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ABSTRACT

Introduction: Frail older people often have comprehensive and complex care needs
involving different caregivers and professionals. Deficits in integrated caretaking often
result in hospital readmission. Aim: The aim of this thesis was to describe and analyze
preconditions for collaboration and participation in integrated care for frail older
people from the professionals’ perspective. Methods: In study I patient participation
was examined with a case study, including face-to-face interviews with health and
social care professionals and audio-recordings of discharge planning conferences.
Study II explored inter-professional and inter-organizational collaboration using a
focus group technique, focusing discharge planning conferences. Study III was
quantitative, and described and compared the influence of different factors on the
importance of inter-organizational collaboration within the integrated care process
program “Continuum of care for frail older people.” Study IV quantitatively evaluated
the preconditions for implementation of the program. Results: Study I showed that
frail older people’s participation in discharge planning conferences was achieved when
the older people took or were supported to be active participants, the professionals had
clear roles, authority, they created a structured, calm atmosphere, and older people and
professionals were well prepared before discharge planning takes place. Study II
demonstrated that conflict in collaboration arose between professionals and
organizations, implicating a tacit framework, e.g. who is responsible and has the
authority to make decisions and what are the prioritizations in relation to the choice of
care actions for older people. In Study III, educational level i.e. post-secondary
education, influenced inter-organizational collaboration more than organizational
affiliation. Study IV showed that the preconditions for the program implementation
were limited with regard to the professionals’ understanding and ability to change their
work procedure, and their commitment decreased. Conclusion: Inter-professional and
inter-organizational collaboration need improvements to ensure a continuum of high-
quality care and frail older people’s participation in the discharge process. Insufficient
knowledge among the professionals obstructed collaboration in favor of
organizationally related norms and values and professional boundaries. Implementing
complex interventions in organizations with high employee turnover and competing
projects takes time and dedication.

Keywords: Inter-organizational collaboration, cooperative behavior, patient
discharge, frail elderly, interview, health personnel, professionals, cross-sectional
study, implementation.
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SWEDISH SUMMARY

Introduktion: Skora dldre minniskor har ofta omfattande och komplexa
vardbehov med behov av flera véardgivare och olika professioner. Brister i
omhéindertagandet kan medfora aterinldggning pa sjukhus. Syfte: Att
undersdka och analysera forutséttningar for samverkan och delaktighet i
integrerad vard for skora éldre ur personalens perspektiv. Metoder: I studie I
undersoktes skora dldres delaktighet genom en fallstudie som omfattade
intervjuer med personal pa sjukhus och i kommunal vérd och omsorg samt
inspelningar av vardplaneringsméten. Dérefter undersoktes med hjélp av
fokusgruppsdiskussioner personalens uppfattningar om samverkan mellan
personal och mellan organisationer med fokus pa vardplaneringsméten (studie
I). Studie III var kvantitativ och beskrev och jdmforde olika faktorers
betydelse for inter-organisatorisk samverkan inom ett integrerat
vardprocessprogram, ”Continuum of care for frail older people”. I studie IV
utvérderades forutséttningarna for implementering av
vardprocessprogrammet. Resultat: Studie I visade att skora édldres delaktighet
var mdjlig under specifika forhéallanden, dér de genom sitt eget agerande och
med hjidlp av personalen stottades till att vara aktiva och delaktiga vid
véardplaneringsméoten. Delaktigheten framjades av att de dldre och personalen
var vil forberedda, personalen hade tydliga roller, yrkesmidssiga befogenheter
samt skapade en strukturerad och trygg atmosféar for den dldre. I studie 11
framkom att samverkan inom och mellan organisationerna sker inom ett
outtalat ramverk med risk for konflikter mellan personal och Over
organisationsgrinser. Det kan exempelvis berdra vem som bér ansvar och har
ritt att fatta beslut samt vilka prioriteringar som bor goras i forhallande till val
av fortsatta insatser for den dldre. Resultaten i studie III visade att personalens
utbildningsniva hade betydelse for samverkan mellan organisationerna inom
ramen for vardprocessprogrammet. Vid utvérdering av forutsittningarna for
implementering av vardprocessprogrammet framkom att personalen hade
kunskap om programmet men begrinsade resurser och begrinsat stod fran
ledningspersoner till att fordndra sitt arbetssétt. Deras vilja till att foréndra sitt
arbetssétt i enlighet med vardprocessprogrammet minskade over tid (studie
IV). Slutsats: Samverkan mellan personal och mellan organisationer kréver
forbattringar for att garantera en vél koordinerad och integrerad vard samt
skora éldres delaktighet i utskrivningsprocessen. Bristande kunskap hos
personalen hindrade samverkan till forman for organisatoriska normer,
véirderingar och professionella grénser. Implementering av komplexa
interventioner i organisationer med hog personlomsittning och andra
konkurrerande projekt tar tid och kriver strategier.
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ABBREVIATIONS

ADL Activities of Daily Living

CGA Comprehensive Geriatric Assessment

CI Confidence Interval

DPC Discharge Planning Conference

ICF International Classification of Functioning, Disability and
Health

OR Odds Ratio

oT Occupational Therapist

PH Physician

PN Practical Nurse

PT Physiotherapist

RN Registered Nurse

SW Social Worker

VAS Visual Analogue Scale

WHO World Health Organization
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BRIEF DEFINITIONS

Co-morbidity

Disability

Impairment

Multi-morbidity

Team

Two or more indexed chronic diagnoses in
the same individual (Fried et al. 2004).

An umbrella term that refers to impairment,
limitations in activity, and participation
restrictions. Impairment is a problem in
body function or structure; activity
limitation refers to difficulties in executing a
task or action; and participation restriction is
the individual’s experiences of problems in
participation in a life situation. Disability
reflects the interaction between the body and
the society (WHO 2018).

Problem in body function or structure in a
person (WHO 2018), for example, a
problem with balance.

Coexistence of several chronic diseases
(Ording & Serensen 2013).

Refers to “team practice” or “teamwork,”
professional practice by a group of
professionals, including, for example,
physicians, nurses, social workers,
occupational therapists, and physiotherapists
who manage the care of a specified number
of patients as a coordinated group (Mosby’s
dictionary of medical, nursing and allied
health 2002).

12



Collaborative challenges in integrated care

1 INTRODUCTION

1.1 An integrated care approach on health and social care
for frail older people

The comprehensive and complex care needs of frail older people are often
overlooked in planning and provision of health and social care, and with
insufficient caretaking, hospital readmissions occur too frequently. In this
context, integrated care with coordinated actions across care settings as a
continuum from hospital to community living is essential to secure care
continuity for frail older people with complex needs. Moreover, to enable frail
older people to participate in their care and to accomplish person-centered care,
inter-professional and inter-organizational collaboration are necessary. In this
thesis, participation and collaboration are identified as central phenomena that
contribute to establishing integrated care from a person-centered perspective.

Care organizations are usually created to facilitate organizational steering and
to clarify the areas of responsibilities. This implies that the patient perspective
cannot be neglected. For specific groups, such as frail older people, with need
for coordinated and integrated care activities, organizational boundaries are
problematic. To meet the increasing demand on collaborative improvements
and the demand to support and involve frail older people in their care, there is
a need to study the professionals’ preconditions to collaboration and how the
professionals involved perceive the care integration. This thesis is based on
four studies, investigating integrated care for frail older people aged 77 and
over. Together, these four studies bring a contribution to our understanding of
the preconditions for organizational improvements to secure care continuity
and integrated care for frail older people.

1.2 Frail older people

The average life expectancy is increasing, and this is expected to continue.
Approximately 18 % of today’s population in Sweden is 65 years or older, and
it is estimated to be 23% by 2030 and 25% by 2070 (SCB 2018). The same
scenario is anticipated to occur in many other low- and middle-income
countries (WHO 2015).

Aging is related to underlying physiological changes often with losses in
seeing, hearing and moving and an increased risk of developing disease and
need of long-term care (WHO 2017). However, older people are healthier than
ever before despite living longer, and the population will be very old in the
near future (SCB 2018; WHO 2015) with postponed or prolonged multi-
morbidity (Crimmins & Beltran Sanchez 2011; Fabbri et al. 2015). With an
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increasing average life span, age in itself'is the biggest risk factor in developing
chronic diseases, such as diabetes, musculoskeletal conditions (back pain,
osteoarthritis), stroke, dementia, heart disease, chronic respiratory disorder, all
of which result in care dependency (WHO 2017).

Frailty can be described as a biological deterioration of the elderly with
reduced reserves and decline in physiological systems leading to an increased
vulnerability for adverse health outcomes, such as disability, falls, dependency,
long-term care needs and mortality. The most frequently included
characteristics are weakness, fatigue, weight loss, low physical activity, poor
balance, slow gait speed and impaired cognition (Fried et al. 2004). Due to
these risk factors, frail older people are in need of special attention from
professionals to meet their comprehensive needs and for them to be able to
participate in their own care. In this thesis, frail older people are emphasized
as the vulnerable target group in need of integrated care.

1.3 Establishing integrated care for and together with frail
older people

In a global context, the World Health Organization (WHO) has drawn attention
to fragmented care services and lack of person-centeredness, initiating a global
strategy in 2014-2015 to establish integrated health services, focusing on
people, rather than organizational structures (WHO 2014). Integrated care is
defined as actions across settings to improve care quality, quality of life,
satisfaction with care and system efficiency for patients. Integrated care is the
result of the efforts to promote integration for the benefit of specific patient
groups for example frail older people (Kodner & Spreuweenberg 2002).
Different interventions should be coordinated in such a way that independence
in daily life is facilitated. To achieve this level of integrated care,
communication must be well established in care and treatment with a well-
functioning dialogue between the patient and healthcare professionals
(National Board of Health and Welfare 2009). However, when organizational
support is absent, difficulties in establishing person-centered care arise (Martin
& Finn 2011).

The importance of establishing person-centeredness in integrated care has been
emphasized to prevent functional decline in older people. Functional ability
refers to people’s ability to do the tasks that they value and expect to be able
to perform (WHO 2017). Person-centered care is an approach establishing
therapeutic relations and offering choices as well as supporting negotiation of
care (Martin & Finn 2011). The patient should be treated as a person from a
holistic perspective, regarding his/her special needs (Morgan & Yoder 2011).
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Furthermore, the person is considered an expert on his/her own impairments
and should be allowed to be an active participant in partnership with the
professionals. For the professionals, it is important to see the person behind the
impairment and put a focus on capability and other positive aspects, rather than
simply on their illness or diagnosis (Leplége et al. 2007). In this thesis,
integrated care from a person-centered perspective is a goal to strive for in the
care of frail older people. A report from the National Board of Health and
Welfare (2009) in Sweden has emphasized the importance of treating the
person as a participating subject, the central figure in his/her own
rehabilitation. Healthcare professionals are obliged to focus on the person’s
needs independent of organizational links where continuity in contact and
information should be the ultimate goal.

Older people’s participation is included in the concept of person-centeredness,
where they should be regarded as active participants in their rehabilitation
(Leplege et al. 2007). In this thesis, participation was chosen as a central
concept as person-centeredness has a wider definition, including an
organizational standpoint, which is outside the scope of this thesis. However,
treating the older person as a capable person and an active participant has
guided this work.

