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PUBLIC HEALTH & PRIMARY CARE | RESEARCH ARTICLE

Exploration of how to make the collaborative 
planning process work - a grounded theory study
Ingela Jobe1, Asa Engström1 and Birgitta Lindberg1

Abstract: The integration of healthcare and social services has made collaborative 
care plans an important tool for health and social care professionals and the person 
involved. The collaborative planning process is challenging, and studies have revealed 
that its implementation and outcomes are not satisfactory for all participants. The 
study aimed to explore the collaborative planning process and attributes contributing 
to making the process work for all participants. The study focused on older adults in 
need of a collaborative care plan and adopted a grounded theory approach. Several 
sources were used to collect data from participants. The findings revealed an over
arching process and two sub-processes. The overarching process “holding the links 
together” described the identified core attributes, joint philosophy, everyday practice 
and planning through partnership. The two sub-processes, “the missing link” and 
“connecting the links”, described the participants’ perspectives. The conceptual model 
explained the identified attributes and the connections between the overarching 
process and the two sub-processes. The study confirmed the complexity of colla
boration between actors, professionals, older adults and informal caregivers. When 
one or more attribute did not function optimally or was missing, it affected the 
collaborative care planning process and participants involved, with consequences for 
the older adult. A joint philosophy, an ethic, could facilitate and guide professionals in 
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everyday practice through all steps of the collaborative care planning process and 
contribute in making the process successful.

Subjects: Health & Society; Nursing; Social Work and Social Policy; Nursing  

Keywords: Interprofessional collaboration; team planning; older people; grounded theory

1. Introduction
Population aging, increase in chronic illness and rising demands for care make it difficult for the 
existing health and social care systems to cope effectively (World Health Organization, 2015). As 
a reaction, several national governments have promoted integrated care or different forms of colla
boration or coordination between health and social care (McCormack et al., 2015). Collaborative care 
planning for older adults is used for individuals with multiple chronic conditions in primary healthcare, 
community care or when patients are transferred from specialized care to primary healthcare or 
community care (Condelius et al., 2016; Gonçalves-Bradley et al., 2016; Van Dongen, Jerôme Jean 
Jacques, Lenzen et al., 2016a). Research has shown that collaborative care planning and shared 
decision-making improve communication and care coordination (World Health Organization, 2018). 
Such care plan improves self-management and reduces unnecessary care (Burt et al., 2014; Menefee, 
2014; Newbould et al., 2012). Further, personalized planning is a useful strategy to integrate the older 
adults’ perspective in the decision-making process (Van Dongen, Jerôme Jean Jacques, Lenzen et al., 
2016a) and facilitate person-centred care (PCC). Involving the patient in the decision-making process 
is essential for achieving PCC (Ekman et al., 2011; Légaré et al., 2011). However, several studies 
(Bjerkan et al., 2011; Burt et al., 2014; Jansen et al., 2015; Newbould et al., 2012; Reeves et al., 2014; 
Shiner et al., 2018) show that collaborative care planning at primary healthcare clinics is meagre. There 
are many forces resistant to coordinated care due to the way health systems are funded, managed 
and delivered. Thus, it becomes difficult to coordinate and integrate activities of different organisa
tions. Collaborative care planning is a complex process and a relatively new phenomenon. There is 
a need for more research to understand the complexity of the process and also how to make 
collaborative care planning successful for all the participants involved.

2. Background
In response to changing population needs in healthcare and social services, integrating health and 
social care has become part of healthcare policy in many countries (Timmins & Ham, 2013). Health 
and social care policies also emphasise person-centred principles and concepts (McCormack & 
Dewing, 2019). Co-creation of care between older adults, their informal caregivers and health and 
social care professionals is the core component of person-centred practice. However, participation is 
a complex, multi-layered and dynamic concept (Claassens et al., 2014). Studies have revealed that 
the collaborative planning process is unclear for the older adult (Jobe et al., 2018; Kristensson et al., 
2018; Newbould et al., 2012; Rustad et al., 2016), and they and their informal caregivers’ possibility to 
participate in decision-making is limited (Berglund et al., 2012; Jobe et al., 2018; Kristensson et al., 
2018). Few studies have focused on experiences and outcomes for the older adult or integrating the 
older adult as a partner in the care team. There is a need for more studies of persons’ experiences 
with collaborative care planning and what models work best (Coulter et al., 2015).

