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Summary

Background: For many years, co-ordinated collaboration has been a challenging
issue for the health and social services, nationally and internationally. In the
mental health sector it has been particularly di�cult to identify initiatives that
might ensure continuity of care as patients transition from the specialised
health service and into the primary health service.
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Purpose: The purpose of this study was to examine the experiences of health
care professionals across the disciplines when attending collaborative
interdisciplinary meetings held two weeks after the patient had been discharged
from the specialised psychogeriatric health service and into nursing homes.

Method: This sub-study forms part of a larger participation-based research
project, PASSUS, which looks into quality development and actions. This
project focuses on patient-oriented interaction at the point of discharge into
nursing home care and involves one psychogeriatric hospital department and
four nursing homes. It looks speci�cally at one of the improvement measures:
co-ordinated collaborative meetings. The study has a descriptive qualitative
design and is based on written notes from twelve such collaborative meetings.

Results: Our analysis of the material suggests that the participants’ descriptions
can be grouped in four summary categories: 1) information about individualised
care and treatment, 2) knowledge exchange, 3) mutual recognition and
a�rmation, and 4) improvement measures.

Conclusion: The study involved meetings between the health care personnel
who had been responsible for the follow-up of patients in the psychogeriatric
department, and those who took over this responsibility for the patient in the
nursing home. Our analysis showed that the collaborative meetings contributed
to interdisciplinary knowledge exchange, as well as increased understanding
and insight into the patient’s situation. The collaborative meetings show how
co-ordinated systematic interaction can boost competence levels and ensure
continuity of care between service sectors. 

In recent years, co-ordination issues have received increased attention in
Norwegian health policy (1) and research (2, 3). The national health and care plan
for 2011–2015 revealed that many patients still experience discontinuity of
treatment. Inadequate continuity of care may give rise to insecurity, provision of
incorrect treatment and care, ine�cient services and a reduced quality of life for
patients and their relatives (4).

In 2013 the Norwegian Directorate of Health issued a circular concerning national
objectives and priorities within the health and care services (5). It was pointed out
that discontinuity of care and disrupted service provision, as well as inadequate
communication, often occurs at the point of transition between hospital and
nursing home. Regional health trusts were asked to follow up collaboration
agreements and to “facilitate co-operation and dialogue meetings involving the
primary health service, the specialised health service and other service providers”
(author’s italics) (5, p. 21).



Health care personnel across all disciplines and service sectors must give due
attention to information transfer in order to ensure that good and health-
promoting relationships are sustained between patients and health professionals
throughout the course of the patient’s treatment (4). The exchange of knowledge,
information and experiences in connection with the hospital discharge process is
of great importance to the continued development of services, the continuity of
care and a medically acceptable patient progression.

Serious mental disorders in the elderly are often complex in nature (6). When
patients are in the vulnerable phase of being transferred from a psychogeriatric
hospital ward to a nursing home, the challenge is to ensure that health care
personnel work in partnership in order to avoid discontinuity of interventions,
relationships, objectives and treatments (5). Earlier research shows that successful
interaction between the di�erent parts of the mental health service can be brought
about by in�uences from the system level, organisational level and interpersonal
level (3).

Individual service providers can deliver collaborative interaction if the premise for
interdisciplinary collaboration has been established at the organisational level.
There are reciprocal in�uences at work between the education system, the
organisation of the healthcare system, government policies, ideologies, structures,
resources, shared objectives, and the willingness to co-operate and communicate
(7–10).

Co-ordinated collaboration involves more speci�c commitment than co-operation.
The concept involves a commitment to do something together in order to ensure
that the work processes are streamlined and that services and measures are co-
ordinated (11–13). This requires colleagues to make mutual adjustments to their
respective jobs. Collaboration amongst individuals requires “trust, reciprocity and
equality” and a shared understanding of the situation (11, p. 257).

This is a qualitative study which forms part of a larger participation-based research
project entitled PASSUS (patient-oriented collaboration at the point of discharge
into nursing homes) (14), set up to study quality development and actions. The
objective of PASSUS is to develop and test a new collaborative model that might
improve the discharge process, the continuity of care and the exchange of
information between psychogeriatric hospital departments and sheltered or long-
stay nursing home units at personal and system levels (14, 15).

Co-ordinated collaboration in the mental health services

«Co-ordinated collaboration involves more speci�c
commitment than co-operation.»