How the concept of participation is defined depends on the context. According
to International Classification of Functioning, Disability and Health (ICF;
2003), participation is defined broadly as “involvement in a life situation.” In
a concept-analysis by Cahill (1996), the author found three levels of a
hierarchical relationship concerning participation in healthcare: at the bottom,
patient collaboration or involvement; in the middle, patient participation; and
at the top, patient partnership, which was the highest level of participation to
strive for, indicating closeness between professionals and patients.

Previous studies have shown that older people experience difficulties in
participating actively in decision-making. They use different strategies to
establish participation in decision-making or delegated information exchange
and care planning with the professionals to their next of kin (Nyborg et al.
2016). Furthermore, studies have shown that older people experience
information and participation deficits, but they are modest and grateful for the
opportunity to be included (Hvalvik & Dale 2015). The older people look upon
the hospital as an institution where they do not expect to be involved or to take
active part in the decision-making (Ekdahl, Andersson & Friedrichsen 2010).
However, recent studies have shown that there are possibilities to increase
older people’s participation at hospital discharge. A person-centered program
with early discharge planning for patients with chronic heart failure increased
patients’ participation and decreased hospital length-of-stay (Ulin et al. 2016).
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Furthermore, care planning at home may increase the involvement of frail
older people, however, it did not obtain real influence concerning help,
organization or provision of service and care (Berglund et al. 2012).

1.4 Frail older people and the need for integrated care

Being frail implies a need for health and social care from several different
caregivers at different care levels and with different competences, such as
gerontology, geriatrics, rehabilitation, nursing and social care (Martin-Sanchez
et al. 2016; Tinetti, Fried & Boyd 2012). This indicates that the care needs for
frail older people are complex, and demand integration and coordination of
care interventions (Clarfield, Bergman & Kane 2001). It also implies that
communication is important, inter-professionally and inter-organizationally, to
secure care continuity. To support frail older people, the importance of
integration and collaboration between different organizations has been
emphasized in many contexts, especially in evaluations done by supervisory
authorities (National Board of Health and Welfare 2017; SOU 2016:2). There
are national intentions from the authorities to establish integrated care for frail
older people (National Board of Health and Welfare 2014, 2015), to secure and
improve care quality approved consistent across all county councils (SOSFS
2011:9).

The main areas in the care of frail older people are to solve problems and
coordinate and evaluate different care interventions (National Board of Health
and Welfare 2013b, 2017). It is also encouraged that various rehabilitation
interventions are integrated by means of inter-organizational collaboration
(National Board of Health and Welfare 2008). However, the recommended
guidelines must be considered in relation to the specific preconditions of frail
older people, for example, co-morbidities and disabilities with needs from
different caregivers and professionals (National Board of Health and Welfare
2016). Increasing specialization with more professional groups and more care
providers, facilitates fragmentation of care while simultaneously increasing the
needs for collaboration between care organizations (Axelsson & Bihari
Axelsson 20006).

1.5 Organization of elderly care in Sweden

The care for frail older people involves different care levels and settings,
ranging from hospital, primary care and municipal health and social care.
Elderly care in Sweden is regulated by the Health and Medical Services act
(Hélso- och sjukvérdslag SFS 2017:30) and the Social Services Act
(Socialtjanstlagen SFS 2001:453). These two acts regulate medical healthcare
through the county councils, and social and nursing care within the
municipalities. The Health and Medical services act (SFS 2017:30) stipulates
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that the health- and social care system must establish good care, for example
to supply the patient’s need for safety, continuity and security. It also describes
that the municipal health and social care may offer home nursing for those who
have their own housing within the community. Moreover, the Social Services
Act (SFS 2001:453) specifies the society’s responsibility for people’s social
security and people’s active participation in social life. Both the Health and
Medical Services Act (SFS 2017:30) and the Social Services Act (SFS
2001:453) describe the demand for inter-organizational collaboration. In
addition, patient participation in their own care is regulated by the Patient Act
(Patientlag SFS 2014:821). This act strengthens and clarifies the patients’
position within healthcare and related activities to support the patient’s
confidence, integrity and involvement.

The healthcare system in Sweden has changed rapidly over the past few
decades where more older people continue to live in their own housing in their
community. Living in nursing homes is restricted only to those with the
greatest needs (National Board of Health and Welfare 2017). The amount of
older people >65 years living in nursing homes, has decreased from 115 500
to 81 400 people from 2002-2018 (National Board of Health and Welfare
2018). Moreover, the Freedom of Choice System Act (Lag om
valfrihetssystem SFS 2008:962) has increased the number of actors involved
in home and primary care.

In addition, the length of stays at hospitals has shortened and is more often
followed by home care by the municipal authorities, such as social workers in
elderly care (National Board of Health and Welfare 2018). The number of
community living older people with support from municipal health and social
care have increased (National Board of Health and Welfare 2017). Community
living older people living in their own housing use three times as much primary
and secondary care (hospital care) than frail older people in nursing homes
(National Board of Health and Welfare 2013a). Moreover, their care needs may
be comprehensive, which demand inter-professional and inter-organizational
collaboration, making it more complex to provide the needed care (National
Board of Health and Welfare 2017).

In 1992, the Elderly Care Reform act was introduced (ADEL-reformen) to
improve integration and cost-effectiveness in care for the elderly. The
healthcare service responsibilities were moved from the county councils to the
municipalities, changing the municipal payment responsibility from day six for
patients at the hospital ready for discharge (Government Bill 1990/91:14).
However, this act has been replaced by tighter rules, Act on Collaboration at
Hospital Discharge (Lag om samverkan vid utskrivning fran sjukhus SFS
2017:612), where the payment responsibility has been shortened to after three
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days. The goal of this act was to strengthen safe and efficient hospital discharge
for patients whose needs could be dealt with at the primary care and municipal
health and social care level.

A frail older person with integrated care needs often moves within and between
different care settings, which creates a complex care situation. To illustrate this
complex context, an overview of the possible care organizations and
professionals involved in the provision of health and social care for frail older
people is presented in Figure 1.

Care transitions across settings is a particularly critical issue for target groups
with comprehensive and complex care needs (Coleman & Boult 2003; Naylor
& Keating 2008). For frail older people, critical points in integrated care are,
for example, at the discharge planning conferences and hospital discharge. The
discharge planning is a central issue when care responsibility is transferred
from the hospital to primary care and municipal health and social care (Lin et
al. 2012). A community living frail older person with their own housing is
admitted to hospital and transferred to care unit one and then possibly
transferred further to other care units. According to the regulations, planning
for discharge should be initiated at admission (SFS 2017:612). If the hospital
physician feels the frail older person at admission will need further care from
primary care financed by the county council or from municipal health and
social care, a notice of registration (inskrivningsmeddelande) is to be sent to
primary care.

A discharge planning conference takes place either at the hospital or in the
older people’s own dwelling, with or without a specialized discharge planning
unit or team, the older person and next of kin. The purpose of the conference
is to establish a coordinated individualized care plan (SFS 2017:612). This plan
should include what kind of activities that are needed, division of responsibility
and overall implementation and result of the plan (SFS 2009:981; SFS
2017:30). The older person is discharged to primary care and is often in need
of services from municipal health and social care. In these complex contexts,
each care unit, team and organization include multiple professionals. To secure
care continuity at the transitions, care must be well coordinated and integrated,
or there may be a risk of hospital readmission (Kessler et al. 2013; Scott 2010).
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Municipal
discharge
planning team

- SW
- oT
= PE
- RN

Hospital discharge to

Frail older person and next of kin own housing

y
Hospital Careunitl  Care unit 2
admission

- oT - oT Discharge
- PH - PH planning
- PT - PT conference
- RN - RN

Discharge planning unit

< Readmission?

Figure 1. Overview of those involved in health and social care settings

1.6 Integrated care and hospital discharge

At hospital discharge, there are different methods to measure and achieve the
organizational goals to secure patient transitions—effects on mortality,
hospital length of stay—and different quantitative measures to hospital
readmissions, for instance, after 30 days or three months (LeBerre et al. 2018;
Oo et al. 2013). Deficits at care transitions are associated with risks of adverse
outcomes and readmissions within 30 days, thus evaluating these indictors can
provide insight on the success of the integrated care (Kessler et al. 2013; Scott
2010).

Fragmentary care services and being frail increases vulnerability and thus puts
frail older people further at risk for poor quality of care (Coleman 2003; Fried
et al. 2004; Song, Mitnitski & Rockwood 2010). Studies have shown deficient
caretaking and an increased risk for adverse events in frail older people at
hospital discharge (Hvalvik & Dale 2015; Mandl et al. 2018). Frequent
hospitalizations and unplanned readmissions are seen as indicators of
insufficient care quality of older people, and readmissions are a risk factor
associated with frailty and poorer health (Bernabeu-Mora et al. 2017; Ma, Yu
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& Woo 2013). Hence, there are goals and demands on improvements from the
individual, organizational and societal perspectives.

Studies have shown that older people have expressed feelings of being
disregarded and powerless in discharge planning conferences (Efraimsson et
al. 2004; Hvalvik & Dale 2015). Frail older people need to be more
participative in their care and in the context of transitions at hospital discharge
and discharge planning (Ekdahl, Andersson & Friedrichsen 2010; Hvalvik &
Dale 2015; Nyborg et al. 2016). Being frail with multiple diseases affecting
biological, psychological and social functioning indicates complex and
comprehensive care needs (Fried et al. 2004). These specific circumstances
must be considered in relation to participation. The important issue is to
support frail older people to become active, engaged in the situation and able
to participate in assessing their own care needs. Furthermore, older people
should be encouraged to participate in the discharge process from hospital to
living in the community in their own housing in order to secure the care they
feel they need and decrease the risk of hospital admission.

Frail older people with comprehensive care needs require care from multiple
professionals in different organizations (Nolte & McKee 2008). Teamwork is
an essential part of integrated care process programs, which are supposed to
organize care into more effective work methods. It involves different
professionals working in a cooperative manner to reach mutual goals with a
focus on good dialogue (Carlstrom, Kvarnstrom & Sandberg 2013; Martin &
Finn 2011). The multidisciplinary teamwork, as a method, has been
operationalized in a concept analysis as a dynamic process involving two or
more professionals collaborating to assess, plan or evaluate patient care
(Xyrichis & Ream 2008). Multidisciplinary teams support professionals to
make well-grounded decisions where the professional responsibilities overlap
and complement each other (Lundgren 2009). The term multidisciplinary
implies that teamwork is accomplished in a coordinated but more independent
manner than in inter-disciplinary teams, which presupposes a higher degree of
integrated work (D’Amour et al. 2005). In this thesis, inter-professional
collaboration is explored in the team setting, including professionals, frail
older people and next of kin, using negotiation and interaction to achieve
shared decision-making. However, where the team-discourse is central, there
can be a risk of unwanted effects like professional boundaries or barriers that
also exclude other professionals or patients (Finn, Learmonth & Ready 2010;
Martin & Finn 2011; Mitchell et al. 2014). The team-discourse has been
criticized as an approach that supports existing power hierarchies that create
significant obstacles to inter-disciplinary collaboration (Oborn & Dawson
2010). However, effective communication and teamwork are essential for care
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security and continuity, as communication deficits can cause patients harm in
complex healthcare situations (Leonard, Graham & Bonacum 2004).