Studies have revealed that interprofessional teamwork is positively affected by the use of 
collaborative care plans (Van Dongen, Jerôme Jean Jacques, Lenzen et al., 2016a). However, 
professional culture and individuals’ lack of interprofessional knowledge (Asakawa et al., 2017), 
along with professional roles, boundaries and authority can make interprofessional teamwork 
challenging (Karam et al., 2018). Duner (2013) showed that interprofessional teamwork in colla
borative care planning was most noticeable in the assessment phase, lower in the planning phase 
and almost not-existent in the decision phase.
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To improve healthcare services for frail older adults in Sweden, a number of reforms have been 
enacted at the national and regional level, focusing on trying to reduce hospital stays through 
preventive measures, improved community services and collaborative care plans (Anell & 
Glenngård, 2014). According to the law (SFS (2017:612), :612), the region and municipality shall 
collaborate and establish a collaborative care plan for persons needing healthcare and social 
services. The collaborative care plan is a shared document that involves shared input from an 
interprofessional team of professionals working with the older adult. However, the collaborative 
care planning process is complex and despite legislation and directives, it is not functioning 
optimally. Research of person-centred collaborative care planning is limited. By exploring the 
collaborative care planning process and the participants’ experiences deeper knowledge will 
emerge and contribute to shed light on how to improve planning processes, and give health and 
social care professionals new strategies to use when implementing the collaborative care planning 
process, and integrating the older adult and their informal caregivers into the team.

This study aimed to explore the collaborative care planning process and attributes which 
contribute to making the process work for all participants. The research questions were:

•Why is the collaborative individual planning process not carried out in an optimal way?

•What attributes contribute to it being successful for all participants?

3. Method

3.1. Design
A qualitative explorative design with a grounded theory approach was used. Grounded theory is well 
suited for studying social processes (Glaser & Strauss, 1967). The study adopted Charmaz’s (2014) 
constructivist grounded methodology. According to Charmaz (2014), the constructivist method 
acknowledges subjectivity and the researcher’s involvement in constructing and interpreting data.

3.2. Sample and setting
A project took place in northern Sweden, the region of Norrbotten, between 2016–2018 to improve 
working methods, establish collaborative care planning in the person’s home after discharge from 
the hospital, strengthen the older adult’s role and make the collaborative care plan digitally 
available through a national e-health platform (Region Norrbotten, 2019). Data for the study 
was collected within the project.

Purposive sampling was used to select participants. Participants in the study were older adults 
living at home, above 65 years of age in need of a collaborative care plan, their informal caregivers, 
and health and social care professionals working for municipalities or the region. The management 
team for the project, with managers from different municipalities and the region implementing the 
project, was also included.

Three nurses and one occupational therapist from different municipalities assisted in finding 
older adult and informal caregiver participants for the study. They approached older adults and/or 
their informal caregivers in need of a collaborative care plan and gave them study information, 
and the researchers then contacted those who agreed to participate. Managers from two munici
palities and three health clinics helped find the health and social care professional participants and 
informed the professionals about the study. The researchers then contacted those who agreed to 
participate. One researcher contacted the management team.

3.3. Data collection
Data was collected between December 2017 and March 2019. Data collection and analysis 
occurred concurrently (Charmaz, 2014). See Table 1 for more information.
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Semi-structured interviews were conducted with older adults and informal caregiver participants 
before and after the collaborative care planning conferences. Pre-conference interviews focused 
on the reason for the conference and their expectations. After-conference interviews concentrated 
on their experiences with the conference and subsequent expectations. The collaborative care 
planning conferences were observed and recorded digitally, and the researcher took notes of non- 
verbal communication, e.g., tone of voice, facial expression, gestures etc.

Focus group discussion, which had a moderator and observer, was used to collect data from the 
management team. It is useful for exploring individuals’ knowledge and experiences and illumi
nating perspectives through debating (Kitzinger, 1995). The moderator initiated discussion by 
reading a vignette based on previous data collection, interviews with older adults and informal 
caregivers and observations of collaborative care planning conferences (see Figure 1). The parti
cipants were invited to discuss the topic. The discussion was vivid, and the moderator just had to 
ask probing questions to deepen the discussion. The observer took notes during the discussion.

The semi-structured interviews with health and social care professionals were all individual 
interviews except one that was dyadic. All interviews, except three conducted by telephone, 
were carried out face to face. The interviews focused on the professionals’ experiences with the 
collaborative care planning process, and the researcher asked their opinions of previous data 
collected from older adults, informal caregivers, managers and observations of collaborative 
care planning conferences.