Description of the study



•

•

•

One of the improvement measures put forward in the collaborative model was to
conduct collaborative meeting across disciplines and service sectors at the nursing
home two weeks after discharge (14). The purpose of this sub-study was to examine
the experiences of the health care professionals who attended these collaborative
meetings. The sub-study was restricted to descriptions submitted by participating
health care personnel of their own role and professional contribution to an
interactive process. 

The study has a descriptive qualitative design and is based on written notes from
twelve collaborative meetings. The meetings were held at the nursing homes
approximately two weeks after the patient had been discharged from the
psychogeriatric hospital ward. Every collaborative meeting was attended by at least
one specialist nurse and one psychiatrist from the hospital, as well as at least one
nursing home doctor, primary contact or manager.

The collaborative meetings accommodated a mutual exchange of information
concerning the patients’ symptoms and functioning in their new surroundings. The
forum was used to discuss how the transfer of information had worked, and
whether the measures proposed by the psychogeriatric service had proved
e�ective. After each meeting, all participants would complete a self-reporting form
by answering the following open-ended questions:

What were your contributions to the collaborative meeting?

What are your thoughts about the collaborative meeting?

What have you learnt?

The questions had been drawn up in liaison with representatives of the nursing
homes involved and the work group that had been set up at the psychogeriatric
department as part of the preparations for PASSUS (14).

We recruited the responsible doctor or psychiatrist from the psychogeriatric
department as well as a specialist nurse who was familiar with the relevant patient,
and who had been involved with discharging the patient into the nursing home. We
further recruited a nursing home doctor, primary contact or manager who had
come to know the patient after the transfer to the nursing home. All participants
were required to be pro�cient in writing in Norwegian.

We included 10 participants from the psychogeriatric hospital department and 26
participants from nursing homes. There were 27 females and 9 males, all of them
health professionals from a wide range of backgrounds (table 1).

Method

Sample



We set aside a full hour for each of the collaborative meetings. Data were collected
through self-reporting forms that were handed in immediately after each meeting.
The full body of data consists of 80 such forms. The participants responded in
handwriting on paper, formulating short sentences and keywords. These
handwritten responses were transcribed verbatim and transferred to electronic
media. The resulting electronic text makes up the study’s 36 pages of data.

The study was approved by the health trust’s data protection o�cer and by senior
management at the nursing homes. We obtained written consent from all
participants prior to the collaborative meeting. They were informed that
participation was voluntary. No-one dropped out before completion. All
information that emerged was securely treated in accordance with Norwegian
Personal Data Act and the Data Protection Authority’s guidelines (18, 19). This
meant that all self-reporting forms containing names were de-identi�ed. There is
no code list of names and contact details.

We conducted a qualitative content analysis of our material, inspired by Graneheim
and Lundman (16, 17). The hallmark of a qualitative content analysis is a process
that moves back and forth between the whole material and its parts. The text may
be interpreted at a variety of levels; we chose the manifest level of analysis (16).
This means that our interpretations were closely linked to that which is explicitly
expressed in the material. Each self-reporting form was therefore identi�ed as a
unit of analysis.

Data collection

Ethical considerations

Analysis

https://sykepleien.no/sites/default/files/styles/lightbox/public/tabell_1_hoff_eng.png?itok=PrD4CZ86


We conducted the analysis in multiple stages, the �rst involving a read-through of
the electronic data generated by each participant. We also read the whole material
for each of the self-reporting questions in order to gain an understanding of the
complete body of data. At the next stage we condensed the text. Examples of this
process are set out in Table 2. Similar meanings were grouped in sub-categories
before being allocated to four main categories. We conducted the analysis several
times in order to ensure a uniform process. The sub-categories represent di�erent
aspects of a category (16, 17).



https://sykepleien.no/sites/default/files/styles/lightbox/public/tabell_2_hoff_eng.png?itok=xwpZdx3-


From our analysis of the material four categories emerged that summarised the
participants’ descriptions: 1) information about individualised care and treatment,
2) knowledge exchange, 3) mutual recognition and a�rmation, and 4)
improvement measures.

The psychogeriatric nurses reported that they chaired the collaborative meetings
and that they provided patient information that complemented the written transfer
report: “I have provided more speci�c details about interventions that had been
inadequately described in the nursing summary – such as the administration of
medication, the patient’s behaviour and moods.”

Health care personnel from the specialised health service highlighted the exchange
of information concerning their experience of working with the patient’s relatives,
and activity programmes that had been implemented to good e�ect. Nurses and
occupational therapists alike reported that complex needs made it di�cult to
summarise the care provided in writing: “This is a patient with many needs which
are di�cult to describe” (psychogeriatric nurse).

