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Summary

Background: Municipal short-term wards must safeguard the needs of patients
with complex and unclear health conditions. Research shows that it is necessary
to develop the capacity and quality of the services provided.

Objective: To explore the factors promoting good patient trajectories in a
short-term ward at nursing homes.
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Method: The study had an ethnographic design with participant observation
and interviews. The analysis revealed �ve categories and an overarching theme.

Results: Collaborating on systematisation and work�ow in daily tasks,
developing interprofessional cooperation, involving the patient and their family,
collaborating across health service levels and maximising limited resources
were factors that promoted a good patient trajectory.  

Conclusion: Ensuring good patient trajectories in short-term wards is
challenging, and limited resources appear to be a critical factor. Collaborative
e�orts from a number of actors are necessary to promote good patient
trajectories.     

Political and structural reforms a�ect the health
services internationally (1) and nationally (2). The
changes are due to a need for more complex health
care for an ageing population, a decline in the number
of hospital beds, and shorter periods of hospitalisation
(3).

Since the introduction of the Coordination Reform
(2), local authorities have experienced increased
patient turnover and treatment responsibility. This has
resulted in the provision of di�erent short-term
services (4) and di�erentiated services (5) in nursing
homes. Some local authorities have succeeded in this
respect (6), but research indicates that there are
challenges linked to capacity, organisation and quality
(7–11).

Today’s health services are described as a complex
system under pressure (10, 12) with many transitions
in a patient trajectory (9). The multiple needs of
patients require di�erent skills and services at several
levels. Greater e�ciency is expected while at the same
time quality must be maintained and improved, and
new organisational solutions must be developed (12).

To deal with these challenges, Ingstad (13) asserts that
the health and care services must be innovative. Rather
than doing more and working faster, new work
methods or forms of cooperation must be introduced.



Allen (14) describes the key role of registered nurses
(RNs) in organising the patient trajectory. While direct
patient care is focused on the patient, and nursing
home management focuses on the unit, organisational
work addresses the management of patient
trajectories. In organisations in the process of
development, patient trajectories are often complex,
and this is re�ected in the e�orts to organise them.

Good patient trajectories are characterised by
complexity and coordination so that they promote
collaboration, patient safety and satisfaction, and
ensure e�ective utilisation of resources (9).

However, more knowledge is needed about the
development of good patient trajectories in individual
health and care services (4, 5, 9), and for
improvements in relation to holistic, coordinated and
simpler patient trajectories (4). This will help to
ensure that the change e�orts taking place in the
health services are evidence-based and appropriate.

The objective of this study was, therefore, to explore
factors that promote good patient trajectories in the
short-term ward of the nursing home. The study was
part of a major project dealing with social innovation
in nursing homes.

An important �nding about good patient trajectories,
together with earlier research, formed the basis of the
following research question: What organisational
factors promote good patient trajectories in the short-
term ward of the nursing home?

Objective of the study

Method



The study had an ethnographic design with participant
observation and interviews at two nursing homes in a
Norwegian municipality. The nursing homes were
taking part in a research project funded by the
Research Council of Norway: ‘Social innovation in
nursing homes’ (allocation number 256647), and were
chosen because they were exemplary nursing homes,
known for their innovation and quality.

To meet the aim of the Coordination Reform, three
long-term wards at the two nursing homes were
converted in 2014 into short-term wards with a total of
29 beds. GP and RN density were strengthened, and
the wards had access to physiotherapy and
occupational therapy services.

The restructuring entailed major changes in the
nursing sta�’s functions and responsibilities. The
changes required substantial innovation, which had
been ongoing for a period of three years prior to the
start of the project. The short-term wards provided
medical and rehabilitative services, with two beds
designated for emergency help in the municipality.

The patients were transferred from hospitals for
medical follow-up and/or rehabilitation, or from their
homes for assessment and/or treatment of health
conditions, adjustment of health needs or respite care.
Their stay was time limited, varying from days to
months, but usually between two and four weeks.

The wards had nurse managers who shared their time
equally between management and clinical work. Some
RNs had taken specialisation courses in cancer or
intensive care nursing. Each nursing home had a full-
time doctor. Physiotherapists and occupational
therapists were based outside the nursing home.

Participant observation was used as the main
methodological approach (15). In order to obtain
additional data, we also conducted interviews with the
managers of the institutions.

Methodological approach



•

•

The �rst and second authors conducted the interviews
and observations. The observations took place over a
period of 16 months from autumn 2016 to autumn
2018, a total of 320 hours. We used an observation
guide, based loosely on Polit and Beck (15).

In the observation notes, we focused on events and
conversations such as collaboration between the sta�
and patients in di�erent situations, and sta� meetings
and reports. In order to elucidate the activities of the
actors, the guide showed who participated and what
roles they played. In addition, theoretical,
methodological and personal re�ections were noted.