During data collection, memos were written on emerging codes that helped inform the interviews’ 
direction as well as selection of the next informants. Memos play a crucial part in grounded theory 
and assist in analysing data and codes early in the research process (Charmaz, 2014). The decision to 
stop data collection was made when the emerging categories were full and no new data surfaced. 
The same principle was applied during data analysis.

3.4. Data analysis
Data analysis was a continuous process of comparison between findings and emerging codes, 
beginning from the time of data collection. The first author transcribed the interviews verbatim in 

“Ruth 82 fell outside her house and sustained a hip fracture that required surgery, she has 
now returned home from the hospital. Ruth has type 2 diabetes and anxiety. She also has 
episodes of dizziness and easy to faint. Ruth lives with her husband Nils at the country side in 
a two-storey house and has over 10 kilometre to the health centre. Nils has been a great 
support for Ruth and helped her in everyday life even before she fell. Ruth needs support to 
train strength, movements and to maintain physical ability and help with prophylaxis 
injections. Her husband Nils has impaired hearing on both ears, but otherwise he is healthy. 

Present at the coordinated individual planning meeting: Care organizer, Nurse, Occupational 
therapist and Physiotherapist from the municipality. GP from the health centre (participated 
by video link) 

Ahead of the meeting, the Care organizer had informed Ruth and Nils there would be a 
meeting at their home, they cannot tell whom will attend or why the meeting will take place. 
They have no expectations before the meeting. 

After the meeting, Ruth thought it was a nice visit and she understood that she would get help 
with training at home. Nils is not as satisfied. He felt they did not listen to him and when they 
talked in a group, he could not attend the discussion and hear what they were saying. Ruth 
and Nils had not understood it was the GP participating by video link and they did not know 
if anything else, except training, was decided during the meeting.” 

Figure 1. Vignette an example 
of the collaborative care plan
ning process.
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Swedish, and notes taken during the conferences were incorporated in the transcripts. The 
transcripts were read several times to get an overall picture and become familiar with the data. 
The next stage of analysis included line-by-line open coding. The codes stayed close to the data 
and showed actions. The coding defined what was happening in the data (Charmaz, 2014). The 
open codes were labelled in English and grouped into clusters that related to each other. During 
focused coding, the labelled clusters were used when re-examining the transcripts to sharpen the 
analysis. Attention in the coding phase helped researchers dig into the data and interpret parti
cipants’ tacit meaning (Charmaz, 2014). According to Dahlgren et al. (2007), the researcher should 
use his or her personal and professional knowledge, including tacit knowledge, in the research 
process. The first author coded the data and discussed emerging categories with the other 
researchers. In the final stage, categories were also discussed with a group of external research
ers. During theoretical coding, three concepts were established: the missing link, connecting the 
links, and holding the chain together. The connection between the theoretical codes was exam
ined. Table 2 illustrates the coding process. A model capturing the collaborative care planning 
process and its core elements was constructed. Finally, the findings were compared with existing 
literature, as presented in the discussion.

3.5. Ethical considerations
All participants received verbal and written information about the study, and the researchers col
lected participants’ informed consent. They were informed about their voluntary participation and 
right to withdraw at any time without further explanation. Descriptions of the participants have been 
restricted, and pseudonyms are used to protect participants’ anonymity. The focus group participants 
made a verbal commitment that topics discussed would remain within the group. The Ethical 
Regional Board, Umeå, Sweden, granted permission for the study, number (dnr 2016/397-31).

Table 2. An illustration of the coding process
Examples of open codes Sub categories Categories
CIP process more than the plan, 
common foundation, ethic 
practice, planning together, “the 
chain is not stronger than its 
weakest link”

● A joint philosophy
● Everyday practice
● Planning through partnership

Holding the chain together

Want to get help, want to feel 
safe, want to be seen as an unique 
person, want flexibility, accepting 
co-dependency, giving voice to 
a loved one, providing daily care, 
handling all the practicalities, 
lacking knowledge, making things 
complicated, not feeling part of the 
process, having no expectations, 
doing as they always done, 
content with care and services