The nursing home sta� on the other hand, reported that the transfer information
provided by the psychogeriatric department at the time of discharge was good and
comprehensive: “I have received good descriptive information about the patient’s
condition as well as an action plan that was ready for immediate implementation
when the patient arrived here” (nursing home nurse). The health care personnel at
the nursing homes also reported that they had followed up on the proposed
measures: “I have followed up with speci�c measures at meal times and when
providing personal care, and by creating a sense of calm around the patient. This
has worked very well” (auxiliary nurse at nursing home).

The nursing home doctors reported that during the collaborative meetings they
had a di�erent focus than other professional groups. They sought supplementary
information from the psychiatrist about the background to the diagnosis, the
assessment, case history and medical treatment: “I raised questions concerning the
medication.” The psychiatrist from the psychogeriatric department reported
having provided in-depth information and having given her reasons for her choice
of medical treatment: “I have explained the history, the medication and MR
�ndings.” The nursing home doctors described the information provided in the
medical discharge summary as good. A number of nursing home doctors reported
that they contributed with supplementary information concerning the patient’s
case history prior to hospitalisation at the psychogeriatric ward, and that they
planned the continued treatment in partnership with the doctor or psychiatrist
from the psychogeriatric department.

Results

Information about individualised care and treatment



A number of participants described receiving useful information about the patient
through the interdisciplinary knowledge exchange at the collaborative meetings,
and that they gained new insight into how it might be possible to interact with the
patient in a good way. Particularly the nursing home doctors reported that they
acquired more knowledge about psychogeriatric assessment methods and
treatments: “I learnt more about the assessment methods.” Another nursing home
doctor reported: “I have acquired insight into the treatment of Lewy body
dementia: advice about what should be at the back of my mind in special cases.
Have received an update.” The psychiatrist from the psychogeriatric department
reported that she had acquired new knowledge about available support of
signi�cance to the transition into sheltered nursing home accommodation. This
individual had also gained greater respect for the working practices at the nursing
home.

The participants described their discussions during the collaborative meetings as
frank exchanges conducted on equal terms: “I felt that the discussion was good and
frank. Nursing sta� were given a good opportunity to describe their observations of
the patient. Everyone listens to one another” (nursing home doctor). Both the
nurses and the nursing auxiliaries felt it was very useful to review the measures
that work, and to give each other credit. They reported as follows: “it feels good to
receive recognition for what is being done the right way [in the nursing home], and
whether this coincides with your views [in the psychogeriatric department]”.

The psychogeriatric nurses reported that openness surrounding challenges was
seen as particularly important. This was con�rmed by the nursing homes. One
person reported that: “I felt we received a�rmation that what we are doing is not
wrong, and that our frustrations were met with understanding” (nursing home
nurse). A number of participants from both the psychogeriatric department and
the nursing homes reported a good atmosphere at the collaborative meetings, and a
sense that the participants were engaged. One participant gave a di�erent account
of one particular meeting where few people had been in attendance: “I felt it was
not particularly motivating because few people contributed to the discussion and
we appeared to run out of things to say” (psychogeriatric nurse).

Knowledge exchange

Recognition and a�rmation

Nursing home doctor

«Everyone listens to one another.»



Some described the discussions about challenging situations as being useful and
informative, and based on a wish to do their very best for the patient: “The meeting
was clarifying and very positive in that this was a patient with great challenges. I
felt that the meeting was factual and I am impressed with all the good initiatives
that were gradually forthcoming” (psychogeriatric nurse).

Health care personnel from the psychogeriatric department reported that it was
good to receive feedback and con�rmation that the patient’s needs were being met,
and that the measures suggested by their department were being followed up. A
number of doctors from the specialised health service reported that they had
gained an insight into the work of nursing homes: “[G]ood to learn how the nursing
home doctors are thinking with respect to medication and the patient’s condition.
Am now better informed with regard to the programmes o�ered at the nursing
home.” Health care personnel working for either service provider reported that
they received mutual acknowledgement, irrespective of their occupation.

The supplementary descriptions of the patient’s situation and the dialogue with
health professionals with di�erent experiences, helped to solve problems: “I
started getting ideas about how to improve the things we do . It was a real boost for
me” (nursing home nurse). It was emphasised that interdisciplinary dialogue can
contribute to raising the participants’ competence levels, which might in�uence
the patient’s future care: “[T]his kind of meeting will raise our level of competence,
so that we jointly can come up with initiatives designed to maintain the patient’s
identity and dignity” (student nurse at nursing home).