A review over discharge planning interventions by Gongalves-Bradley et al.
(2016) and a meta-analysis by Preyde, Macaulay and Dingwall (2009) for
people over 65 with a medical condition showed moderate effects on
readmission rates at three-month follow-ups, hospital length of stay and older
people’s quality of life. They found there may be an increase in older people’s
and professionals’ care satisfaction as well (Preyde, Macaulay & Dingwall
2009; Gongalves-Bradley et al. 2016). The multidisciplinary team approach
has reported positive outcomes in reduced length of hospital stay and costs
(Blewett et al. 2010). Other studies have found that early discharge planning
may reduce readmissions and lengths of hospital stay, but the results are not
clear with frail older people (Bowles et al. 2014; Fox et al. 2013). A review by
Zurlo and Zuliani (2018) demonstrated that a lack of proper discharge planning
increased the risk for hospital readmission for frail older people.

There are studies indicating hospital readmissions can be avoided if the
discharge planning starts early, already at hospital admission and including
home follow-ups (Dainty & Elizabeth 2009). Moreover, research reviews have
showed that discharge planning interventions can be improved if older people
and next of kin participate and get information, education and support after
discharge and the intervention address interprofessional communication
(Bauer & Fitzgerald 2010; Carroll & Dowling 2007). Interactions with older
people and next of kin are beneficial to improve person-centered teamwork,
coordination of care activities and information exchange during care
transitions, leading to better medical outcomes (Toles et al. 2012). Hence, the
purpose of this thesis is to help fill the knowledge gap of how collaboration
and frail older people’s participation can be accomplished in discharge
planning conferences.

1.7 Inter- organizational and inter-professional collaboration

Integrated care is meant to bridge care services to prevent the fragmentation of
care. Inter-professional and inter-organizational collaboration are vital parts of
integrated care in order to ensure care continuity (Hartgerink et al. 2013).
Moreover, communicative deficits and missing information between care
providers highlights problems with care continuity at care transitions (Toscan
et al. 2012; Waring, Bishop & Marshall 2016). A “chain of care” is a metaphor
for an integrated care process program highlighting that care is supposed to
function as a complete and unbroken continuum or collaborative chain
between different caregivers to build a link to one another (Ahgren 2003).
However, despite the collaborative intentions, collaboration is obstructed by
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organizational problems like differing goals (Dunér, Blomberg & Hasson
2011). Furthermore, specialized professionals and regional managers who
protect their own organizations obstruct collaboration and is a symptom of
fragmentary organization. Hence, leadership and a professional approach
characterized by altruism requires a will to sacrifice some of the organizational
structure and boundaries and for the professionals to sacrifice some of their
own professional interests for inter-professional collaboration to be
strengthened (Bihari Axelsson & Axelsson 2009).

Differing definitions of inter-organizational and inter-professional
collaboration exists, and the following explanations can be representative in
the integrated care setting. Inter-organizational collaboration can be defined as
different processes involving multiple professionals from different
organizations working interdependently on patient care (Keyton, Ford & Smith
2008). Inter-professional collaboration focuses on the process where health
and social care professionals work together toward mutual goals in patients’
care. Hence, inter-professional collaboration implies regular interaction and
negotiation between professionals to accomplish shared decision-making and
provide the best possible care for the patients (Reeves et al. 2011). Despite
their frailty and subsequent limitations, frail older people should be considered
as participating actors in their care as previously explained in sections 1.1 and
1.3 (Dury et al. 2018; Leplége et al. 2007; SES 2014:821). In this thesis, frail
older people are incorporated as a part of inter-professional collaboration in
the team setting.

According to theory from a public health perspective, inter-organizational
integration can take different forms between different degrees of management
hierarchy and market competition. Management hierarchy refers to top-down
organizational steering, and market competition is related to developing
contracts with private sector actors. Moreover, there is a somewhat voluntary
network, which is accomplished through cooperation or collaboration, between
organizations that is not part of either a management hierarchy or common
market (Axelsson & Bihari Axelsson 2006). However, integrated care includes
management hierarchies, private actors and networks through collaboration or
cooperation. Unlike the public health perspective, the integrated care networks
are not voluntary.

This inter-organizational integration can be more horizontal or vertical.
Horizontal integration is accomplished through collaboration or cooperation,
while vertical integration is accomplished with top-down steering, established
with acts and regulations from those in senior positions (Axelsson & Bihari
Axelsson 2006). Horizontally organized integration is managed between
organizations on the same hierarchical level and status, for example, hospital,
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municipal health and social care. Vertical integration takes place between
organizations on different hierarchical levels, and this is regulated by national
acts and guidelines that must be implemented by the organizations. Horizontal
and vertical integration often co-exist, which leads to four different forms:
contracting, coordination, cooperation and collaboration, each emphasizing
different degrees of horizontal and/or vertical integration (Axelsson & Bihari
Axelsson 2006). Contracting represents a low degree of integration and is used
in competing market situations, for example, when people are considering
various private home care providers. Furthermore, the integration is
accomplished through contractual relationships with very little influence on
vertical hierarchical control or horizontal voluntary integration. Contracting
implies that private home care providers follow the same regulations as the
public home care providers do. Coordination has a high degree of vertical, but
a low degree of horizontal, integration, where integration is achieved through
a common vertical management structure. Cooperation is defined as concrete
tasks that are conducted together, thus having a high degree of both horizontal
and vertical integration. Collaboration results in a high degree of horizontal,
but low degree of vertical, integration (Axelsson & Bihari Axelsson 2006).
Collaboration implies that integration is organized across institutional
boundaries, for instance, between authorities, professions and different care
units (Carlstrom, Kvarnstrom & Sandberg 2013; Martin & Finn 2011).
Collaboration is, in this thesis, defined as a means to establish integrated care
(Axelsson & Bihari Axelsson 2009).

In this thesis, there are public and private primary care units represented, and
public and private sector providers of home care services in municipal health
and social care. When the model is practiced in elderly care, it can be
exemplified as follows. The inter-organizational setting in healthcare and
municipal health and social care is thus differentiated by autonomous
organizations (Axelsson & Bihari Axelsson 2006). With several involved
actors, including private ones, there is no common hierarchy or structure for
decision-making, which makes providing care more challenging, especially for
frail older people. Hence, collaboration or cooperation between professionals
needs to be established to provide the best care possible for a vulnerable part
of the population.

1.8 Integrated care process programs

Integrated care involves different care levels and settings (e.g., hospital units,
primary care and municipal health and social care). Therefore, improvements
to integrated care involves complex interventions with several units and
professionals. Integrated care process programs have proved to be beneficial,
safer and more secure for frail older people with complex care needs. Post-
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discharge programs for frail older people have shown positive results on
collaboration among professionals, older people’s satisfaction with care,
functional outcomes (Orvik 2016), and readmission reductions (DiPollina et
al. 2017; Tinetti et al. 2012).

An integrated care process program for older people over 65 with social
workers as case managers showed decreased readmissions and increased
satisfaction and quality of life for the target group (Watkins, Hall & Kring
2012). An integrated care process program for people 65 and older with hip-
fractures, including person-centered care, was found to be cost-effective and
showed improved rehabilitation outcomes (Olsson et al. 2009). In addition, an
integrated care program for frail older people showed improved satisfaction
with quality of life at three-month follow-ups, but there were no significant
changes in health or use of care (Looman, Fabbricotti & Huijsman 2014). A
comprehensive geriatric intervention program, including inter-professional
teamwork, case management and care planning in older people’s homes, has
shown positive results in improving care quality for frail older people. In
several studies, the older people were more satisfied with the discharge
planning and post-discharge contact with municipal health and social care
(Berglund et al. 2013); they rated their health and functional ability higher than
the participants in the control group (Berglund et al. 2015), their symptoms had
improved (Ebrahimi et al. 2017), they had maintained their self-determination
(Ekelund & Eklund 2015), and the program intervention had reduced the frail
older people’s dependence on ADL (Eklund et al. 2013).

While there have been many studies highlighting the benefits of integrated care
for older people, there are some obstacles that prevent integrated care from
being easily implemented. Several studies have shown that nurses in hospitals
lack knowledge about home nursing and related resources, which complicates
the possibilities of collaboration between the organizations (Cumbler, Carter
& Kutner 2008; Popejoy, Moylan & Galambos 2009). However, studies have
indicated that more carefully made discharge plans and changed attitudes can
be reached when healthcare professionals from primary and secondary care get
to know each other’s organizations better, as found in a review by Bauer and
Fitzgerald (2010) and a study by Robinson and Street (2004). Furthermore,
integrated care process programs based on inter-professional collaboration are
enhanced when the different professionals’ perspectives and attitudes are well
integrated, resulting in a more supportive manner toward frail older people
(Hartgerink et al. 2013). Hospitalized frail older people are vulnerable and at
risk for adverse events at discharge from hospital to community living. A
comprehensive, hospital-based multidisciplinary intervention could reduce
readmission and increase the older adults’ satisfaction in regard to care (Dedhia
et al. 2009), and an integrated care program in primary care has the potential
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to improve the caretaking of frail older people from the professionals’
perspective (Vestjens, Cramm & Nieboer 2018).

Targeted interventions may be beneficial to integrate care actions for frail older
people and are often a part of integrated care process programs. Having a nurse
as case manager has shown contradictive results on how beneficial it is to
readmissions, but positive to patient satisfaction according to a systematic
review (Chiu & Newcomer 2007) and a meta-analysis (Preyde, Macaulay &
Dingwall 2009). Access to advanced registered nurses and having telephone
follow-ups were advantageous for frail older people in the discharge process
(Wong, Montoya & Quinlan 2018), and Comprehensive Geriatric Assessments
in acute geriatric settings were beneficial for planning multidisciplinary
interventions (Oo et al. 2013). Integrated care process programs have proved
to be beneficial, safer and more successful in meeting the complex care needs
of frail older people. Therefore, in terms of this thesis, it was necessary to study
the preconditions for collaboration and the preconditions to the implementation
of such an integrated care process program.

1.9 Implementing integrated care process programs

Implementing organizational changes (e.g., implementation of integrated care
process programs) suggests that organizational changes can be adopted
differently by different organizations, broadly or by only a few people in the
organization (Greenhalgh 2017). Furthermore, if patients are excluded from
the implementation process of the organizational changes in healthcare, there
is a risk of the process being more oriented toward the innovation rather than
prioritizing the actual benefits for the patients (Rogers 2003). Therefore,
implementation of organizational changes in healthcare needs to include both
patients and professionals.

Before implementation, there is a need for knowledge about organizational
preconditions at the managerial level (Alharbi et al. 2006) to have engagement
from groups of healthcare professionals within the organizations and
confidence toward the professionals working with implementing a care process
program (Dunér, Blomberg & Hasson 2011). However, how organizational
changes are adopted may be influenced by psychological aspects within the
individual professional, such as their previous experiences, values and
knowledge, learning style, goals and motivations (Greenhalgh 2008).