● Having hopes and needs
● Being the lifeline
● Being sidelined

The missing link

Practicing a person-centred 
approach, have the individual in 
focus, need active management, 
constant dialogue within the team, 
need to follow the process, 
coordinator sets the tone, issues 
with IT, use a language they 
understand, relatives take a huge 
responsibility, focus on social care, 
acknowledge power differences, 
take responsibility, identifying the 
right participants, find out the 
goals, feel unsure of follow up

● Having a common approach
● Working as one
● Adjusting to the person
● Balancing power differences
● Creating a plan

Connecting the links
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4. Results
The conceptual model generated (Figure 2) explains the identified attributes of the collaborative 
care planning process. The overarching process, which was named “holding the chain together”, 
comprised two sub-processes: a) the missing link and b) connecting the links. The sub-processes 
explained participants’ perspectives of the collaborative care planning process. The overarching 
process, “holding the chain together”, illustrated the core attributes of the collaborative care 
planning process and how the processes linked together. Collaborative care planning was more 
than just “the care plan”, the document generated at the conference; it included what happened 
before, during and after the conference. The processes were connected to each other, and when 
one or more attribute did not function optimally or was missing, it affected the collaborative care 
planning process and participants involved, or as one participant expressed:

“The process builds on everyone doing their part. The chain is not stronger than its weakest 
link, so if one part is not working it will affect and have consequences for the whole process”. 
(Social worker manager) 

4.1. Holding the chain together
This category comprised what were identified as the core attributes of the collaborative care 
planning process: a joint philosophy, everyday practice and planning through partnership. This 
was the end result of the two sub-processes and illuminated the core attributes needed to make 
the collaborative care planning process successful for participants.

4.1.1. A joint philosophy
The foundation of the collaborative care planning process were the values and attitudes partici
pants had and practiced. The philosophy was interpreted to determine the process. It guided how 
the professionals planned, practiced and carried out the collaborative care planning process and 
the older adults’ and informal caregivers’ expectations and possibilities to partake. To hold the 

Figure 2. The conceptual model.
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process together and make it successful for all participants, a common approach was needed, i.e. 
person-centred care, but also to define the principles and concepts within person-centred care in 
the same way. The health and social care professionals were responsible for defining and agreeing 
on a common approach, both within and between actors, and then as a team with each older 
person and informal caregiver.

4.1.2. Everyday practice
The philosophy was the starting point for the practice. To work in partnership, the different actors 
and health and social care professionals needed resources, strong leadership and support from 
their organization and other organizations. The professionals needed to assume responsibility and 
trust each other they also needed to include the older adult and informal caregiver in the partner
ship and collaborative care planning process. The philosophy needed to be ethical and visible in 
everyday practice, before, during and after the collaborative care planning conference. The health 
and social care professionals created an enabling environment so the older person and informal 
caregiver could participate in the process as partners, e.g., by adjusting to the older adult and 
utilize aids available to facilitate participation.

The power balance between participants affected the collaborative care planning process and 
the older adult’s ability to assume the role of the main actor and participate as a partner. It also 
affected how different actors and professionals worked together. The health and social care 
professionals needed to identify power differences and create an environment for reflection and 
discussion to learn from each other and internalize ethical practice.

4.1.3. Planning through partnership
Ideally, the older adult, informal caregiver, and health and social care professionals connected the 
links needed to form a chain, the collaborative care planning process. For the collaborative care 
planning process to succeed, participants needed to feel the value of planning together, and that 
the outcome, “the plan”, assisted them in their work and everyday life. If the chain did not hold 
together, and links were missing, it affected the collaborative care planning process and had 
consequences for the main actor, the older adult. The partnership needed to be visible and 
practiced at all stages, i.e. preparation, assessment, goal-setting, decision-making and follow-up.

4.2. The missing link
This sub-process comprised three properties: having needs and hopes, being the lifeline and being 
sidelined. It explained the older adults’ and informal caregivers’ experiences of the collaborative 
care planning process. They were the main actors, but were interpreted as the missing link when 
the professionals connected the different links in the collaborative care planning process to provide 
the best outcome for the patient.

4.2.1. Having needs and hopes
The older adults and informal caregivers had not noticed a new way of working. They lacked 
knowledge of the collaborative care planning process and the roles of different actors and profes
sionals. For them, the focus was getting help with their needs and feeling safe. They wanted the 
health and social care professionals to acknowledge the older adult, his or her context and see the 
unique person. Further, they wished the professionals were more knowledgeable about them, their 
situations and interested in their life story.