We developed a guide for the interviews based on the
description of the nursing home, examples of
innovation, innovation processes, innovation
competence and conditions for innovation.

We took �eldnotes directly and edited them
afterwards, or noted them in writing as soon after the
event as possible. The researcher role varied from
neutral observation to more participatory observation,
and written accounts of conversations with di�erent
actors formed part of the data material. The interviews
were recorded and written down verbatim.

The data were analysed in line with Graneheim and
Lundman (16). First, we each read the �eldnotes in
their entirety, followed by a joint readthrough where
we identi�ed data of relevance to our study.

Then we coded the meaning units, placing them in
sub-categories. The sub-categories were merged into
�ve categories, and an overarching theme was
identi�ed. The analysis resulted in the following
categories:

Collaborating on systematisation and work�ow in
daily tasks

Developing interprofessional cooperation

Data analysis



•

•

•

Involving patients and their families

Collaborating across health service levels

Maximising limited resources

Together, the categories composed the overarching
theme Collaboration promotes good patient
trajectories (Table 1).

The project was approved by the Norwegian Centre for
Research Data. Management gave written informed
consent to taking part in the study. We informed
management and sta� about the study at dialogue
meetings beforehand and during the project. They
were aware that the project involved �eldwork, and
that they could refuse to participate. Patients, their
families and others were informed by means of notices
in the wards.

In the following, we present the categories and the
overarching theme.

Results

https://sykepleien.no/sites/default/files/styles/lightbox/public/2021-06/FORSKNING_Brodtkorb_ENG_Tabell%201.jpg?itok=oiHbGEsN


Systematisation in the daily work of the ward was
crucial in creating good work�ow and thereby patient
safety, patient �ow and good patient trajectories. To
map patient trajectories, the sta� used a matrix board
that visualised these and created an overview.

The nurses said that daily sessions using the matrix
board promoted joint assessments, and nutrition
mapping and the use of checklists resulted in new and
closer collaboration patterns. The �eldnotes showed
that the doctor and RNs worked in close cooperation
on medical treatment, medication reviews and
treatment plans.

In the conversations, they stated that such forms of
systematisation had been intentionally developed
following the conversion of the wards into short-term
wards. They added that it had been challenging but
instructive for the sta�, who were used to the work
pace of the long-term ward.

In the interview, one manager said: ‘We had to convert
quickly from long-term to short-term wards without
time to prepare the sta�. It was a challenging process.’

In weekly interdisciplinary meetings, the situation of
patients was reviewed by the nurse manager, doctor,
physiotherapist, occupational therapist, RNs from the
home-based rehabilitation team and a representative
of the municipal contact o�ce for welfare and health
services.

Halfway through the nursing home stay, a meeting
took place between the patient and their family, and
relevant professionals and municipal bodies. Before
the patients were discharged, sta� on the ward held a
meeting with community nursing services.

Collaboration on systematisation and work�ow in
daily tasks



In connection with the conversion to short-term
wards, each nursing home appointed a full-time
doctor. In addition to being responsible for medical
issues, the doctors were full members of the
interdisciplinary team, and we observed that they were
widely involved in the activities of the institution.

According to the doctors and nurse managers, they had
a particularly close, trust-based cooperation. This was
con�rmed by our observations. In their combined
nursing and management role, nurse managers
experienced that they had a good overview of
processes in the ward and were deeply involved in
patient trajectories.

Physiotherapists and occupational therapists followed
up patients by paying visits and when otherwise
necessary, often in close cooperation with the primary
contact and other nursing sta�.

Due to the involvement of many actors, a collaboration
structure was required. As with daily nursing care
meetings, interprofessional meetings were organised
as informal meetings, where the situation of the
individual patient was reviewed using the matrix
board, and the care trajectory going forward was
outlined.

Sta� said that there was a good collaborative climate,
and participants in the interprofessional meetings
were active, attentive, unbiased and constructive.
When there were signs of challenges in the
collaboration, they tried to prevent con�icts through
bridge-building measures and amicable solutions.

Developing interprofessional collaboration

«Due to the involvement of many actors, a
collaboration structure was required.»



For example, they arranged dialogue meetings when
challenges arose in the cooperation with the
physiotherapy service: ‘The nurse manager stated that
the physiotherapy service gave too little priority to
continuity in the nursing home […]. The therapists
identi�ed a potential for improvement in this respect,’
(�eld notes).

At the meeting, it emerged that the challenge was
linked to the total capacity in the municipality, but the
parties agreed on various measures that could serve to
improve the situation.