Factors related to adaptations to the local context, high professional
responsiveness, other concurrent projects, fluctuating team members in the
discharge planning team and the amount of staff education before and during
the implementation of the program impact the implementation of an integrated
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and comprehensive care process program (Hasson 2012). Moreover, studies
have shown that implementing comprehensive and integrated care process
programs for older people requires a multidisciplinary approach with training
for the professionals, engagement on different levels within the organizations
and from different perspectives, such as geriatrics and nursing (de Vos et al.
2017).

Studies have shown that implementing an integrated care program in geriatric
rehabilitation for older people with complex needs improved inter-
organizational collaboration (Everink et al. 2017). However, for the
implementation to become sustainable, strategies involving professionals (e.g.,
maintaining behavioral change) and organizations (e.g., dedication to
delivering the program and producing benefits) are required (Moore et al.
2017).

1.10 Rationale for this thesis

Within health and social care organizations, there are needs for constant
improvements and for up-to-date research to support organizational
development. In Sweden and other countries, there are an increasing number
of very old frail people with multi-morbidities in need of different caregivers
and integrated care. Despite acts and guidelines urging collaboration and
integrated care and patient participation, there are deficits in the caretaking of
frail older people (SFS 2017:612; WHO 2017). It is challenging for all the
involved organizations and professionals (e.g., primary care, municipal
healthcare and social care) to integrate care and transfer frail older people
safely between care settings from hospital to community living because the
care is often fragmentary. In addition, the transfer process is further
complicated by increases in professional specializations, shorter care periods
with a need for timely coordinated care actions and economic demands for
efficiency.

Previous research has shown that fragmentary care services are problematic
for frail older people. There is some evidence on the benefits of integrated care
for frail older people, and previous studies have shown the importance of
collaboration and communication during transfers from the hospital (Everink
et al. 2017; Gaboury et al. 2009). In addition, deficient caretaking during
transitions increases the risks of adverse outcomes and readmissions (Kessler
etal. 2013; Scott 2010). Furthermore, there are difficulties, such as perceptions
and expectations of older people’s involvement of themselves and
professionals in getting frail older people to participate in their care at the
hospital (Hvalvik & Dale 2015; Nyborg et al. 2016). Despite laws, guidelines
and research evidence, there are challenges in accomplishing integrated care
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through collaboration and communication involving frail older people.
Therefore, it is of the utmost importance to highlight how collaboration, inter-
organizationally and inter-professionally, and also involving patient
participation, is accomplished in clinical praxis from the professionals’
perspective.
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2 AIM

The aim of this thesis was to describe and analyze preconditions for
collaboration and participation in integrated care for frail older people from the
professionals’ perspective.

Specific objectives for the included studies:

- To elucidate the variation of frail older persons’ positioning in
discharge planning conferences, and to elucidate professionals’
opinions on the preconditions for frail older persons’ participation in
these conferences.

- To explore healthcare and social care professionals’ experiences of
preconditions to inter-organizational and inter-professional
collaboration to support frail older peoples’ participation in discharge
planning conferences.

- To describe professionals’ views of the influence of different
factors on the importance of inter-organizational
collaboration and to compare the outcomes between inpatient
and outpatient professionals with regard to organizational
affiliation and educational level when starting up the
implementation of a comprehensive care process program.

- To investigate the preconditions for implementation of a care process
program by comparing the professionals’ understanding,
commitment and ability to change their work procedure over time
within and between organizations.
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3 METHODS

Study design

In this thesis, inter-professional and inter-organizational collaboration in
integrated care has been investigated from the professionals’ perspective. Frail
older people’s participation is a part of that collaboration. Both qualitative and
quantitative methods were deemed valuable in order to understand the
preconditions for collaboration and participation in discharge planning
conferences and in an integrated care process program. An overview of studies
I-IV methods are presented in Table 1.

Table I. Overview of the included studies in the thesis, informants or population and data
collection.

Study informants or population Study design Data collection

Study I Discharge planning conferences Case study Interaction data
(DPCs) with frail older persons (>77 from DPCs
years) at hospital and in municipal
health- and social care (N = 10)

Individual
Occupational therapists, OTs, (n = 6), interviews
Physiotherapists, PTs, (n =4), Nurses,
RNs from hospital and municipal
health- and social care (n = 20), Social
workers, SWs (n = 10) (N = 40)

Study IT OTs, PTs, RNs from hospital, primary ~ Focus group Focus group
care and municipal health and social discussions
care, SWs (N =30)

Study III OTs, PHs, PTs, RNs, PNs, SWs from Cross-sectional ~ Questionnaire
hospital, primary care, and municipal study
health and social care (N = 208)

Study IV OTs, PTs, PNs, RNs, SWs from Repeated cross-  Questionnaire

hospital and municipal health and
social care (N =191)

Study | and Il

Methodological framework

sectional study

The methodological framing of this thesis is partly based on a social
constructionist perspective (Gergen 2009). The social constructionist
perspective concerns how the social context and different phenomenon, such
as knowledge, norms and values are constructed through communication in
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social relationships within a specific context. The socially constructed
knowledge, norms and values have an impact on how people choose to act in
different situations and how they interpret their surrounding world (Gergen
2009). The first two studies (I and II) are thus focusing on social interactions
(Goffman 1959) and institutional discussions (Sarangi & Roberts 1999) in the
context of discharge planning.

Institutional talks were investigated and discussed from how they influence
societal structures, organizations and inter-professional relations (Sarangi &
Roberts 1999). Institutional talks were run by professionals and
nonprofessionals (e.g., patients and next of kin) and differed from ordinary
talks in that there were specific aims and rules (Linell 1990). For example, the
institutional talks aimed to plan frail older people’s discharge at a discharge
planning conference, which is governed by acts and regulations from health
and social care.

There are institutional talks at work, held either “front stage,” “back stage” or
“off-stage.” “Front stage” refers to talks between professionals and
nonprofessionals, whereas “back stage” talks are institutional talks with
professionals only (Goffman 1959; Sarangi & Roberts 1999). “Oft-stage” talks
refer to when individuals meet the patient with the team (Goffman 1959).
Discharge planning conferences are examples of institutional talks being held
front stage, but they are influenced by back stage inter-professional talks. Due
to the use of terminology and jargon, healthcare professionals are in a power
position at discharge planning conferences. Therefore, there is a need for
reflection over how communication is being used on all stages to level the
playing field so to speak (Dunér & Nordstrom 2006.

Positioning takes place between individuals and describes how people act in
relation to others (Hollway 1989). The concept of positioning describes which
positions people take or are given at institutional talks (Harré & van
Langenhove 1999). Positioning or positioning theory can be understood as a
way of creating discourses from narratives, making it comprehensible and
reflecting upon how the participants take many different positions during talks.
Taking a position causes positioning. Positioning is the social interaction that
occurs in relation to others (Harré & van Langenhove 1999). Positioning is
used as a more dynamic concept than the concept of roles; positioning has its
focus on talking and social actions and presupposes ongoing social interaction.
Positioning is created from a communicative interaction between people
(Davies & Harré 1990). Furthermore, it represents three kinds of processes or
discursive practices: conversation, which is the most fundamental, institutional
practice and the use of social rhetoric (Harré & van Langenhove 1991).
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The social constructionist approach and our focus on institutional talk was seen
as crucial for studying collaboration in discharge planning conferences. In
study I, this was conducted by investigating how interactions between the
participants were shaped and the implications this would have for the
participants’ view on collaboration. In this context, discharge planning
conferences represented an institutional talk that could be analytically
analyzed. Furthermore, the social constructionist approach was seen as a
valuable analytical tool to study interaction data from focus groups (study II).
In this study, the interactions in focus groups were used to explore
preconditions to inter-organizational and inter-professional collaboration at
hospital discharge.

The method chosen for study I was a multiple case study (Stake 2000) with the
discharge planning conference as “the case.” Audio-recordings from
multidisciplinary discharge planning conferences and interviews were
conducted and analyzed with qualitative content analysis (Hsieh & Shannon
2005) and discourse analysis (Roberts & Sarangi 2005) in order to elicit frail
older people’s participation in these conferences. The older people’s
participation in the discharge planning conference was highlighted from
positioning theory perspective. In this context, collaboration was explored
from the professionals’ perspective. Whereas in study II, collaboration was
studied from the professionals’ perspective, and how their behavior could
support or obstruct frail older people’s participation. The focus group method
was chosen to allow the professionals to express their experiences of daily
discharge decisions and to obtain a collective understanding among the
participants (Dahlin Ivanoff & Holmgren 2017; Krueger & Casey 2009).

Data collection

In study I and II, the professional participants were chosen with purposive
sampling from their experiences in the discharge process of frail older people.
The data collection took place in different settings, where the discharge
planning conferences (study I) took place in the older people’s home, in
hospital or municipal health and social care settings. Interviews with the
professionals primarily took place at the employee workplace (study I) or at
the university (study I and II). The focus groups in study II consisted of eight
participants who were recruited to represent the different geographical and
professional perspectives of the conferences (Table 1). Each group conducted
two focus group sessions, which were audio-recorded. One group had one
missing recording as they decided saturation was reached after the first
discussion. Seven discussions were audio-recorded for approximately two
hours each.
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Data analysis

Study I consisted of two data sets where the analysis had two focuses. The first
data set was analyzed for how the older people’s positions varied in
interactions with the professionals and next of kin during discharge planning
conferences inspired by discourse analysis (Harré & van Langenhove 1999;
Roberts & Sarangi 2005). In the analysis of the second data set, the interviews,
a qualitative content analysis with a deductive approach was conducted. The
analysis was based on the results from the discourse analysis of the
professionals’ opinions on the frail older person’s participation in discharge
planning conferences. In study II, the analysis was conducted to identify and
categorize a variety of preconditions to inter-professional and inter-
organizational collaboration. The analysis was conducted with inspiration from
Krueger & Casey (2008) and Rabiee (2004).

Study Ill and IV

In these two quantitative studies, a cross-sectional study (study III) and a
repeated cross-sectional study (study IV) were conducted. The design was
chosen in order to describe and compare the professionals’ views at one time
in study III. In study IV, instead of only measuring at one time, the
professionals were asked at three time points throughout the implementation
process. The three cross-sections were independently administered from the
other cross-sections. This study evaluated the professionals’ views from an
organizational perspective later in the process than has been previously done
to investigate the preconditions of the implementation in an ecologically valid
manner. These studies were conducted within a larger project, “From
intervention to trial (RCT) to full-scale implementation research.”

Within the larger project, “From intervention to trial (RCT) to full-scale
implementation research,” an integrated care process program “Continuum of
care for frail older people” came about as policy (Sabatier 1981; Wilhelmsson
et al. 2011). The intent was to reach mutual goals in the care of frail older
people 75 years or older and to improve integrated care for that target group.
Moreover, the mutual goals aimed to accomplish integrated health and social
care and rehabilitation in the municipality in order to reduce emergency
hospital care visits. The program comprised a care continuum, a “chain of
care,” from hospital to community living for frail older people across
organizational borders. The care continuum comprised a comprehensive
geriatric assessment (CGA) in emergency care, a case manager (CM) and an
inter-professional team in the municipality. The program was tested as a two-
armed intervention where the implementation was studied in parallel (Dunér,
Blomberg & Hasson 2011; Wilhelmsson et al. 2011).
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Before the start of the program in 2008, the staff received information and
training about program organization, CGAs and laws and regulations.
Furthermore, the professionals exchanged knowledge about the different units
involved and the work procedures to understand the content of the care process
program. The results from the intervention study formed the basis for a joint
care process program, where the program has been accepted as the regular way
to work.