“We want a collaborative care plan for the unique family or the unique person. Because you 
cannot compare my husband with the neighbour. Maybe from a medical point, but not the 
person. It is necessary to make that work”. (Wife, 67) 

The older adults and informal caregivers questioned the organization and management of the 
healthcare and social services. They felt getting help was complicated and difficult, and they 
lacked flexibility. However, they were satisfied and content with the help and services they 
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received. When they experienced good teamwork, they felt safe and thought the different com
petencies within the team complemented each other, but when the collaboration failed, they felt 
worried and frustrated. They desired a contact person or case manager they could turn to, some
one who facilitated things related to the care and services they received.

4.2.2. Being the lifeline
A lifeline has two ends, and here it represented the informal caregivers’ dual role in providing daily 
care for the older adult targeted, handling all the practicalities and representing and giving voice 
to the older adult in contact with the healthcare and social services. They were also a resource for 
the health and social care professionals by facilitating their work and providing the possibility for 
the older adult to remain at home.

Being the lifeline included accepting the dual role and agreeing to the assistance and support 
provided by the healthcare and social services. Being together every day sometimes made it 
difficult for informal caregivers to determine their needs and the older adult’s needs. Older adults 
depended on the informal caregiver when they could not actively participate in the collaborative 
care planning process, and informal caregivers felt they had to take a huge responsibility for care 
and services, and often nothing happened if they did not take action.

“I do not want to take over the responsibility. I do not want to be his nurse, I am his wife, 
and the professionals need to take their responsibility”. (Wife, 77) 

4.2.3. Being sidelined
The older adults received verbal and/or written information that a collaborative care planning 
conference would take place. However, they lacked knowledge of the purpose of collaborative care 
planning. Therefore, they had no expectations, and it affected their possibilities to prepare for the 
conference and prevented them from actively participating during the conference.

The older adults and informal caregivers preferred to meet in person. For persons with impairments, 
using telephone or video communication was difficult. During the collaborative care planning con
ference, informants reported not being listened to or health and social care professionals not under
standing their problems. They thought many things were decided from the professionals’ viewpoint.

“I want to be in control. I want them to come to me and ask me to tell them and show them 
what I need help with and how I want things to be done. That is how I want it, but it is not 
happening. They do things the way they like it. If they wanted, it is possible, but they do not 
want, no”. (Man, 100) 

They did not feel like partners or that they could influence the CIP process.

“I have been able to say what I want, but I have not been participating”. (Man, 70) 

After the conference, the older adult or informal caregiver often forgot what had been decided, 
and they had not received the collaborative care plan or accessed it online. They considered the 
care plan and its content an essential part of the collaborative care planning process and relied on 
the professionals to carry out what had been agreed upon.

“Collaborative care planning is important. The care plan is the person’s document, and the 
ones working closest to the person need to know what they should do. Their job is the plan. 
The agreement we have of what will happen, how it will happen and who will do what, that 
is what is interesting in everyday life”. (Husband, 84)  

4.3. Connecting the links
This sub-process comprised five properties: having a common approach, working as one, adjusting 
to the person, balancing power differences and planning together. It explains the health and social 
care professionals’ and managers’ experiences of the collaborative care planning process. 

Jobe et al., Cogent Medicine (2021), 8: 1896426                                                                                                                                                            
https://doi.org/10.1080/2331205X.2021.1896426                                                                                                                                                       

Page 11 of 19



Collaborative care planning is a complex process involving different laws, actors, professionals and 
older adults and their informal caregivers. Working together as partners in the planning process 
included connecting the different attributes to provide the best outcome for the patient.

4.3.1. Having a common approach
The health and social care professionals and managers from the healthcare and social services 
organizations said they worked according to a person-centred approach and saw the outcome of the 
collaborative care planning process, the care plan, as the person’s plan. Two main actors, the munici
palities and the region, used different words for the approach, but management agreed with the 
definition. The approach involved having the person in focus, emphasizing participation, shared deci
sion-making and supporting and strengthening the person’s capabilities. However, not all professionals 
carried out their work according to a person-centred approach. This became obvious during collabora
tive care planning conference observations. The managers recognized the challenges of working 
according to a person-centred approach and saw it as a learning process that would take time.

