-Enhances nursing role

-Enables research

Lack of training
-More training

-Timing of training

Management team support
-More consistent support

Nurse autonomy
-Decision-making aid

Interdisciplinary
implementation

Programme features
-Useful

-Easy to use
-Facilitator for new nurses

-Updated according to
individual/community needs

IT = information technology.

Topic 1. Facilitators
The clinical reference nurses considered that ARES-AP helped organize information,

was a guarantee of safety, increased nurse visibility and autonomy, and had positive
programme-specific features. Most nurses believed that the ARES-AP plan structure greatly
facilitated the organization of information and so enhanced nursing care and tracking, with
the individualized plans offering a clearer picture of care journey stages.

“It is a way of organizing the information we have on the patient” [P2]

Regarding safety, the flexibility to customize plans was highlighted, as this meant they
could be adapted to the needs and circumstances of each patient.

“They are not closed plans, so you can make modifications, introduce variables that it is
important to assess. . . they are flexible and can be shaped to the needs of the patient” [P4]

Additionally, the fact that the ARES-AP plans incorporate evidence-based guidelines
also helped nurses work in a more objective and secure manner, especially when patients
with chronic diseases sought urgent consultations.

“ARES-AP enhances safety in urgent cases, because since everything is protocolized and
based on guidelines, you know you haven’t forgotten anything” [P6]

Regarding records, the nurses stated that ARES-AP enabled swift, visual, and well-
structured record-keeping. They highlighted the fact that reduced free-text sections facil-
itated the visualization of relevant information and reduced the burden of unnecessary
data. ARES-AP thus improved the recording of interventions, health education initiatives,
warning signs, and follow-up instructions. According to the participants, prior to ARES-AP
implementation, many nursing activities were not adequately documented.
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“You see instantly, in a minute, all the monitoring details of our interventions and I think
that visually you always can see where you are in monitoring” [P1]

“. . .it is a way to record all health education provided that is not recorded anywhere else” [P5]

This improvement in record-keeping facilitated both interprofessional communication
and care continuity in primary care, and according to the participants, was especially bene-
ficial for patients with chronic conditions receiving care in different primary care centres.

“I find it very useful for patients from other regions who, because of holidays, etc, are in
our region” (referring to care continuity).” [P7]

The participants emphasized that the ARES-AP programme highlighted the role of
nurses in caring for and enhancing the wellbeing of individuals and communities, and also
underscored the importance of nursing care for less prevalent health conditions.

“It makes the work we do more visible.” [P1]

As for the research role of nurses, it was felt that the greater ease of retrieval and
analysis of data from coded records streamlined through the ARES-AP programme en-
abled research.

“We can do research. It used to be all free text and collecting data was extremely compli-
cated.” [P3]

Some participants believed that ARES-AP plans were a useful decision-making aid
that ultimately ensured greater effectiveness in managing chronic health problems. The
simplified record-keeping also left more time for thinking about the customization of plans
and the inclusion of new plans.

“It helps to know what needs to be dealt with first. . . you open the plans and immediately
see what needs to be done.” [P11]

Finally, some inherent features of the ARES-AP programme were also considered
facilitators, including its usefulness, ease of use, and the possibility of including new
protocols and care plans according to individual or community needs. As an aid to nurses
in their work, it was considered especially valuable for nurses new to primary care.

“For new primary care nurses, coming from hospitals, it makes their job easier.” [P2]

Topic 2. Barriers
The three main barriers to using ARES-AP highlighted by the nurses were resistance to

change by some healthcare providers, a lack of ARES-AP integration with routine nursing
practice, and a lack of ARES-AP training for nurses.

Participants identified the resistance of some professionals to change as one of the
primary barriers to ARES-AP.

“Colleagues’ resistance to change is an important barrier. Other changes have been made
in the past and it is complicated” [P6]

This resistance to change was particularly related to the increased workload that
required the creation of care plans for patients with chronic health issues; this necessitated
additional time in consultations, often not available. Nurses also explained that while
patient care in nursing consultations was similar, ARES-AP plans introduced an additional
workload in terms of record-keeping. Nursing records were previously mainly based on
free text, whereas ARES-AP imposed an information technology (IT) learning curve in
relation to predefined screens with different elements. While this perception of overload
was particularly evident in nurses who had previously used other platforms, it was not a
barrier for new nurses starting out in primary care or community care.

“Yes, it is true that it has been an effort for people in primary care, but for people starting
out it is an advantage” [P7]
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IT difficulties were identified as another source of resistance to change, as nurses felt
that it was often challenging to reach a consensus between nurse and IT department needs
regarding ARES-AP use.

“. . .IT problems are indeed a difficulty, sometimes it is difficult for IT people to understand
you” [P4]

Another stated barrier was the lack of ARES-AP integration into routine workflows.
Once a consultation was completed, nurses often omitted to include information in the
ARES-AP plan. According to the participants, this was because the lack of integration made
record-keeping burdensome.

“If you could record details while you visited it would be much easier” [P3]

Lastly, a significant barrier was that ARES-AP training and inclusion in primary care
occurred during the difficult period of the COVID-19 pandemic, leaving nurses feeling that
training had been less than effective. Participants believed that, without proper training,
effectively implementing ARES-AP was challenging.

