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Abstract

In recent years, person-centred care has become one of the major goals of health and social care
policies. A method used, to facilitate collaboration and integrate the person’s perspective in the
decision-making process, is the collaborative care planning process. The collaborative care planning
process, taking place within primary health care with actors from different welfare services, is a relative

new phenomenon. There is a need for more research to understand the process and outcomes.

The overall aim of the thesis was to explore and describe the collaborative care planning process as a
person-centred practice. This was achieved by conducting four studies describing the collaborative care
planning conference (I), exploring how the person-centred practice framework can be applied to
professionals participating in collaborative care planning (II), exploring which attributes contribute to
making the collaborative care planning process work for all participants (III) and exploring documented
collaborative care plans (IV).

The design of the studies were a single instrumental qualitative case study (I), explorative deductive
approach (II), qualitative explorative with a grounded theory approach (III) and explorative descriptive
approach (IV). Using different methodologies, data were collected through interviews with older adults,
their care partners and health and social care professionals, focus group discussion with health and social
care managers, observations of collaborative care planning conferences and documented collaborative
care plans. Data were analysed with qualitative case study, qualitative content analysis, constructivist
grounded theory and content analysis.

Older adults wanted to be actively engaged in decision-making processes regarding their care and
services. However, the professionals had challenges in carrying out the collaborative care planning
process (I). Collaborative care planning and person-centred practice was a complex process that needed
to take into account system factors both on macro- and micro level (II). A joint philosophy, an ethic,
could facilitate and guide professionals in everyday practice (III). The collaborative care plans had poor
quality, insufficient content and lack of person-centredness (IV). Further research is needed to
understand the role of the documented collaborative plan and the best way of working to make the
collaborative care planning process and collaborative care plan person-centred. To gain a deeper
understanding of the studies (I — IV) results an interpreted synthesis were conducted resulting in two
common threads, personhood and power asymmetry. The two common threads were discussed using
philosophy and Paul Ricoeur’s (1994) “little ethics”. The collaborative care planning process has to be
seen in a larger context for it to be person-centred. All levels, the older adult and their care partners,
the professionals and the organizations, need to be permeated of ethics and human values, and these
have to be visible in every action and practice. Health and social care are relational practices and
organizations. During the collaborative care planning the professionals, the older adults, and their care
partners become interwoven. By using reciprocity and balancing the difterent dimensions and
perspectives, the plan, their relationships and the organizations can improve.

In conclusion, the thesis highlight the importance of ethics, relationships and reciprocity during the
collaborative care planning process. The philosophical texts by Ricoeur expand the perspectives and
contribute to a greater understanding of the collaborative care planning process as a person-centred

practice.
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and through change. Our self-identity involves both dimensions. Due to the
existence of ipse, it is better to think of and ask who a person is than what a
person is (Kristensson Uggla, 2011).

Ricoeur (1994) presents his “little ethics” through an ethical intention, “aiming
for a good life with and for others in just institutions” (Ricoeur, 1994, p. 172).
Ethics has a priority over morality. To realise the ethical intention, the ethical
aim has to pass through the sieve of the moral norm and to apply the norm
appropriately; practical wisdom will be used.

Ethics is about what makes life worth living. A good life is a sense of life in its
total for the person, including the notion of good, righteous actions. When we
interpret our actions, we develop self-esteem at the ethical level. The
interpersonal dimension, with and for others, is the second phase of the aim. It is
about reciprocity and the dialectical dimension of self-esteem. Solicitude aims to
establish equality in asymmetrical situations; the self becomes another among
others. Others are needed to achieve a good life. The third phase, jus?
institutions, introduces the dimension of justice as proportional equality for
each. Ricoeur opens a door between ethics, judicial processes, and politics. The
three phases are implicated and dependent on each other. Equality for each at the
institutional level is equal to solicitude at the interpersonal level and self-esteem
for the person (Kristensson Uggla, 2011; Ricoeur, 1994).

In this thesis, Ricoeur’s (1994) “little ethics” has been used as a framework for
the interpreted synthesis of the four papers results and for the following
reasoning. The ethical intention of “aiming for a good life with and for others in
Just institutions” embodies what the collaborative care planning process is about
and how it can be achieved as a person-centred practice.