The cooperation between patients and sta� was
fundamental, multifaceted and challenging. Sta�
involved patients and their families both on a daily
basis and in scheduled meetings. In the interaction
between nurses and patients related to personal
hygiene and meals, we observed a general approach
that was inclusive and dialogue-based.

Doctors routinely involved patients in questions about
medical treatment and treatment plans. We observed
close interaction between patients and
physiotherapists in training sessions. Cooperation
with families took place via telephone conversations
and direct contact when family were visiting.
Moreover, such involvement was integrated into the
system.

Halfway through the nursing home stay, the patient
and their family, relevant specialists and
representatives of decision-making municipal bodies
met in order to agree on the duration and content of
the stay, and to reach a general conclusion about the
future provision of services.

Involving patients and their families

«Sta� involved patients and their families both on
a daily basis and in scheduled meetings.»



The form of collaboration was described in an
interview with a manager as follows: ‘We see how
important it is to set goals together with the patient,
and we don’t decide for them what is important.’

The sta� stated that they found the meetings
important and challenging. They thought that both the
patient and their family should feel well looked after,
and strove to achieve a balance between their
preferences and a fair use of the local authority’s
limited resources. They did not always succeed in
reaching a conclusion everyone agreed with, and it was
not always possible to meet the wishes of the family.

The short-term wards had extensive collaboration with
local municipal bodies. Sta� at the municipal contact
o�ce for welfare and health services took part in the
weekly interdisciplinary meetings. One of them
described the meeting as crucial for reaching swift,
collective decisions on care trajectories going forward,
saying it was a big improvement.

Collaboration between the short-term wards and other
municipal bodies took place by means of written
internal memos and telephone conversations. The
short-term ward also collaborated with hospitals.
Admission and discharge were performed digitally
through notices on nursing and care.

When required, ambulatory teams from the hospital’s
geriatric psychiatry department visited the short-term
ward to work with individual patients. Some patients
were hospitalised but many cases were dealt with in
the wards.

The hospital doctors cooperated extensively with
hospital specialists in the case of individual patients:
‘The doctor is keen to maintain good contact with the
hospital, and we �nd that doctors on both levels have
been given more tasks […]. Just after the meeting
began, the doctor received a phone call from the
hospital, and he left the meeting,’ (�eld notes).

Collaborating across health service levels



The most important resource in the ward was the
general professional competence of the sta�, and
emphasis was put on enhancing this when the wards
were converted to short-term wards. Medical and
rehabilitation expertise was crucial in o�ering a wide
range of treatments and ensuring good patient
trajectories.

Some RNs had relevant specialisms, but according to
one of the doctors, it was challenging that general
medical competence was limited. They experienced
challenges linked to basic sta�ng, RN coverage and
the RNs’ quali�cations in emergency medical care.

GP density was good, but all the parties found that the
physiotherapy service was inadequate. Sta�ng
challenges were handled by the �exibility of all sta� in
their daily work, and the regular discussion of sta�ng
and competence needs at management meetings:

‘Most of the time at meetings is spent on clarifying
what we want to report in terms of higher sta�ng
needs […]. They agreed on what they should request,
and together developed the arguments and wording
they would use’ (�eld notes).

We observed that non-conformance notices were used
to put forward arguments for increased sta�ng.
Management arranged ad-hoc meetings to deal with
expected excess patients during public and annual
holidays. The specialist competence of sta� was highly
valued, and sta� shared this with other wards and the
community nursing services.

When we summed up the categories, this overarching
theme emerged.

Maximising limited resources

«Sta�ng challenges were handled by all sta�
demonstrating �exibility in their daily work.»

Collaboration promotes good patient trajectories



More systematic work methods entailed new and
closer collaboration patterns among healthcare
personnel, which promoted a better overview and
improved patient safety and patient �ow, resulting in a
good patient trajectory. The daily interaction between
the doctor and the RNs formed the core of
interdisciplinary cooperation.

In addition, weekly interdisciplinary meetings, where
the physiotherapist and the occupational therapist also
participated, were important for patient �ow and good
patient trajectories.

The sta� always involved patients and their families in
decision-making processes and in work to achieve the
desired health status, thereby paving the way for the
patient’s ownership of the care trajectory going
forward.

A sound collaborative climate meant that sta� used
limited resources to the full, and ensured that overall
competence was used for the good of the patient.

These factors show that the wards as a whole had an
innovative approach to developing services, and that
overall collaborative e�orts helped to put in place the
best possible patient trajectory (Figure 1).



The objective of this study was to explore the factors
promoting good patient trajectories in a short-term
ward at a nursing home.

Nursing home patients are particularly vulnerable to
adverse events due to their complex, comorbidities
(17), and there is reason to assume that the safety of
patients who move between di�erent service levels is
under greater pressure.