Several participants reported that the collaborative meetings constituted an
important improvement measure in terms of ensuring the continuity and quality of
care for elderly people su�ering from mental disorders, and they wanted the
practice to continue. Health care personnel from the psychogeriatric department
reported that the collaborative meetings had brought to their attention that some
of the nursing homes were struggling for too long before patients were admitted to
hospital for assessment. They asked whether this could possibly be changed: “In
the future I feel it would be wise for nursing home doctors to have an open line of
communication to the specialised health service” (psychiatrist at the
psychogeriatric department).

Improvement measures

Discussion



This study looks at a group of health professionals who attend co-ordinated
collaborative meetings. The meetings involved a level of commitment and focused
on an exchange of knowledge that may contribute to better continuity of care
between psychogeriatric hospital departments and nursing homes. Co-ordinated
collaboration between health care personnel in the specialised health service and
the primary health service is often taken for granted, and the responsibility for
ensuring continuity of care has received growing attention after the introduction of
the Coordination Reform (1, 3). A number of studies have also pointed to the need
for new approaches (2, 3).

Previously, elderly patients su�ering from complex mental disorders and dementia
used to be assessed and treated during lengthy periods of hospitalisation in
psychogeriatric departments. These days, the requirement is for outpatient
services, nursing home adaptations and as few inpatient nights as possible. In
compliance with the Coordination Reform, the psychogeriatric hospital services
have become more specialised and focused on assessment. This is why there are
complex interactions and decision-making processes involved with the transfer of
patients from psychogeriatric hospital departments to nursing homes.
Furthermore, there is a risk of discontinuity of care (3). Demands for knowledge-
based practice ensure that care and treatment are provided on the basis of
research-based knowledge and adjusted to the individual patient’s resources and
wishes (1).

The study shows that interdisciplinary health care personnel at nursing homes felt
they were receiving useful information from the medical discharge summaries and
nursing summaries when patients were transferred from the psychogeriatric
service. The nursing home doctors nevertheless often asked for assessment details
and the reasoning that formed the basis for drug treatment choices. The attention
of the nursing sta� was to a greater extent directed towards the patient’s basic
needs. All professions were able to contribute to the exchange and put forward
suggestions from their own viewpoint, and it was useful to exchange knowledge.

Health care personnel from both service sectors reported that the collaborative
meetings provided a�rmation of their own work. A�rmation arises in the moment
and is all about the way we listen, our attitude to other people and how an
individual’s overall behaviour appears as they encounter other people. A�rmation
relates to our appreciation of another person as an individual and the acceptance
and validation of this other person’s experiences (22, 26).

«All professions were able to contribute to the exchange
and put forward suggestions from their own viewpoint,
and it was useful to exchange knowledge.»

Recognition and a�rmation are important



An earlier psychogeriatric study conducted by Brattrud and Granerud (10) shows
that it may be challenging for personnel within the primary health service and the
specialised health service to see each other as equal partners (10). In our study, the
health professionals from the specialised hospital department were described as
“experts” by the nursing home sta�, which may suggest that there is an informal
hierarchy in place. Nevertheless, it appears that the health care personnel saw each
other as equal participants. We interpret this to mean that each participant
attending the collaborative meetings felt con�dent about their own background,
which matches the �ndings of earlier research on individual factors that are
essential to good co-operation (12, 26).

Another interpretation may be that those who attended the collaborative meetings
focused their attention on the patient’s health and treatment. In other words,
equality is linked to equality of experience, as all participants had some knowledge
of the patient. They felt it was really useful to listen to each other and to meet up
face-to-face as interdisciplinary partners. Earlier studies have also shown that
meetings are conducive to co-operation and to ensuring a good �ow of information
(2, 25). It is therefore useful to highlight various aspects of the interactions that
may serve to enhance the level of continuity and collaboration, and encourage
learning from the experiences.

The interdisciplinary nature of the interaction between health care personnel was
an important factor. The collaborative meetings in our study were characterised by
exchanges of relevant medical information and in-depth descriptions of the care
provided for the individual patients. Our �ndings show that the exchange of
experiences gave participants new knowledge about the patient and an insight into
each other’s service areas. Other studies point out that the specialised health
service and the primary health service represent di�erent approaches in terms of
ideology, culture, resources and competence, and that this may prove to be an
obstacle to collaboration (3). Nevertheless, our study showed that the participants
included each other on equal terms.