In this thesis, the professionals’ views on inter-organizational collaboration
were described and compared by studying the influence of different factors of
importance to inter-organizational collaboration at the start of the
implementation of the integrated care process program (study III). In study IV,
the preconditions for the implementation of a care process program were
investigated by comparing the professionals’ understanding (“I understand”),
commitment (“I will”), and ability (“I can”) to change their work procedure
over time within and between the organizations.

Questionnaire operationalization and pilot testing

The questionnaire used in study III and IV aimed to assess the views of the
operative professionals and have been developed and tested in several steps. A
questionnaire used in a similar study of the implementation of an intervention
in child protection (Johansson 2013) formed the basis of our questionnaire. In
the first step, the questionnaire was slightly adapted to fit the context of the
present study (i.e., elderly care). In the next step, it was revised according to
the results from the qualitative study of the process of implementing a new
continuum of care model in a complex organizational context (Dunér,
Blomberg & Hasson 2011). Finally, the questionnaire was tested within the
organizations by managerial and operative professionals.

The questionnaire and the previous qualitative study of the implementation
process were based on a theoretical model developed by Lundquist (1987).
According to this model, the involved professionals’ understanding,
commitment and ability to change their work procedure according to the care
process program shaped the implementation process. The “understanding”
indicates the professionals’ knowledge of the care process program and their
comprehension. “Commitment” was their intentions to support and work in
accordance to the program and their “ability” was to work in line with the care
process program when it came to decision-making and the setting of the scene
and if the professionals required resources. The questionnaire comprised 20
questions on a four- or five-point Likert type scale with a “do not know”
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alternative that the informants were asked to consider. The same questionnaire
has been used to describe and compare inter-organizational collaboration from
the professionals’ perspective at one time at the start of the implementation of
the program (study III), and at three cross-sections to evaluate the
preconditions to the implementation of the care process program over time and
between the organizations (study IV).

Data collection and participants

In study III and IV, data were collected from professionals who were directly
or indirectly involved in the integrated care process program “Continuum of
care for frail older people.” Study III included care units in a municipal area in
Western Sweden, including public and private units within primary and
secondary care and municipal health and social care (n = 32). In study IV,
primary care was excluded (n = 24). The units were strategically and randomly
sampled (Altman 1991). The units were strategically sampled in order to
include units from all organizations that were involved in the integrated care
of frail older people. Within each organization, the units were randomly
sampled. Before the baseline study, there were units who refused to participate
due to organizational changes, an expired contract with a home care provider
or were unreachable. Eighteen units agreed to participate in study Il and 15 in
study IV. Among the professionals, a majority were women and practical
nurses from home care services. Moreover, registered nurses, occupational
therapists, physiotherapists, social workers and physicians were included. In
study III, 208 questionnaires were collected. At the baseline of study IV, 191
questionnaires were collected; 135 at the six-month follow-up; and 96 at the
12-month follow-up.

Procedures

In these studies, questionnaires were used to evaluate the professionals’ views
at baseline (study III), and for study IV, at baseline and six and 12 months
(study IV). Managers from the care units were contacted and gave informed
consent or declined to participate. Professionals from the sampled units
completed the questionnaire at a staff meeting, mainly handled by the
researchers, but a minority were distributed and collected by managers. There
were a few dropouts (n = 2) because of language barriers or administrative
tasks. There were 8 - 45 employees in each unit.

Data analysis

The data were entered into IBM SPSS 23 statistical program before analysis
by descriptive and analytical methods. To analyze group comparisons, Chi-
square test (study III and IV) and Fisher’s exact test (study IV) were used
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(Altman 1991). Moreover, in study IV, change over time was determined and
a logistic regression was used to analyze the impact time and organization had
on the professionals’ perspectives.
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4 ETHICAL CONSIDERATIONS

Ethical approvals were obtained when appropriate from the Regional Ethical
Review Board in Gothenburg for studies I-IV. In study I, the audio-recordings
of the discharge planning conferences were approved 2009-01-22 (Dnr: 816-
08). In study I and II, there was no need for ethical approval according to the
Swedish law concerning the individual and the focus group interviews
involving professionals (SFS 2008:192). Ethical guidelines were followed as
recommended concerning information, consent, confidentiality and access
rights, however. The participants gave informed consent. Ahead of study I, the
participants received information at a staff meeting. In study I and II, an oral
agreement concerning confidentiality was made between the researcher and
the informants.

Regarding study III and IV, ethical approvals were obtained. Initially ethical
approval was granted to the main study (“Vérdkedja: frdn akutmottagning till
eget boende — implementering och utvéardering av en intervention for sarbara
dldre”) 2008-08-12 (Dnr 413-08), but this approval was complemented with
an additional application and approval for the evaluation of the full-scale
implementation “From intervention to trial (RCT) to full-scale implementation
research” (“Frén akutmottagning till eget boende- implementering och
utvirdering av en intervention for sérbara dldre”) 2012-02-28 (T 140-12).
However, concerning the interviews with the professionals, there was no need
for ethical approval according to the Swedish law (SFS 2008:192). In study I11
and IV, the participants were given oral and written information about the
studies and that participation was voluntary. All study data were handled
confidentially, and only the researchers had access to them.
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5 RESULTS

The results are presented in detail in each separate paper (studies I-1V). In this
section, the results are briefly introduced and summarized for the four studies.

The results show that the professionals were aware of the importance of
preparing their older patients to the discharge process. Both the professionals
and the frail older people themselves contributed in the discharge planning
conferences (study I). Moreover, the professionals had a certain awareness and
agreed about how older people could become more participative (study II). The
professionals were committed to changing their work procedures according to
the care process program at baseline and were familiar with the care process
program over time (study IV). However, our findings reveal some problematic
issues. The professionals’ awareness of the importance of older people’s
preparations in the discharge process was excluded from the regular work
procedures and was, thus, sometimes overlooked. The institutional setting
dominated and was prioritized over the older people’s participation (study I).
A false sense of participation was created toward the frail older people, as the
outcome of the discharge planning conferences was planned by the
professional’s beforehand ‘back-stage,” therefore, the conferences became
merely formalities. Furthermore, the professionals did not agree on who should
be responsible for the division of care activities or how the participation of frail
older people could be accomplished in the discharge process (study II). In these
studies, it became evident that there was insufficient knowledge of each other’s
working circumstances, diverging perceptions of division and transfer of care
responsibilities, insufficient experiences in collaboration and psychosocial
factors that were obstructing collaboration (study II-III). In this context, the
professionals’ commitment to changing their work procedures according to the
new work procedure decreased over time. Their abilities to change their work
procedures according to the care process program and their understanding of
the division of responsibilities were limited and remained unchanged (study
V).

Promotive and obstructive factors for frail older people’s
participation in discharge planning conferences

The first study (study I) showed that frail older people’s participation in
discharge planning conferences was possible under certain circumstances.
During these conferences, older people’s care and rehabilitation needs were
negotiated, and their participation was communicatively shaped by their own
or the professionals’ approach. Their positions varied and were categorized
from being an active person to a passive patient. The analysis revealed that
someone who was categorized as an “active person” was actively taking part
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in the situation and reflecting upon their whole life more holistically. On the
contrary, someone categorized as a “passive patient” was passive in relation to
participation in the discharge planning conference and a “patient” when not
including their whole life situation. Their positions varied dynamically
between the four different categories from being (1) an active person, (2)
passive person, (3) active patient or (4) a passive patient. All professionals
being well prepared and having structured meetings were seen as promotive
factors to older people’s participation and a patient centered approach.
Obstructive factors occurred when the professionals used “over the head” talk,
the older people or the professionals were not prepared for the discharge
planning conference and when the professionals did not collaborate inter-
organizationally due to insufficient knowledge about which other
organizations were involved.

Collaboration within an implicit framework in discharge
planning conferences prioritized over frail older people’s
participation

The analysis of study II explored what preconditions and obstacles to frail older
people’s participation were evident on both the professional and organizational
levels. Furthermore, these preconditions implicated an unspoken framework to
collaboration where the discussions revealed underlying norms and values that
influenced the outcome of the discharge planning conferences. The unspoken
framework of collaboration was interpreted as different perceptions of
prioritizing the older people’s involvement in practice, choice of method for
information transferal affecting collaboration, the limited timeframe affecting
assessments and choice of actions, and underlying professional hierarchies.
The results showed the preconditions to inter-organizational and inter-
professional collaboration were related to timing, “back-stage” pre-meetings
(formoten), specializations, the want to remain within professional boundaries,
the composition of the discharge planning conference (motets
sammansittning), the institutional conversation/order (samtalsstruktur) and
IT-systems. The discharge planning conferences appeared to be an arena for a
professional exchange of ideas more than a dialogue with frail older people.

Different factors influencing inter-organizational
collaboration

A majority of the professionals in inpatient care had a post-secondary
education, in this context, referred to as an academic education (registered
nurses, occupational therapists, physiotherapists, social workers and
physicians), while a minority in outpatient care were academically educated,
most had a secondary-level education (study III) referred to as non-academic
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in this paper. Insufficient knowledge of each other’s working circumstances
was the factor that was scored as the greatest difficulty to inter-organizational
collaboration by the professionals (n = 132, 63%), followed by insufficient
experience of inter-organizational collaboration (n = 99, 48%), and
psychosocial factors, for example, interpersonal chemistry and insufficient
psychosocial working climate (n =91, 44%). In study 11, the factors that were
scored as presenting the least difficulties were the influence of different
professions (n = 27, 13%) and professional power and status among the staff
at the care units (n = 49, 24%). Non-academic professionals responded in
greater proportion (24-56%) than academic staff (4-37%) that they did not
know how the different factors influenced collaboration. No statistically
significant differences occurred when comparing potential difficulties to inter-
organizational collaboration between inpatient and outpatient care
respondents.

When comparing differences in views between professionals with or without
an academic education, significant differences occurred on all collaboration
factors. The academically educated professionals scored difficulties to inter-
organizational collaboration higher than non-academic professionals did on the
influence of different laws and regulations (p = 0.02), the influence of
insufficient knowledge about each other’s working circumstances (p = 0.001),
and the influence of insufficient experiences of inter-organizational
collaboration (p = 0.002). A higher proportion of the non-academic
professionals scored the influence of long distances (p = 0.02), different
professions (p < 0.0001), professional power and status (p = 0.02) and
psychosocial factors (insufficient psychosocial working climate, interpersonal
chemistry) (p = 0.01) as difficulties to inter-organizational collaboration.