“Of course, we received training during COVID but maybe we need to do new training” [P3]

Topic 3. Motivations
The nurses generally perceived that their colleagues were not very motivated to use

ARES-AP plans, especially healthcare providers with more work experience and more
primary care experience. In contrast, however, motivation among newer nurses was high.

Professionals who come in new . . .. there is a nurse who has already started working in
this way . . . when they finished their degree, ARES-AP was already underway. So they
do not see it as strange, they even say that they do not understand why there is so much
criticism. . .” [P5]

A motivational factor highlighted for ARES-AP plan use was a lower clinical workload.

“Those who have more time use it more, I think they are more motivated” [P9]

Sources of motivation included receiving periodic ARES-AP training and properly
understanding ARES-AP functioning, with the clinical reference nurses underlining the
importance of their role as trainers.

“I do periodic training and the results are good” [P4]

The participants believed that their role as clinical reference nurses should serve to
motivate other nurses to use ARES-AP plans. However, they indicated that this primary
care role was relatively new, so they had not had sufficient time to evaluate their work as
ARES-AP leaders.

“As reference nurses we must constantly motivate them” [P8]

The participants all agreed that motivation was significantly higher when there was
clear support from primary healthcare team management, with financial incentives for
ARES-AP use by nurses proving to be particularly motivational. They also considered that
monitoring would improve motivation.

“It’s clear that when it’s targeted by DPOs [financial incentives], then it’s more interesting
for them to use it” [P8]

Topic 4. Suggested improvements
Some proposed ARES-AP improvements were related to IT aspects, essentially im-

proving the often challenging communications between nurses and IT staff and improving
the visualization of ARES-AP records on various screens.

“IT changes, to make things easier” [P1]

Other improvement proposals were to dedicate more time to training teams, designing
strategies to promote ARES-AP plan use within teams, and monitoring effectiveness.
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“We need time to train but also time to analyse how the team is doing and to prepare a
training strategy” [P4]

Differences between the management teams at different centres were noted, with the
consensus being that across-the-board support from all management teams was crucial to
be able to consolidate the ARES-AP programme in various primary care areas.

“Depending on the team, it may be easier to organize yourself, to get the time you need, or
they understand that you need this time” [P6]

Another improvement proposal was to involve all primary care healthcare providers
responsible for chronic health issues, not just nurses, in using ARES-AP, i.e., doctors,
psychologists, social workers, etc.

“Now we all need to work on it, few doctors use it, or social workers” [P13]

4. Discussion

In Catalonia (Spain), individualized and standardized nursing care plans introduced
through the ARES-AP program in primary care settings focus on individuals with chronic
conditions. This study indicates a positive perception of ARES-AP training among nurses.
Satisfaction with ARES-AP varied, with resources for motivational interviewing deemed
satisfactory, those for therapeutic planning and managing chronic wounds rated average,
and resources for social dimensions and self-care considered poor. The focus group findings
emphasize the potential benefits and challenges of implementing ARES-AP in primary
care, highlighting the importance of factors such as having enough time for care plan
registration, training, nurse motivation, healthcare provider involvement, and continuous
IT improvements for successful workflow integration and utilization. This study concludes
that nurse perceptions of ARES-AP depend on organizational, professional, and individual
factors, aligning with evaluations of other nursing programs [40].

Nurses who received training before the COVID-19 pandemic reported greater sat-
isfaction with both ARES-AP training and leadership; this underscores the difficulties
occasioned by the pandemic [41] and the importance of reinforcing training strategies.

ARES-AP resources were rated as especially good for motivational interviewing. While
there is no literature on its use in standardized nursing care plans, this resource has been
reported in positive terms for patient discharge planning [42]. Our results can therefore be
considered positive in view of the large body of literature confirming the effectiveness of
motivational interviewing for numerous outcomes and circumstances, including primary
care [43,44] and chronic conditions [45]. The fact that social dimension resources were rated
less positively would suggest that patients’ social problems tend to be overlooked [46,47],
as confirmed by other studies of nursing programmes [6]. Health education resources
were rated as moderate, suggesting that further efforts in this area are necessary, given
the key role of health education in the community management of chronic diseases [48].
Health education is basically a care nurse function, and the fact that care nurses rated these
resources more negatively underlines a corresponding need for improvement. Finally, in
relation to resources for self-care and therapeutic planning, our results also point to a need
for improvement, given that both aspects are crucial to chronic disease management [49].

Regarding ARES-AP plans for specific conditions, a high level of satisfaction was
expressed regarding plans for the main chronic health concerns (hypertension, diabetes,
chronic obstructive pulmonary disease, dyslipidaemia, and mental health problems in the
Spanish primary care population aged 15 years and older [50]). Satisfaction was lower,
however, with plans for less prevalent chronic diseases (e.g., fibromyalgia). Care strategies
for individuals with less prevalent chronic diseases need to be reinforced, not only because
of the disproportionate societal and healthcare costs, but also because nursing care has been
documented to be pivotal in enhancing the quality of life of the affected individuals [51].
Chronic wounds also have a profound impact on quality of life [52], with many health
systems including wound management as a patient safety strategy [53]. Corroborating
satisfactory results reported for previous programmes to identify, evaluate, and treat
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chronic wounds [54], the ARES-AP plan for chronic wounds received positive feedback
from nurses. Broadly speaking, the fact that the effectiveness of ARES-AP plans seems to be
influenced by nurses’ level of experience underscores the value of the plans in supporting
clinical practice by less experienced nurses.