Earlier studies have demonstrated that collaboration is greatly enhanced by
regarding each other as “we” rather than “us and them” (9). In their study from the
Swedish mental health service, Magnusson and Lützén (9) found that di�erent
views and focus in the approach to people with mental health problems may be
obstructive to co-operation and interaction. The same applies if the health care
personnel involved make use of di�erent concepts, expressions and terminology
within the �eld (9).

Exchanging experiences



The health care personnel who took part in the study reported that one particular
collaborative meeting was not considered useful. This may have been caused by
disrupted dialogue and misunderstandings (22). Dialogue disruptions may be
attributed to attitudes or insu�cient engagement, or a poor sense of belonging or
community (22). According to Go�man (21) the emotional response among
participants is a third signi�cant factor in focused social meetings. Meeting each
other in person allows the participants access to a number of social clues in the
form of words, facial expressions, gestures and actions. In the light of Go�man
(21), our �ndings may suggest that the participants tried to “build bridges” to one
another in the interest of doing their utmost for the patient.

Earlier studies have pointed out that specialised health services and nursing homes
have di�erent resources and di�erent competencies available to them (24). Within
the context of a hectic working day at a nursing home, it may be challenging to
follow up the residents’ developing needs to ensure that the appropriate measures
are put in place (24). Participating health care personnel from either service sector
described it as challenging to identify suitable measures for individual patients.
During the meetings they exchanged knowledge and provided mutual a�rmation
of each other as resource persons.

The detailed descriptions provided by participants through the questionnaires, told
us that the participants became better acquainted with the physical circumstances,
resources and competencies provided at the various nursing homes and in the
specialised health service. This type of mutual knowledge exchange helps the
health professionals realise when there is reason to seek or provide advice and
guidance (10).

In order to be able to provide health care which is medically sound, health care
personnel must be able to interact with members of other health care professions
(11). Equally, knowing each other’s competence and services will enable mutual
understanding and recognition of one another’s di�erences. Willumsen (12) points
out that recognition of di�erences is a factor that may encourage dynamic
collaboration. This requires health care personnel to be �exible and capable of
taking advantage of each other’s contributions. Willumsen (12) argues that good
interdisciplinary co-operation requires members of di�erent professions to work in
partnership on a joint task, with everyone contributing on equal terms. Our study
demonstrated that a shared understanding of the patient’s situation helped the
health professionals jointly draw up detailed interventions for the patient’s future
nursing care.

Di�erent resources and di�erent requirements



There are some limitations to the study. It was based on a limited number of
written feedback reports from a speci�c geographic area. The body of data consists
of written responses to three questions and the participants’ ability to express
themselves clearly in writing di�ers. The researchers have not had the opportunity
to follow up with further questions.

The timing and location of the collaborative meetings may have in�uenced the
results. They were all held after the patient’s discharge from hospital to ensure that
both parties would be familiar with the patient and had made their own
observations. The meetings were held at the nursing homes in order to boost
participation levels. We presumed that it would be di�cult for nursing home sta�
to travel to the hospital, as few sta� are assigned to a shift.

It is one of the study’s strengths that six di�erent healthcare professions are
represented, and that the questions were drafted in liaison with the target group.
The study raises important points, corroborates the need for co-ordinated
collaborative meetings and highlights themes of universal signi�cance. A relatively
low number of participants, and the data collection method, represent limitations
to the study’s transfer value.

Our study does not discuss co-ordinated organisational collaboration, but we have
communicated our sub-project �ndings to the main PASSUS project. This resulted
in written guidelines being issued with respect to the collaboration between
nursing homes and the psychogeriatric service. Neither patients nor their relatives
were included as study participants. In future research, it will be important to
include interaction with these key groups.

This study involved meetings between health care personnel who had been
responsible for the care of patients in the psychogeriatric department, and those
who took over responsibility for the patient in the nursing home. Our analysis of
the participants’ self-reported experiences showed that the collaborative meetings
contributed to interdisciplinary knowledge exchange, as well as increased
understanding and insight into the patient’s situation. It was important for health
care personnel at the nursing homes to receive detailed information about the
psychogeriatric assessment and the reasoning behind treatment choices, while also
receiving a�rmation of their work.

The study’s limitations and strengths

Conclusion

«The collaborative meetings contributed to mutual
respect and exchange of detailed patient-oriented
knowledge.»



The health care personnel in the psychogeriatric department reported that the
feedback received from health care personnel at the nursing homes was signi�cant
to their practice. The collaborative meetings contributed to mutual respect and the
exchange of detailed, patient-oriented knowledge. They are examples of how
systematic collaboration can improve the individual’s competence and ensure
continuity of care between service sectors.
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