The person-centred practice framework

In this thesis, two papers (II, IV) have used McCormack and McCance’s (2017)
framework for person-centred practice in the analysis process. The framework
served as a “golden principle” and facilitated covering the different aspects and
levels of person-centred practice when analysing the data. The framework
accentuates the humanistic and relational aspects of person-centred practice, this
and the frameworks philosophical foundation are coherent with the other content
and the philosophical underpinnings of the thesis.
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McCormack and McCance developed a mid-range theory for the person-centred
nursing framework from existing empirical research in 2006. The framework
was used and tested in several contexts and countries for many years and
influenced policies in the UK and internationally. Over the years, the focus of
the framework became increasingly multi-disciplinary and multi-professional
(McCormack & McCance, 2017). The new version of the framework, the
person-centred practise framework (Figure 1), is defined as “an approach to
practice established through the formation and fostering of healthful
relationships between all care providers, service users and others significant to
them in their lives. It is underpinned by values of respect for persons, individual
right to self-determination, mutual respect and understanding. It is enabled by
cultures of empowerment that foster continuous approaches to practice
development”.

Figure 1. Person-centred practises framework (McCormack & McCance, 2017).

The framework includes multiple parts, prerequisites, the care environment,
person-centred processes, and person-centred outcomes. The prerequisites focus
on attributes of the professionals and are considered essential for being able to
deliver person-centred care and practices. The care environment emphasis the
context in which the care and practices are delivered. McCormack and McCance
(2017) argue that if the care environment is not contributing to person-centred
ways of working, no matter the characteristics of the professionals, the true
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potential of interprofessional teams can never be achieved. The person-centred
processes are part of the framework that focuses on the person in the centre of
care. The processes are synergistic and interwoven in the delivery of care. The
last part, person-centred outcomes, represent the results expected from
successful person-centred practise and are central to the framework. The
framework draws attention to the complexity of person-centred practice and the

key contextual, attitudinal, and moral dimensions of humanistic caring practices
(McCormack & McCance, 2017).
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METHODOLOGICAL FRAMEWORK

In this thesis, knowledge is viewed to be generated both through our senses and
through reasoning. There is no knowledge without people, and human action is
always present in generating knowledge (Kristensson Uggla, 2019). As a
researcher, we never start as a tabula rasa and the research we carry out is never
completely objective. Polanyi (1962) introduced the concept of tacit knowledge.
As persons, we know more than we can express, and our research is always
embedded in context and relationships. Therefore, we need to be interested both
in the explicit and implicit. The reality is multi-layered and organised or linked
together in a complex way (Polanyi, 1962).

Consequently, we need a multidimensional view of science and research with
different approaches and analysis methods for different perspectives and
interpretations. During my research studies, [ have been inspired by Ricoeur
(1994) and Kristensson Uggla (2019) and their dialectical thinking. Without
differing opinions, it is impossible to discover knowledge.

Two truths approach each other. One comes from inside, the
other from outside, and where they meet, we have a chance to
catch sight of ourselves. Tomas Transtrémer’

To achieve the overall aim, as well as the specific aims of the thesis, explorative
designs with a qualitative approach was used in the four included studies (I-IV)
(Table 1). Explorative qualitative research is designed to shed light on the
phenomena (i.e., in this case, the collaborative care planning process). The
design has been emergent, flexible, and changed during the process (Polit &
Beck, 2016).

3 Transtromer, Tomas from “Preludes”
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Table 1. Overview of the studies.

Study | Design Context Participants | Data collection | Data analysis
I Explorative | Collaborative | 5 (an older Semi-structured | Qualitative
Descriptive | care planning | woman, a interviews case study
conference in | care partner, | Observation Descriptive
an older and 3 health analysis
woman’s home | care Qualitative
professionals) content
analysis
II Explorative | Professionals 11 health and | Semi-structured | Qualitative
working places | social care interviews content
professionals analysis
I Explorative | Older adults 6 older Semi-structured | Constructivist
Descriptive | homes and adults, 6 care | interviews grounded
health and partners and | Observation theory
social care 28 health and | Focus group
professionals | social care discussion
working places | professionals
and 5 managers
collaborative for health and
care planning | social care
conferences in
older adults
homes
v Explorative 60 Documented Content
Descriptive collaborative | collaborative analysis
care plans care plans

Context and setting

Qualitative research is context-bound. Therefore, the researcher must be

context-sensitive (Holloway & Galvin, 2016). During the different studies, the
researchers have tried to immerse themselves in different contexts and to see the
world from the different participants’ point of view.