“To be able to work with a person-centred approach and with the individual as an equal 
partner in the process, we have to change our own focus and perspectives. It is a change of 
paradigm that is huge. We have to change the way we express ourselves and the way we 
document, and it is not an easy procedure, really difficult”. (OT manager)  

4.3.2. Working as one
The region and municipalities had an overarching agreement related to collaborative care planning. 
However, individual workplaces and health and social care professionals lacked knowledge or inter
preted the collaborative care planning process differently, which affected their work within the 
process. When professionals felt the way of working hindered a smooth process, it created dissatis
faction. Mainly professionals from the municipality were not content with some of the health clinics 
and their interpretation of what a home healthcare patient was. They felt the health clinics wanted to 
transfer work to them. There were also examples of ways of working that facilitated the process. One 
example was to delegate decision-making from one professional to another.

“The GP does not participate in the conference, but I can make decisions about how the 
medicines will be dispensed and if the individual will receive home healthcare or not”. (RN, 
Health Clinic) 

Management had a crucial role in adjusting the organization to a person-centred approach, 
providing the resources needed and supporting individual professionals. Management needed to 
understand the workload and time required to carry out collaborative care planning but also 
enable professionals to feel confident in their roles.

A majority of the communication between health and social care professionals was digital 
communication through an e-platform, and they felt it was easy to get in touch and share 
information. Generally, they believed they had good teamwork and an ongoing collaboration 
within their organization and other organizations and with the older adult and informal caregiver. 
However, there were areas to improve.

“I feel a disadvantage with the new way of working is that the hospital has withdrawn too 
far. There have been times when they refused to participate, and if they do not participate, 
there will be a gap. If we lose that part, how will we be able to make the person safe when 
we do not know what has happened in the hospital?” (Care organizer, Municipality) 

The health and social care professionals thought developing common routines and guidelines for the 
collaborative care planning process would facilitate collaboration between actors. It was important to 
work as one, provide information and carry out the process in the same way. They depended on each 
other and often based decisions during the collaborative care planning process on each other’s work. 
They wanted more time for reflection and discussion so they could learn from each other.
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According to the professionals, how the collaborative care planning process was carried out 
depended on the coordinator. The coordinator mainly had an administrative role and facilitated 
work before and during the conference. After the collaborative care planning conference, the 
coordinator role was often transferred from the health clinic to the municipality. However, different 
professionals interpreted the role of the coordinator differently, and this affected their work.

4.3.3. Adjusting to the person
The majority of older adults participating in the collaborative care planning process were ill and/or 
frail, and it was difficult for them to take an active part. They depended on their informal 
caregivers to represent them. Among the informal caregivers, there were persons with disabilities, 
e.g., hearing impairment. The professionals struggled to create an enabling environment. Being 
flexible and adjusting to different persons and situations was a challenge. For example, no 
adjustments of the environment or uses of aids to facilitate communication were observed during 
the collaborative care planning conferences.

“We are still not good at adjusting to the person. We have to carefully select the participants 
for the conference and create a feeling of safety so they are free to express themselves 
during the conference. Collaboration and coordination are important, but it should be done 
in a good way for the person”. (PT, Municipality) 

The health and social care professionals were encouraged to use video conference for the colla
borative care planning conference so they could participate from their offices and not have to 
travel to the person’s home. However, not all professionals supported the use of video conference. 
They thought there were many issues with using video conference, and it was not suitable for older 
and/or frail persons. The professionals saw a value in having the collaborative care planning 
conference at the older adults home, a natural way of getting to know their context.

4.3.4. Balancing power differences
The health and social care professionals recognized power differences on different levels. 
Informants expressed concerns over the minor role they felt healthcare played in the care and 
services provided in the person’s home.

The professionals acknowledged it was a challenge to change the way of working, and they 
sometimes forgot to involve, or did not talk with the older adult or informal caregiver. The 
professionals felt there were different interpretations of the purpose of collaborative care planning, 
and they wanted the purpose to be well defined. Further, if the older adult and informal caregiver 
did not want the same thing, it became a challenge for the professionals.

“Sometimes it is obvious they do not want the same thing, but other times you just get 
a feeling . . . it is important to analyse and reflect over who are we there for, the worried 
relative or the patient. Who are we there for?” (Nurse, Municipality)  

4.3.5. Creating a plan
Before the conference, the professional assessed the older adult’s needs. However, not all profes
sionals made their assessments together with the person. During observation of collaborative care 
planning conferences, it became clear that health and social care professionals also used the 
conference to collect information. The professionals thought they could be better in assisting the 
older adult and informal caregiver in preparing themselves before the conference.