Limited preconditions to implement an integrated care
process program

At the baseline survey (study 1V), the majority of the respondents (n = 144,
75%) agreed that they were familiar with the care process program. However,
a minority (n = 41, 21%) of the respondents agreed that it was obvious,
according to the program, which unit was responsible for different actions, for
example, in nursing, care and rehabilitation. A minority (n = 51, 27%) of the
respondents believed in their abilities to change their work procedures
according to the care process program or found that management prioritized
and promoted the program’s adoption at baseline. The results showed no
statistically significant changes or differences in the views between hospital
and municipal healthcare professionals, and the professionals’ understanding
and ability to change their work procedures remained unchanged over time.
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However, the professionals were committed to give their support to most of
the statements (80-93%) at baseline, and the majority of the respondents (n =
111, 58%) agreed on the program’s relevance to offer a better integrated care
structure and support for frail older people. There were statistically significant
changes over time within the organizations and in comparison between the
organizations according to their commitment. The professionals’ commitment
decreased on the importance of frail older people being offered a permanent
municipal contact. Their commitment decreased over time from 12-month
follow-up compared to baseline (p = 0.02, OR = 0.39, CI = 0.17-0.87), and
from 12-month follow-up compared to six-month follow-up (p = 0.05, OR =
0.41, CI = 0.17-0.99). Furthermore, the professionals’ commitment changed
and decreased over time in relation to the importance of information transfer
from the emergency department to the municipal health and social care at 12-
month follow-up compared to six-month follow-up (p = 0.04, OR =0.2, CI =
0.18-0.98). The professionals changed their views regarding the importance of
discharge planning in the hospital setting and their commitment decreased over
time at 12-month compared to six-month follow-up (p = 0.04, OR = 0.51, CI
=0.27-0.98). Moreover, the professionals’ commitment to discharge planning
at home decreased over time, and they were least committed at the six-month
follow-up compared to baseline (p = 0.04, OR = 0.57, CI = 0.33-0.98).

In comparison between hospital and municipal professionals, the hospital
professionals were more committed than professionals from municipal health
and social care to the importance of information transfer from the emergency
department (p = 0.01, OR =2.88, CI = 1.30-6.42) and to discharge planning at
frail older people’s homes after discharge (p = 0.03, OR = 1.79, CI = 1.05-
3.06).
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6 DISCUSSION

The main findings in this thesis reveal that frail older people’s participation is
possible, but it is the professionals’ needs that are prioritized over the needs of
the older people (study I and II). Collaboration has been studied as a
phenomenon, where patients’ participation and influence are an important part
in the context of integrated care (study I-IV). The results reveal that frail older
people’s participation in integrated care is possible, but often it is obstructed
by the organizations’ structure. The professionals are cognizant of, to some
extent, how to support frail older people in the discharge process, but their
awareness is based solely on the institutional and governmental policies. The
professionals have an awareness of the need for collaboration between the
organizations to support frail older people but not who is responsible or how it
should be accomplished. Hence, collaboration is inconsistently achieved
(study I and II). Moreover, the professionals’ educational level influenced
inter-organizational collaboration more than their organizational affiliation on
all variables, such as, the influence of laws and regulations and insufficient
knowledge about each other’s working circumstances (study III). The
professionals have an understanding of the importance of a care process
program to support frail older people in the discharge process, but their
preconditions to change their work procedures according to the program was
limited. Their abilities in this regard were limited due to a lack of management
prioritization of the program and resources. Hence, their commitment to the
program decreased over time (study 1V).

Discussion of the findings

The organizational setting obstructing frail older people’s participation

In study I, the institutional context obstructed the participation of frail older
people from being active participants in the discharge conferences. A false type
of participation was created for frail older people where the outcome of the
discharge process was more or less decided beforehand, making the conference
a formality rather than a truly collaborative process involving the patients.
Previous studies have shown that a possible reason for this can be the
institutional processing of people. Older people are categorized as patients to
fit into what the organization can offer, for example, different home care
services (Hasenfeld 2010; Olaison & Cedersund 2006) rather than adjusting
the organization to fit their needs. Furthermore, studies have shown that
participation of older people and their next of kin are overlooked by the
professionals who do not properly include patient needs and capabilities
(Nyborg, Danbolt & Kirkevold 2017). Studies have shown the older people’s
room for participation was small and their possibilities to take part in the
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negotiations and decision-making of their care was limited (Efraimsson et al.
2004). Moreover, in this study, we discovered routines for preparing the older
people for the discharge process was missing. This means, that besides shorter
care periods at hospitals, professional pre-meetings before the discharge
planning conference were conducted in the absence of the older person and/or
their next of kin. This fact has been emphasized in previous studies were
organizational routines were prioritized before the older people’s participation
(Efraimsson et al. 2006; Mabire 2015). However, the results of study I showed
frail older people’s participation was not to be taken for granted and possible
under certain conditions.

The results in study I revealed that the participation of frail older people in the
discharge process was possible, however, under certain conditions. Having
frail older people participate as an “active person” was possible when the older
people were prepared, made themselves participate, when the professionals
communicated with them or their next of kin and had a supportive approach.
However, previous studies have shown that professionals’ views on older
people’s participation in hospital care diverged between the organizational and
professional domains and the older people and their satisfaction with care.
How participation was accomplished depended on the care (e.g., treatment and
medical examinations) and the available hospital resources (e.g., beds and
staff) (Dyrstad, Testad & Storm 2015). Moreover, in study I, the frail older
people’s health and their own approach to discharge conference participation,
support and demands from the next of kin, and the professionals’ will to
include a holistic approach to the entire care situation of the patients affected
participation. This emphasizes the importance of organizational support,
professional approach and inter-professional collaboration to enhance frail
older people’s participation and engagement in their care, as defined in ICF
(2003). Organizational routines that safeguard, initiate, and integrate care are
necessary for person-centered care to be established. Furthermore, the person’s
own narrative, shared decision-making and related documentation were found
to be important cornerstones to establish person-centered care (Ekman et al.
2015). Person-centered care is an approach to support people to become active
participants rather than being considered as care objects (Leplege et al. 2007).
To establish integrated care from a person-centered perspective, these
conditions are essential and need to be established in healthcare and municipal
health and social care settings.
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The results in study I revealed that the professionals were aware, to some
extent, of how the older people’s participation should be accomplished, but the
organizational settings obstructed this. Inter-professional collaboration in the
discharge process was mainly seen as the professionals’ arena where older
people’s participation was considered to be minor. When older people were
categorized and reduced to “passive patients,” there was a lack of a holistic
view with regard to the older people’s life situation and both the older people
and the professionals identified the needs before abilities (study I). As previous
studies have shown this issue can be understood as having a lack of a person-
centered perspective, which focuses on capabilities and is based on information
from the older person and/or the next of kin to facilitate older people’s
empowerment and participation (Leplége et al. 2007; Morgan & Yoder 2011).
The results in study I revealed that when older people were categorized as
“passive patients,” there was a lack of focus on the older people’s own goals
during hospitalization and post discharge. However, other studies have shown
community-dwelling frail older people can be effectively supported to
participate more actively in the decision-making concerning their care and
treatment (Robben et al. 2015). Older people can be supported in setting
realistic goals and providing insight into what they would like prioritized most
in their care and treatment (Robben et al. 2015). On the contrary, the results
from a study of person-centered goal-setting in geriatric rehabilitation showed
that the professionals felt that the older people were unable to formulate or set
realistic goals during hospitalization (Seben, Smorenburg & Buurman 2018).
However, the older people themselves viewed their goals during
hospitalization as crucial to becoming independent in self-care activities,
return home, be able to perform activities and regain full independence (Seben,
Smorenburg & Buurman 2018). Therefore, to establish integrated care from a
person-centered perspective, it is essential for the professionals to include the
older person in the discharge process and encourage the frail older people to
take an active role in their care and in setting goals.

Collaboration with inconsistent approaches

The results revealed that collaboration in the discharge process was
inconsistently conducted where it was unclear to the professionals who was
responsible in the discharge planning conference or how good integrated care
should be accomplished (study II). The professionals collaborated within an
unspoken, tacit framework, which was interpreted differently based on
different perceptions of priorities for the older people’s involvement, methods
of information transferal, the limited timeframe affecting assessments and
decisions, and underlying professional hierarchies.
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This study (study II) revealed that underlying professional hierarchies were
significant barriers to collaboration. The problematic issue of professional
hierarchies has been highlighted in previous studies, where collaboration was
hampered by formal and informal divisions among care workers. However,
having formal guidelines and managerial strategies to support collaboration
across these hierarchies was beneficial (Jakobsen et al. 2018). The results in
our study revealed that it was unclear to the professionals who were responsible
in the discharge process and how it should be conducted. Previous studies have
shown that power-hierarchies between different professions served as barriers
to collaboration (Miller & Ashcroft 2016). Hence, communication to clarify
professional responsibilities, decision-making in team discussions,
collaborative culture, roles and professional self-identity served as facilitators
to collaboration and they helped prevent the development of power hierarchies.
In addition, an organizational culture that values, supports and encourages
collaboration is beneficial (Miller & Ashcroft 2016). Hence, developing inter-
professional communication and establishing organizational development to
improve inter-organizational collaboration is beneficial to overcome these
obstacles.

The results show that the professionals’ objective to be time efficient meant
that the discharge planning conferences were mainly the professionals’ arena.
Assessments and choice of actions were affected by shorter care periods where
the assessments were conducted at an earlier stage, and the choice of actions
before the forthcoming discharge were determined from an early assessment.
The professionals’ opinions were inconsistent with regard to choice of actions
for the older people. Moreover, the frail older people’s participation was
limited. In the professionals’ pursuit to be time efficient, unethical presentation
of the older people’s lack of abilities and talking over their heads were evident.
These findings are in line with previous research that found that diverging
organizational structures with different timetables and decision-making
structures may have hindered collaboration (Auschra 2018). It was also found
that a limited timeframe and lack of accountability created different barriers to
care integration. In times of shorter care periods, mutual organizational
strategies have to be established in order to balance inconsistent approaches
between professionals and for person-centered care to be achieved.
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This study showed the choice of method for information transferal affected
collaboration between the organizations (study II). The professionals’ views
were inconsistent and varied with regard to how information should be
transferred and documented. However, the results are in line with previous
studies that have indicated that the organizational structure obstructs
collaboration (SOU 2016:2). Fragmentary organization, where each unit has
its own goals and results to achieve and professionals that are more specialized,
suggests difficulties in meeting the complex care needs of frail older people
(Simonet 2015; SOU 2016:2). These findings reveal that there may be a lack
of mutual agreement regarding information transferal, negatively influencing
collaboration in this study.

In these studies, the findings revealed that the organization may be problematic
for both the older people and professionals, as there were a lack of venues to
meet and develop mutual knowledge of inter-organizational collaboration.
According to Axelsson and Bihari Axelsson (2006), horizontal integration
supports collaboration with mutual agreements between units on the same
level. The results in this study (study II) revealed there were limiting factors to
inter-organizational collaboration in the discharge process influenced by either
vertical integration or a combination of horizontal and vertical integration.
Moreover, the Freedom of Choice Act (SFS 2008:962) means there are more
actors within home and primary care, which may contribute to the difficulty
with collaboration. Integration is accomplished with contracting that has little
influence on vertical hierarchical control or horizontal voluntary integration
despite the fact that private care providers follow the same regulations as public
care providers (Axelsson & Bihari Axelsson 2006).