The four studies were conducted in the Norrbotten region in northern Sweden.
Norrbotten is the largest region covering 25% of the country but with only 2.5%
of the population. There are 14 municipalities in the region, and the studies in
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this thesis included informants from five of the municipalities. Due to long
distances and sparsely populated rural areas, Norrbotten is at the forefront when
it comes to digitalisation in healthcare (Region Norrbotten, 2020). The health
and social care professionals have a common e-platform for communication and
collaborative care planning, and they are encouraged to use video
communication during the collaborative care planning conference to save time
and travels. One of the professionals (e.g., the registered nurse at the
municipality), will visit the older adult in his or her home and connect with the
other professionals, which have remained in their offices, through video
communication. However, the different municipalities and primary health care
clinics decide themselves how to carry out the collaborative care planning
conference, and only two of the collaborative care planning conferences
observed (I, III) used video communication.

Participants and procedures

The participants in the studies (I-IIT) were selected through purposive sampling
(Polit & Beck, 2016). We wanted to reach informants that could share their
unique experiences to yield insights and in-depth understanding (Patton, 2015).

To recruit older adults and care partners for studies I and I11, the researcher
contacted different sites through “my plan”. However, this did not yield
anything, so the search expanded to other primary health care clinics and
municipalities. A contact person at each site (two primary health care clinics and
two municipalities) approached older adults in need of a collaborative care plan
or care partners participating in collaborative care planning and gave them
verbal information about the studies. The researcher then contacted those who
agreed to participate ahead of the first interview, alternatively observation of the
collaborative care planning conference, and provided verbal and written
information of the study, and the informants gave their written consent to
participate. In study I, one older adult and one care partner participated. In study
I11, six older adults and six care partners participated.

Managers from two municipalities and four primary health care clinics
approached the professional informants in studies I, II and III and gave them
verbal information for the studies. As with the older adults and care partners, the
researcher contacted those that agreed to participate ahead of the interview or
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observation of the collaborative care planning conference and gave verbal and
written information about the study. Participants provided written consent to
participate. In study I, two registered nurses and one general practitioner
participated. In study II, 11 health and social care professionals (general
practitioner, registered nurses, occupational therapists, physiotherapists, social
care managers and unit managers) participated. Twenty-eight health and social
care professionals participated in study III.

A focus group discussion with the management leaders of the management
organisation of the project “my plan” was conducted in study III. The researcher
contacted one of the project managers of “my plan” that informed the members
of the management leaders group, and together they decided the time and place
for the discussion. Five of the group’s seven members participated. Before the
focus group discussion commenced, the researcher provided verbal, and written
information about the study and the informants gave their written consent to
participate.

Data collection

In qualitative research, the researcher is an instrument and involved in every
step of the research process. The researcher and the participants are interrelated
and inseparable and influence each other (Dahlgren, Emmelin & Winkvist,
2007). I have worked with older adults before commencing my nursing studies,
as a nurse, and also after becoming a midwife, but I had limited knowledge and
preunderstanding of the collaborative care planning process. I had participated,
as a nurse, in a couple of older adults’ collaborative care planning processes
when they were discharged from hospital care. Apart from immersing myself in
the context and getting close to informants, the research process has also given
me knowledge about myself. During the research process, I have kept a
reflective journal, where [ have documented impressions and thoughts. The
reflective notes served as field notes during observations of the collaborative
care planning conferences and memos during the grounded theory study. They
assisted during the interpreted synthesis when the different studies results were
analysed together. The reflective notes were indispensable when reflecting over
my own role in the different parts of the research process and in relation to the
informants.
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There are different methods available to collect data. The method(s) used in the
studies (I-IV) depended on the aim of the study. In two studies (I, IIT) multiple
methods for data collection (i.e., triangulation) were used, which contributed to
increase the trustworthiness of the studies (Dahlgren et al., 2007).

Focus group discussion

When inviting the management leaders in study IlI, the researchers wanted to
discuss previous data collection findings and, therefore, thought focus group
discussion was the best method. The interaction between the participants could
add different perspectives to the issues being discussed. Focus groups are useful
for exploring peoples’ knowledge and experiences and for examining what
people think, but also how they think and why they think that way (Kitzinger,
1995). Focus group discussions generate social knowledge and allow the
researcher to go beyond the average and use the potential of interactions among
perspectives (Thorne, Kirkham & O'Flynn-Magee, 2004) to obtain information
that would otherwise not emerge (Krueger & Casey, 2014) and give a deeper
expression of opinions (Polit & Beck, 2016).