While a guideline was developed for how to conduct a good meeting, not all used it. How the 
conference was conducted and the quality achieved depended mainly on the coordinator respon
sible. The professionals saw it as their responsibility to guide and assist the older adult in 
formulating goals and breaking them down into objectives. The main goal was often formulated 
ahead of the conference instead of arising from discussions during the conference. Not all 
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professionals asked for the older adult’s goals or assumed the needs they identified were the same 
as the older adult’s goals.

After the conference, the participating professionals documented their part in the collaborative 
care plan. At the municipality, they discussed the care plan at team meetings, but otherwise they 
did not use the care plan and thought it was not necessary for them to carry out their work and 
adhere to the agreements. They acknowledged that follow-ups of the collaborative care plan were 
not done regularly. The outcome of the collaborative care planning depended on how professionals 
carried out their part in the process and how they, with the older adult and informal caregiver, 
connected the different links. 

5. Discussion
The results explained the core attributes for a successful collaborative care planning process, i.e. 
a joint philosophy, everyday practice and planning through partnership. The conceptual model 
described how the attributes linked to each other, influenced each other and worked in synergy. If 
one or more attributes did not function in an optimal way or was missing, it affected the 
collaborative care planning process and had consequences for the older adult. The results high
lighted a discrepancy of the health and social care professionals’ thoughts of what was important 
attributes for a successful collaborative care planning process, and the collaborative care planning 
process they actually carried out.

The results also showed that the collaborative care plan developed during the process was 
a result of personal, interpersonal and organizational aspects, including a process of interprofes
sional collaboration, (cf. Jerôme et al., 2016b) and the health and social care professionals’ ability 
to create a partnership and integrate the older adult and informal caregiver into the team and 
process. According to Tondora et al. (2012), the care plan often turned out to be a technical 
document with no usefulness to the professionals or older adult and played little, if any, role in 
guiding care. This is in line with this study’s findings and points out the importance of having 
a clear purpose for developing the care plan.

The foundation of the collaborative care planning process was identified to be a joint philosophy, 
i.e. a person-centred approach. However, the participants had no consensus about the definition of 
personcentredness or how it should be carried out. Hower et al. (2019) stated that a common 
understanding of person-centred care in healthcare and social services is lacking in practice. This 
understanding often depends on the professionals’ definition and the context of healthcare and 
social services. Social workers ascribe different attributes to personcentredness than do nurses and 
medical doctors, despite agreeing on its overall principles (Gachoud et al., 2012). To facilitate the 
new way of working, management should create arenas where, with the health and social care 
professionals, they can reflect, discuss and agree on a definition of the person-centred approach, 
everyday practice and collaborative care planning. When professionals from different organiza
tions collaborate, it is vital that they share the same definition of personcentredness and define 
and carry out its attributes in the same way, otherwise personcentredness will not be visible in 
everyday practice. According to Dellenborg et al. (2019), professionals need guidance in internaliz
ing their insights on a new way of working and integrating this as part of their work. If older adults 
are to benefit from a person-centred approach, it must become part of daily practice.

For personcentredness to be successfully implemented in healthcare and social services, imple
mentation must cover all levels, i.e. individual level (personal traits, skills, attitudes, etc.), organiza
tional level (management, resources, culture, etc.) and system level (regulations, patients’ rights, 
politics, etc.) (Hower et al., 2019). There is increasing pressure to implement person-centred 
approaches in Sweden through different policies in healthcare and social services. However, 
culture in Swedish healthcare organizations has been described as conservative and difficult to 
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change (Alharbi et al., 2012). Despite legal requirements, patient participation is prevented by 
organizational systems and paternalism (Moore et al., 2016).

When collaborating between different actors, there are also various barriers to regard. 
Healthcare and social service have different legal frameworks, budgets, IT systems, geographi
cal boundaries, cultures and ways of training and educating professionals (Glasby, 2016; 
Hansson et al., 2018). In their work, professionals and their managers tend to adopt organiza
tional perspectives that emphasize processes rather than outcomes, i.e. successes are numbers 
of care plans rather than better care coordination (Redding, 2013). A new way of working 
demands organizational changes and strong leadership. According to Stanhope et al. (2015), 
organizations must convey a clear sense of mission and goals, promote cohesion and coopera
tion, provide necessary resources and reflect on openness to change. Changing the culture 
requires an ongoing and sustained commitment (McCormack & McCance, 2016). The system, 
organization and individual professionals must recognize that being person-centred in one 
situation does not mean being person-centred in another situation. Space and flexibility on all 
levels are needed to cater to the unique person. Interprofessional collaboration is a complex 
and dynamic process requiring certain competences and skills of the professionals involved 
(Jerôme et al., 2016b). Professionals need to be familiar with each other’s expertise, roles and 
responsibilities (Légaré et al., 2011). The team must develop good communication, cooperation, 
leadership (Menefee, 2014) and foster mutual respect and trust among team members, includ
ing the older adult.