Education level influencing professionals’ views on inter-organizational
collaboration

Study III’s results showed the professionals’ educational level influenced
collaboration. However, the organizational affiliation did not influence
collaboration significantly. Professionals with an academic education scored
difficulties related to the organizational setting higher than the non-academic
professionals. The non-academic professionals scored the influence of
psychosocial aspects as difficulties to inter-organizational collaboration higher
than advanced academic professionals. These findings may be explained by a
lack of inter-professional education as has been demonstrated in previous
studies (Gjessing et al. 2014). In this study, the professionals got information
and training before the start of the implementation of the care process program.
It is possible the education and training for different professional groups
differed slightly, depending on how the education and training was planned.
Previous studies have suggested that improved inter-professional collaboration
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enhanced professional practice and outcomes, as shown in a review by
Zwarenstein, Goldman and Reeves (2009). Despite the demand for inter-
professional collaboration in an integrated care process program, the lack of
inter-professional education may have negatively influenced the professionals’
views in this study. This fact may have had a negative influence on the
preconditions to implement the care process program.

Moreover, the results revealed that the participating professionals viewed
collaboration as obstructed due to a lack of knowledge about the circumstances
in the other organizations. According to the participants, the lack of knowledge
was communicated through unrealistic expectations toward the other
organizations and was viewed as an obstacle to collaboration. For integrated
care improvements, there is a need for increased knowledge among the staff.
Previous studies have indicated that an educational program for professionals
about integrated care had the potential to improve patient safety culture, for
example, the transferring of patient care information (Storm, Schulz & Aase
2018). However, these studies revealed that there were knowledge deficits
among the professionals about the circumstances in the other organizations,
which may have influenced integrated care and patient safety negatively. In
this thesis, the participants were aware that different professional affiliations
may obstruct inter-professional collaboration. This was obvious when the
professionals strived to remain within their own professional framework. This
result is supported by previous studies showing that professional identity and
professionalization may be threatened by collaboration, making professionals
more hesitant to adapt to the new process (Axelsson & Bihari Axelsson 2009).

Limited preconditions to work according to an integrated care process
program

The professionals had an understanding of the importance of a care process
program to support frail older people in the discharge process, but their
preconditions to change their work procedures according to the program was
limited (study IV). Their abilities were limited because management did not
prioritize the program and resources were not plentiful. Hence, their
commitment to the new program decreased over time.

In this study (study IV), the preconditions to the implementation of a
comprehensive and complex integrated care process program were evaluated.
Previous studies have shown that organizational changes with less complexity
and more local compatibility were more advantageous and easier to implement
for organizations (Greenhalgh et al. 2004, Greenhalgh 2017; Rogers 2003).
Hence, implementation and evaluation of complex interventions need specific
strategies and phases: development, feasibility, implementation and evaluation
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(Craig et al. 2008). However, in organizations with heavy workloads and
extensive professional turnover, evaluation of complex interventions may be
particularly challenging as the same professionals are not necessarily involved
over time. To be implemented in the long-term, new work procedures must
become routine to the professionals (Greenhalgh 2008).

In this study (study IV), the professionals’ commitment decreased in their view
of the importance of a permanent municipal contact, the municipality receiving
information from the emergency department, and discharge planning at the
hospital and at home. This result shows the preconditions for the
implementation was limited over time in the organizations. However, previous
studies have shown that implementation was facilitated by trust between the
participating organizations and authorities (Ahgren 2007). In addition, there
needs to be mutual organizational benefits for the involved organizations and
units; otherwise, the programs may be less well implemented (Ahgren 2012).
This study revealed (study IV), the professionals from the hospital were the
most committed and agreed to the preconditions to the implementation to a
greater extent. To strengthen the preconditions for implementation, a
decentralized and flat management structure would be beneficial where the
workers have the freedom to cross professional boundaries to ensure
collaborative efforts (Axelsson & Axelsson 2006; Greenhalgh 2017). These
studies revealed that the professionals were committed to changing their work
procedures at baseline despite the limited ability to control their work
procedures. Hence, the professionals may have limited room for action. These
results are in line with previous studies, where implementations of new
interventions benefited from an approach where professionals with a driving
spirit were encouraged by management, and there was room for local
initiatives among the professionals. This study showed (study IV), the driving
professionals may not have been thoroughly encouraged by the management.
In addition, the preconditions to the implementation may have been limited as
a consequence of high professional turnover where the professionals driving
the program left, especially with municipal professionals. As previous studies
have shown, implementing integrated care is obstucted by a top-down
approach, and any new program must be complemented with a bottom-up
approach (Ahgren 2007). Moreover, previous research has shown that
management needs to prioritize the program and resources are important
factors to implementation (Greenhalgh et al. 2004; Greenhalgh 2017).
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Methodological considerations

As the author of this thesis, I have a certain preunderstanding of the context. I
had experience in this area from a clinical perspective as an occupational
therapist where I participated in the discharge process with frail older people
and was a coordinator in a research and development unit. Working as a
coordinator meant I had the opportunity to work with issues related to care
development from an organizational standpoint for the benefit of the users,
clients or frail older people. These experiences have given me first-hand
insight into the problems that occur regarding the collaboration between
professionals and between care organizations. Therefore, writing this thesis is
my contribution to gain an understanding of the complex nature of integrated
care for frail older people.

In order to fulfil the overall aim of this thesis, both qualitative and quantitative
methods were chosen. Theoretically, the methods ranged from the medical
positivistic paradigm to the holistic perspective from human sciences. The
methods were chosen to represent diverging perspectives in order to
understand different aspects of how collaboration and participation are
achieved in an integrated care context. The mixed methods in this thesis
enables us to find an understanding of diverging methods but may hamper
more in-depth knowledge of each specific method (Patton 2015; Polit & Beck
2012).

Limitations

Being frail includes fatigue, weakness and cognitive deficits among the older
participants, where even a minor increase in stress can further reduce their
capacity significantly (Bergman et al. 2007). These conditions may have been
a reason why there were problems in recruiting older participants for study I.
The recruitment problems may also have had an organizational origin. Nurses
and social workers asked frail older people within the inclusion criteria (aged
77 years or older with at least two health-related problems, with the ability to
communicate, without cognitive and hearing deficits) at the hospital or within
municipal health and social care to participate. During the data collection, there
may have been some discharge planning conferences that we did not get access
to due to staff circumstances, heavy workload and stressed personnel. Due to
some absences, the composition of the focus groups was slightly uneven, for
example, in one of the focus groups the majority of the participants were
occupational therapists. This uneven group composition in study Il influenced
the heterogeneity and may have influenced the discussions, reducing the
possibilities to identify more perspectives (Kitzinger 1995).

48



Collaborative challenges in integrated care

The care process program was revised to suit the local context to better fit their
own local needs and preconditions. This may be beneficial for program
adoption in the local units (Rogers 1995). Due to this, there is som uncertainty
where the units changed the program. The researchers have not investigated
these interpretations or revisions of the program (study IV). There may also
have been other competing projects interfering with the implementation. It is
not known what particular implementation efforts were performed in each unit
(study II and IV). Accordingly, there may be some uncertainty where the
researchers were unaware of what happened in terms of other projects. Hence,
the professionals’ interpretation of the implementation could have changed
over time due to external variables that were not measured in our studies (study
V).

Trustworthiness in qualitative studies

In order to understand the discharge process as a phenomenon, we chose to
study the discharge planning conference, utilizing different methodologies
(study I). The qualitative methods were chosen to shed light on the social
interactions (Goffman 1959) and positioning (Harré & van Langenhove 1999)
that occur in discharge planning conferences, a kind of institutional talk
(Sarangi & Roberts 1999), and its meaning for the participants’ opinions of
collaboration (study I). Using a case study method meant that frail older
people’s participation could be elicited from different perspectives (Stake
2000). A mixed method study design to study older people’s participation in
discharge planning was an alternative, but presupposing another design
including a mix of qualitative and quantitative methods (Hanisko et al. 2016).
Studying discharge planning conferences as a case meant a large amount of
study data to collect and analyze. However, the choice of methods offered the
opportunity to study discharge planning conferences and participation more in
depth.

Knowledge is created during social interactions, and this reflects how people
understand their surrounding worlds (Gergen 2009). Therefore, social
constructionism was a valuable approach to explore how the professionals
communicated and shared their experiences of collaboration (study II). To be
able to explore health and social care professionals’ experiences of inter-
professional and inter-organizational collaboration, we chose to conduct focus
groups in study II (Dahlin Ivanoff & Holmgren 2017; Krueger & Casey 2009).
There are other methods available, for example, individual interviews (Kvale
1996). However, to allow the participants to share their experiences of
collaboration in the discharge process and to obtain a collective understanding,
the focus group method was chosen. The focus groups were conducted by the
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same moderator, a researcher. A certain awareness from the group leader is
needed without any demand on being an expert on the study’s focus in order
to moderate the discussions. This awareness is needed to prevent some people
from dominating the discussions or potential conflicts, especially if the
participants know each other beforehand (Patton 2015).

To ensure the credibility in the qualitative studies, triangulation was used
during data collection and analysis (Miles & Huberman 1994). In study I, data
were collected from different sources where participants from different
professions were interviewed, and two of the researchers representing different
professions (registered nurse, occupational therapist) conducted the interviews
with the professionals. Moreover, data from the audio-recorded discharge
planning conferences were theoretically triangulated using discourse analysis
to study how they communicated, and power asymmetries were studied with
support from positioning theory by Harré¢ and van Langenhove (1999). In study
II, the data were triangulated during analysis by two of the researchers,
representing different professional backgrounds (Miles & Huberman 1994).

Two of the researchers took turns making the audio recordings in the case study
(study I). The researchers had no intention of interfering during the discharge
planning conferences. There was a risk that the participants would pay
attention to the attendance of the researcher and the audio recorder and alter
their behavior, but most likely they were occupied with the conference
proceedings (Miles & Huberman 1994). During data analysis of the case study
(study 1), a certain structure was identified, eliciting possibilities and obstacles
to patients’ participation in discharge planning conferences. Regarding the
external validity of the findings, the older people’s positioning is not
transferable to other settings. However, the positioning model, active person
versus passive patient, is transferable to other discharge planning conferences
and target groups. This model can help develop and improve inter-professional
collaboration and other frail target groups’ participation in discharge planning
conferences (Miles & Huberman 1994).

In order to ensure the confirmability, data collection in the interviews in the
case study (study I) were accomplished by an interviewer with a different
profession to the informant and the focus groups sessions were moderated by
a researcher (study II) (Miles & Huberman 1994). Furthermore, the data were
handled systematically where each step in the data analysis was described in
the papers. For a more thorough description of the data analyses, see papers |
and IL

The studies benefit from having the same project leader across all of the studies
(study I and II). In addition, both professionals and health organization
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managers contributed to data validation through inquiry audit in oral and
written presentations during the study (study I) (Patton 2015). In these studies,
a variation of organizations, units and professionals from healthcare and
municipal health and social care were represented and sufficiently related to
the study methods (study II). The participants were heterogeneous,
representing different geographical, professional and organizational groups,
while they were still homogeneous in that they all had experience in discharge
planning—a knowledge that they agreed to share and discuss in study II
(Patton, 2015). The focus group sessions were initiated by having participants
read a vignette in order to engage them and initiate the discussions (Miles &
Huberman 1994). There is a possibility that its illustration of discharge
planning conferences may have influenced the outcome of the focus groups
discussions. The study dependability has been carefully described in the
methodological sections in the papers (I and II).