The researcher had had the opportunity to practice and achieve skills in
conducting focus group discussions in a previous study and served as a
moderator for the discussion. One research colleague served as an observer.

To facilitate the discussion and set the scene, the moderator opened the
discussion by reading a vignette based on previous data collected from
interviews and observations of collaborative care planning conferences. During
the discussion, the moderator asked probing questions to deepen the knowledge
and gather more details. The observer took notes. The focus group discussion
was recorded digitally and lasted 110 min.

Interviews

To explore older adults, care partners and health and social care professionals’
thoughts, feelings and experiences about the collaborative care planning process,
semi-structured interviews were conducted with informants in studies I, II and
III. Flexible topic guides were used with a list of questions and topics that
should be covered (Polit & Beck, 2016). The list also included suggestions for
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probes that could be used to elicit information for more details. The participants
were encouraged to talk freely, and the focus was on allowing the informants to
tell his or her story and ensure that it was fully uncovered. The older adults and
care partners that participated together in the collaborative care planning
conference were interviewed together before and/or after the conference (I, I1I).
Several interviews with health and social care professionals were done over the
phone (I, IIT). Phone interviews are quite common, and studies have found that
the quality of the data obtained is comparable to face-to-face interviews (Knox
& Burkard, 2009). In the grounded theory study (III), the interviews occurred
consecutively, and the questions in the topic guide were based on the previous
interview and/or observation. This provided an opportunity for the researcher to
gain a deeper knowledge of topics and to introduce new topics along the
process. According to Kvale and Brinkmann (2014), the researcher and
informant interact and affect each other during the interview, and the quality of
the knowledge produced depends upon the craftsmanship of the researcher.
During the interview situation, the relationship between the researcher and the
informant is not equal and, therefore, is it necessary to establish rapport and
trust. Therefore, the researcher focused on building a relationship and building
trust with the informants by listening attentively and respectfully and being
genuine and open to the views of the informants (DeJonckheere & Vaughn,
2019).

Observation

To attain more knowledge and understanding of the collaborative care planning
process, collaborative care planning conferences were observed. In case studies
(D) and grounded theory studies (III), observation data are often a central
component. Observation as a data collection method allows researchers to
witness and describe the phenomenon in its natural context (Patton, 2005) and
can reveal structures, processes, and behaviours that the informants themselves
are not aware of (Morgan, Pullon, Macdonald, McKinlay & Gray, 2017). This
last part became obvious to both researchers and participants after the
observation of the collaborative care planning conference in the case study (I).

The researchers were non-participants during the observations of the
collaborative care planning conferences but could interact and converse with the
participants before and after the conferences. The conferences were recorded
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digitally, and the researcher observed and took notes of the non-verbal
communication and thoughts. The researcher did not use an observation
protocol. The focus during the observations was the person-centred attributes
displayed or not presented. During the collaborative care planning conference,
the researcher strived to keep a distance and tried to understand the actions and
behaviour of the participants and to stay close to the data (Charmaz, 2014). The
challenge during observations is to understand the setting as an insider while
describing it for outsiders (Patton, 2005). There is also a risk that the
participants in the conference change their behaviour when they are being
observed (Morgan et al., 2017).

In study I, two researchers observed one collaborative care planning conference
together and took notes separately. In study III, one researcher observed all five
collaborative care planning conferences. The researcher interacted with the
participants ahead of the conference and also interviewed the older adults and
care partners before and/or after the conference. This contributed to building
trust and making the researcher less threatening during the observation.

Data analysis

There are many interpretation methods available in qualitative research, ranging
from very close concrete description to very distant abstract conceptualising. In
this thesis, the different methods for data analysis have been selected based on
the aim of each study and their alignment to the same philosophical
underpinnings.

Qualitative case study

The case study provides the means to conduct a holistic, in-depth, and detailed
description of a phenomenon using a variety of data collection methods
(Merriam & Nilsson, 1994; Stake, 2005; Yin, 2014). According to Stake (2005),
it is not a methodological choice but a choice of what is to be studied. For study
I, Stake’s (1995) approach to case study was selected since his approach was
aligned with our own philosophy, aim, and research question. He has a
constructivist approach to case study and believes that knowledge is constructed
rather than discovered. He emphasises multiple perspectives or views of the case

and how the researcher’s interpretations are part of the findings. Stake mentions
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