In the study, the older adults and informal caregivers struggled to become part of the collaborative 
care planning process. For the older person and informal caregiver to become true partners, profes
sionals need to be ready to question their power (D’Amour et al., 2005) and provide support (Wolff 
et al., 2016). Not all professionals have the desire to practice personcentredness, and the organization 
and care environment do not always support practice in a way that fosters partnership (Ells et al., 
2011). Learning to practice according a person-centred approach is challenging and time consuming 
(Westgård et al., 2019). Professionals need basic knowledge, attitudes and skills (Morgan & Yoder, 
2012), and management should provide targeted education and training and create continual fora 
for discussions related to personcentredness and the collaborative care planning process to achieve 
and maintain the new way of working. According to Hower et al. (2019), person-oriented behaviour 
needs to be valued, rewarded and if not achieved, then responded to by managers.

To develop a collaborative care plan considering the older adult’s goals, preferences and 
capabilities, participants in the collaborative care planning conference need to work through 
a collaborative partnership. Such partnership encourages and empowers older adults (Ekman 
et al., 2011), acknowledges their expertise about themselves and their health (Manley, 2016), 
and gives informal caregivers the possibility to share their knowledge and situation. For health and 
social care professionals, it facilitates understanding the situation of the older adult and informal 
caregiver and their relationship with health and illness. However, the study revealed that the 
professionals’ opinions and perspectives formed the basis of collaborative care planning, and the 
shift from a professional focus to person-centred approach has not yet occurred. For the colla
borative care planning process to work for all participants, professionals need to acknowledge the 
importance of having a joint philosophy (i.e. a person-centred approach), implementing the 
philosophy in their everyday practice, and carry out planning through partnership.

5.1. Methodological considerations
The study has some limitations. Selection of the participants was done through purposive sam
pling, and there were some challenges in recruiting older adults and informal caregivers. In 
selecting the health and social care professionals, we aimed for different disciplines from actors 
working at different facilities to get a variety of views. There is a risk that those participating had 
higher motivation and interest in the research topic. However, participants came from four 
municipalities. The focus during the observations was the person-centred attributes displayed or 
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not presented. There was a risk that the participants changed their behaviour when they were 
being observed. The researcher interacted with the participants ahead of the conferences. This 
contributed in building trust and making the researcher less threatening during the observation.

To assess the analysis of the study, four criteria for trustworthiness will be discussed: credibility, 
originality, resonance and usefulness (Charmaz, 2014). Using multiple data sources provided rich 
data from older adults, informal caregivers, professionals and managers. Providing links between 
the data, analysis and results increased the study’s credibility. Originality was achieved by provid
ing perspectives and insights from participants in the collaborative care planning process. From the 
data available, it is believed that the categories portray the fullness of the experience and thereby 
contribute to achieving resonance. Usefulness has been achieved by offering interpretations 
participants can use in care planning processes and increase knowledge of the different partici
pants’ views of the collaborative care planning process.

5.2. Conclusion
This study has contributed to bringing together the different participants’ perspectives of the 
collaborative care planning process. It describes the attributes contributing in making the colla
borative care planning process successful for the participants involved and explains why the 
collaborative care planning process is not always carried out in an optimal way. Implementing 
a new way of working is challenging and demanding. The study confirms the complexity of 
collaboration between actors, professionals, older adults and informal caregivers. Collaborative 
care planning is more than the care plan developed. The process has to be seen in a larger context 
for it to be person-centred. By deciding and agreeing on a joint philosophy, professionals will have 
an ethic to guide them in everyday practice and through all the steps of the collaborative care 
planning. This ethic will assist and facilitate professionals in getting to know the older adult and 
informal caregiver as persons, create a partnership, engage them as active partners in the process 
and facilitate take decisions together. Further research is needed to understand co-creation and 
goal setting in collaborative care planning from an ethical perspective and what role the colla
borative care plan has in healthcare and social services.
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