This study identified several facilitators of ARES-AP use, including the following:
the organized structuring of information, which enhances tracking and understanding of
individual care needs; the inclusion of evidence-based guidelines, which ensures safety and
customization; improved record-keeping, which fosters interprofessional communication
and care continuity; heightened recognition of the vital role of nurses in managing chronic
diseases; and greater nurse autonomy in decision-making and care provision. These facilita-
tors underscore the potential benefits of ARES-AP in terms of improved organization, safety,
and efficiency, and also in recognizing nursing contributions to chronic care, documented
as essential for this patient population [6,55]. Previous studies have reported dissatisfaction
with standardized care plan programmes, particularly arising from a lack of consensus
as to care plan structure [29]. The positive evaluation of ARES-AP plans by our study
participants, however, points to a broad consensus regarding plan structure.

As for barriers to ARES-AP use, these were mainly related to a resistance to change,
typically related to increased workloads and IT challenges. Previous studies assessing bar-
riers to the implementation of standardized care plans also point to a resistance to change,
as well as poor perceptions of their usefulness [12,56]. Moreover, while IT integration in
healthcare is viewed as a sociotechnical issue, some studies of nursing care programmes
underline the fact that IT systems fail to adequately support nursing workflows [57]. Addi-
tional obstacles were a lack of training and of ARES-AP programme integration in regular
workflows. Therefore, crucial to successful ARES-AP adoption in primary care settings is
overcoming resistance to change, improving workflow integration, and providing more
comprehensive training, all of which may necessitate additional resources and support.
Improved training and managerial support have been demonstrated to be effective in the
implementation of other programmes among nurses [58].

Our clinical reference nurses perceived motivation to use ARES-AP plans by their
colleagues to be low. Studies on standardized care plans in other countries underline
the fact that engaged individuals create the necessary culture for successful implementa-
tion [59]. According to Janssen [60], nurse motivation and engagement are correlated with
factors such as working conditions and quality of supervision. This would suggest that
allocating sufficient time and providing effective leadership could successfully overcome
the identified barriers to ARES-AP implementation.

Our study participants also attached importance to expanding ARES-AP use to all
primary care professionals (including doctors and social workers). This is corroborated
by evidence suggesting that partial implementation of health programmes creates an
opportunity for non-use [12].

Finally, our results overall are aligned with the 2015 WHO global strategy for people-
centred care based on eight principles [61], one of which is integrated care.

5. Limitations

Regarding the limitations of our study, although most Catalan primary care centres
are public and implement the ARES-AP programme, the corresponding care plans may not
be representative of similar plans used in other health systems. Nonetheless, our findings
may suggest where general improvements could be made to other care plan programmes
for people with chronic diseases.

With regard to the quantitative research, the cross-sectional design limits this study
to an analysis of relationships between variables without the possibility of establishing
causality. Furthermore, since no validated instrument existed, we were obliged to create an
ad hoc questionnaire to collect the data. Nonetheless, our Cronbach alpha values do indicate
a good reliability of the questionnaire, which we based on the best available evidence and on
expert input (ARES-AP programme clinical reference nurses and methodological expertise).
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However, further research into validated instruments that evaluate nursing programmes
like ARES-AP is required.

The transferability of our results may be limited by our use of a single focus group to
examine key aspects of our quantitative research results in depth. However, to ensure as
broad a perspective on ARES-AP as possible, the focus group was intentionally sampled
from clinical reference nurses leading primary care teams. The perspectives of those
participants offered valuable insights into how entire teams perceive and engage with the
ARES-AP programme and plans. Our study findings, nonetheless, highlight the need to
incorporate other healthcare providers into ARES-AP implementation, so future research
will focus on evaluating the perceptions of these other professionals.

6. Conclusions

Our study assessed the implementation of ARES-AP standardized nursing care plans
for chronic conditions in primary care. Although the nurses expressed their satisfaction with
the educational sessions and acknowledged the effectiveness of ARES-AP in providing tools
for motivational interviewing, they identified specific areas for improvement. Specifically,
there is a need to enhance resources for evaluating social dimensions and addressing less
prevalent chronic diseases.

The findings of the focus group highlighted the most significant elements to achieve
the most effective execution, such as additional time, thorough training, motivation, an
enhanced IT infrastructure, and a cooperative approach encompassing all primary care
healthcare professionals. In conclusion, addressing these key issues is crucial for the
comprehensive and effective utilization of ARES-AP, providing potential benefits for both
healthcare providers and patients. Further investigations should be performed in order
to determine the program’s impact on the long-term health outcomes of individuals with
chronic diseases.
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