Validity and reliability in quantitative studies

At the start of the implementation of the integrated care process program
“Continuum of care for frail older people,” the professionals’ views were
measured quantitatively in a cross-sectional study on the factors of importance
to inter-organizational collaboration (study III). Furthermore, the
preconditions for the implementation of the care process program were
evaluated from the professionals’ views with three independent cross-sectional
studies. The included organizations had heavy workloads and extensive
turnovers of professionals. Therefore, to be able to get access to the units and
to study this complex organizational setting in real-life, a cross-sectional study
design was chosen. While a longitudinal study could have been conducted, as
that would require following the same individuals over time, it would have
proven problematic due to the extensive staff turnover (Altman 1991).

The studies were conducted with a questionnaire to study the influence of
different factors to collaboration (study III) and to evaluate the professionals’
views of the preconditions to implement an integrated care process program
(study IV). The first part of the questionnaire (questions 1-17, study IV) was
inspired by Lundquist’s (1987) model to investigate the professionals’
understanding, commitment and ability, and the latter part investigated the
important factors for collaboration (questions 18-19, study III). Lundquist’s
model was deemed relevant to evaluate the professionals’ views of the
preconditions to implement a policy, such as the integrated care process
program. At the end of the questionnaire, there was an open comment section
for personal considerations.

The professionals were studied as groups from an organizational view and not
as individuals or professions. A quantitative design with questionnaires was

51



Angela Bangsbo

more advantageous compared to interviews, for areas such as cost, anonymity
and limiting interviewer bias (Polit & Beck 2012). However, interviewing
tended to produce higher response rates. In these studies (study III and IV), the
questionnaires were distributed personally in order to increase the response
rates while simultaneously retaining the advantages of viewing the
professionals as groups (Polit & Beck 2012).

Before the baseline study (study III and IV), the professionals received
information and training about the content of the care process program (e.g.,
laws, regulations and CGAs). Policy implementation presupposes education
and training of the professionals. However, if in-service training at the
workplace does not follow the education, the intended effects of the
implementation are diminished (Fixsen et al. 2005). Thus, professionals from
the units, which were directly involved in all three organizations, received
information and training regarding the implementation. As we even included
those who were indirectly involved, this may have affected their understanding
of the care process program.

The questionnaire in study III and IV has been used in a similar context to
measure collaboration within child protection (Johansson 2013). In order to
evaluate the preconditions to the implementation of an integrated care process
program (Continuum of care for frail older people), the questionnaire was
modified to fit the target group and the complex organizational context of the
care process program (study IV). The questionnaire was revised according to
the results from a qualitative study in a complex organzational context of the
implementation process of Continuum of Care for Frail Older People (Dunér
et al. 2011). In addition, the questionnaire was piloted by professionals and
managers within the organizations, and finally it was revised and tested one
last time in order to ensure stability and validity. These questionnaire revisions
toward the target group and healthcare context were carefully conducted to
increase validity. As designing questionnaires is demanding and needs to be
developed carefully and pretested (Polit & Beck 2012), it was piloted for these
studies. In order to be clear, the questions and response alternatives were
written as statements instead of in the form of questions (study IV). This may
imply an uncertainty concerning the reliability of the instrument; therefore, the
questionnaire was tested, revised and piloted again (Polit & Beck 2012).
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The questionnaire in study III and IV has been used in a similar context to
measure collaboration within child protection (Johansson 2013). In order to
evaluate the preconditions to the implementation of an integrated care process
program (Continuum of care for frail older people), it was modified in order to
fit the target group and the complex organizational context of the care process
program (study IV). In addition, the questionnaire was piloted by professionals
and managers within the organisations. These questionnaire revisions towards
the target group and healthcare context were carefully accomplished to
consider face validity. However, designing questionnaires is demanding and
needs to be developed carefully, and pretested (Polit & Beck 2012). Hence, a
pretest has been accomplished in these studies. Furthermore, the questionnaire
that was used in these studies included questions. In order to clarify, the
questions have been entitled as statements instead of questions in the paper
(study IV). However, the response alternatives are formulated as statements
(study IV). This may imply, an uncertainty concerning the reliability of the
instrument. However, since the questionnaire was modified, in order to ensure
the questionnaire stability the questionnaire was tested, revised and tested one
last time (Polit & Beck 2012).

To measure the preconditions to the implementation from the professionals’
views, the respondents were asked to respond to statements on Likert scales
with four or five response alternatives (study IV). Choosing an odd number of
items gave the opportunity for the respondents to respond neutrally (Polit &
Beck 2012). In study IV, the statements were measured on a four-point or five-
point Likert scale. There is a chance that using the same number of response
alternatives on the Likert scales may have produced a more similar
dichotomization of the responses. Dichotomization allowed us to study those
who agreed (including those who slightly agreed and strongly agreed) on their
understanding, commitment and ability to change their work procedures
according to the care process program (study V). Dichotomizing the ordinal
data into two categories simplified the analysis but increased the risk of
information loss (Altman 1991).

These studies (study III and IV) were conducted in an average sized
municipality for Sweden and included local units in hospital and municipal
health and social care settings (study III and study IV) and primary care (study
III). These were the units available in this particular area that were possible to
include in the studies. Before the baseline study, there were managers at the
units who declined to participate, were unreachable or had an expired contract
as a home care provider. Among those units who agreed to participate (in study
III, N = 18, in study IV, N = 15), all included organizations and units were
represented. As we studied the units at three cross-sections and not the
professionals as individuals, the units that agreed to participate were included
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even if not all of the respondents participated in all three cross-sections. At
baseline, a majority of the respondents were practical nurses (n = 94), but at
the 12-month follow-up, they were a minority (n=9). This fact may be caused
by organizational changes and new managers in the home care services to
whom the integrated care process program was unknown. The practical nurses
in home care services were those who were least involved in the care process
program since discharge planning conferences were moved from the hospital
to the older people’s own home according to the program’s intention. Internal
attrition was low, there was at most six (study III) or five (study IV) missing
values on each question. Possibly, the study data may represent this and other
complex organizational settings, as different units were represented, and it is
the units that have been studied not the professionals as individuals.

In study III, the analysis investigated the influence of difficulties. In the
evaluation of the implementation (study IV), we choose to study the
preconditions for the implementation. In order to be able to analyze more data,
the choice was to describe and compare those who responded to the difficulties
of collaboration factors to inter-organizational collaboration. The results were
estimated to be representative for all operative professionals directly or
indirectly involved in the care process program. In this complex organizational
context, it is important to study collaboration in “real life” to increase our
understanding of the influence of different collaboration factors and the
preconditions to implementation. Therefore, we surmise this knowledge may
be transferable to other complex organizational settings (study III and IV).

The researchers had control over the questionnaire collection when they
participated. However, some of the managers preferred to distribute and collect
the questionnaires, indicating that the researchers had less control on the
procedure. Different people responded to the three surveys due to the turnover.
High turnover of employees meant new professionals, sometimes with limited
work experience in units characterized by a heavy workload, were included in
the studies. These factors highlight the challenges to the implementation of
organizational changes and conducting research studies in organizations with
high professional turnover and heavy workload. These difficulties make it
particularly complicated to conduct longitudinal research and long-term
implementations. For researchers, these organizational conditions complicate
designing and analyzing data. However, these are the real-life preconditions in
which implementations take place, thus offering a more realistic interpretation
(Hasson, Blomberg & Dunér 2012).
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7 CONCLUSION

During the last decade, new models for the discharge process have been
developed in order to ensure care continuity. Moreover, the complex and
comprehensive care needs of frail older people have been emphasized with a
person-centered approach and their participation are important parts.
Integrated care has become more of a matter concerning primary care and a
focus on person-centered care has contributed to organizational changes.
However, it is reasonable to assume that the development and implementation
of efficient and sustainable methods to ensure person-centered care would have
made more progress in a decade.

This thesis reveals that frail older people’s participation is possible but is
currently insufficient in integrated care because the process favors the
professionals and their opinions. Discharge preparations are not yet routinized
and need to be included in the regular work procedures and preparations with
frail older people and their next of kin. Frail older people must be supported to
participate actively and be better prepared for discharge conferences to ensure
the professionals have a focus on each individual’s needs.

Furthermore, there is a lack of knowledge among the professionals on the
division and transfer of care responsibilities and who should be responsible for
delegating care activities. In addition, insufficient knowledge of each
professional’s working circumstances in the different organizations,
insufficient collaboration experience and psychosocial factors obstruct
collaboration. Therefore, developing integrated care needs specialized
knowledge and education among the professionals. In addition, to improve
integrated care for frail older people, there needs to be avenues to develop
mutual knowledge between the organizations.

The findings reveal that despite the intentions to defragment care services and
establish an integrated care process for frail older people, the professionals
preconditions caused limitations. The professionals had an understanding of
the program, but their abilities, such as having enough resources and support
from the management, were overestimated. Therefore, the professionals’
commitment to work according to the program decreased over time. To
develop health and social care and implement organizational changes, it is
essential to work toward long-term goals with certain strategies targeting
professionals at different levels. The professionals need to have enough
resources and support from the management in the long term for the
organizational development to be implemented in real life. Moreover, these
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professionals must be encouraged to develop local initiatives in a bottom-up
way as well.

Lastly, in these studies, the integrated care models that were studied were
complex and collaboration was prevented by organizational and professional
boundaries. Older people’s needs are becoming more complex and
professionals are becoming more specialized to provide care actions to meet
these needs. Not only does having fragmentary services increase the risk of
having deficits in the care, but it also highlights a risk of establishing integrated
care programs with limited preconditions for the organizations.
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8 FUTURE PERSPECTIVES

Integrated care may benefit from further development. From these studies,
some areas to improve the preconditions to collaboration in integrated care
have been identified. Explicit guidelines need to be established on how to
inform older people about the need to be prepared for the discharge process.
Furthermore, structural barriers need to be identified in order to facilitate older
people’s participation in health and social care. Regarding collaboration, there
is a need to develop collaborative avenues to develop knowledge about
discharge planning, regulations, ethical considerations, teamwork and
participation and support of frail older people.

Research on integrated care is ongoing. However, there is a need for further
studies on the implementation of complex interventions in health and social
care with particular focus on investigating the preconditions to implementation
in real-life targeting frail older people. Conducting research studies under real-
life circumstances is challenging for researchers, but nevertheless they are
important to achieve an understanding of how organizational development can
be accomplished in healthcare and municipal health and social care. In
addition, further studies may be beneficial to gain an understanding on how
developing integrated care is planned and implemented in municipal care
settings and understanding the impact educational level may have when
implementing such organizational changes.

The new tighter rules on collaboration at discharge, Collaboration at Hospital
Discharge Act (Lag om samverkan vid utskrivning fran sjukhus SFS,
2017:612), where the financial responsibility has changed, implies changes
including different organizational levels and toward older people and their next
of kin. This act will have an impact on integrated care, where it is reasonable
to assume that integrated care process programs will have an increased
significance for primary care and municipal health and social care. It is
necessary to investigate the significance of this act from different perspectives
to understand its impact on the organizations, professionals and older people
and their next of kin.

Finally, further studies of integrated care must inevitably include frail older
people. In this context, developing and establishing person-centered care for
the older people they and their next of kin must be encouraged to take an active
role in any development.
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