Allen’s (14) term ‘trajectory complexity’ seems to be
precise in this connection. Her �ndings show that
systematisation is a feature of daily work in the care
group, the cooperation between doctor and RN, and
interdisciplinary cooperation and collaboration with
external actors.

Discussion

https://sykepleien.no/sites/default/files/styles/lightbox/public/2021-06/FORSKNING_Brodtkorb_ENG_%20Figur%201.jpg?itok=RMHOxxmP


Systematisation is in line with professional
recommendations on standardised patient trajectories
and the use of checklists in follow-up (8). Working
methods appear to concur with what Allen refers to as
safeguarding the patient trajectory, a practice
characterised by sharing information and making
necessary adjustments at the right time and right place
(14).

The wards’ interdisciplinary team held regular
meetings. The fact that they met in person is
highlighted as crucial to the work of providing a
holistic patient trajectory for elderly people with
chronic conditions (9).

The �ndings in our study show a tendency towards
con�ict in relation to the physiotherapy service. The
authorities recognise that this is a challenge: the
provision of physiotherapy in nursing homes has been
substantially reduced and is absent in many places
(18).

Bondevik et al. (17) found that healthcare personnel in
Norwegian nursing homes, mainly RNs, nursing
associates and healthcare assistants, gave a relatively
low score to cooperation with doctors,
physiotherapists and occupational therapists. In our
study, attempts were made to solve such challenges
through ongoing teamwork and through special
measures.

Reeves (19) maintains that friction will arise between
di�erent practitioners, and that formal and open
decision-making process are suited to building bridges
and creating trust and team spirit between di�erent
occupational groups.

In general, our �ndings show that constant e�orts to
achieve a robust interdisciplinary community helps to
ensure that patients get the help they need at the right
time from those with the required competence.

Interdisciplinary team meetings reduced friction



Ingstad (13) asserts that the patient must be the focal
point of all collaboration if the goal is to achieve a
holistic and good patient trajectory. Dialogue with
patients and their families must be an integral part of
the organisation of services.

Service user involvement is a key element in the
modernisation of the public sector and entails that the
needs of service users should be the focal point when
the range of services is developed (17). This must be
based on the patient’s resources, needs and wishes (9).

The �ndings in our study demonstrate that this
ambition has largely been ful�lled. Patients and their
families were involved in choices, tasks and decisions –
a practice that corresponds to the ambition of making
provision for a holistic patient trajectory for elderly
patients with chronic diseases (9, 10).

The �ndings show that representatives of the
municipal contact o�ces for welfare and health
services participated in meetings at the short-term
wards, and that cooperation between them and sta� in
the ward was good.

Cooperation with community nursing services was
also systematised. This was in contrast to �ndings
from earlier research, where collaboration between
RNs in the short-term ward and the contact o�ce in
the municipality was inadequate (6, 20).

Terms such as ‘cooperative practice’ (21) and
‘collaborative practice’ (12) describe situations where
health personnel from di�erent professions interact
with the patient and their family and the various
professional communities of which the patient is a
part.

The provision of care must be based on the patient’s
needs

«Patients and their families were involved in
choices, tasks and decisions.»



Kvangarsnes et al. (6) put forward the argument that
such practices can also be understood as innovation.
The terms seem to be applicable to the collaboration
that took place between the actors in this study.

A summary of knowledge shows that adequate time
and resources are vital in work on holistic patient
trajectories for elderly individuals with chronic
diseases (10). The �ndings in our study demonstrate
that general resources were utilised in the best
interests of the patients when healthcare personnel,
patients and their families cooperated.

But it also emerged that the quality of services was
challenged because medical and rehabilitative
competence was limited. These challenges are
re�ected in studies showing a disparity between
ambitions regarding municipal services and the
competence of sta� (9, 22, 23).

Short-term wards are characterised by a faster pace,
more di�cult assessments and greater responsibilities
(6) – features that are in line with Allen’s term
‘trajectory complexity’ (14). Wards are also a�ected by
a need for competence enhancement (6), low GP
density, low sta�ng rates, use of unskilled labour and a
lack of time (11).

Evidence suggests that there is currently a need for
advanced clinical study programmes at master’s degree
level for RNs. These will provide broader competence
than traditional specialisation courses (3, 12, 20, 24).
Such study programmes are becoming more common
in Norway and the Nordic countries, and doctors see
RNs with these quali�cations as a useful resource (25).

Cooperation resulted in better utilisation of
resources

Strengths and weaknesses of the study



For ethical reasons, we did not carry out observations
in the patient’s room or in meetings of patients and
their families. This may have limited the �ndings, in
particular those linked to the involvement of patients
and their families.

The validity of the study is strengthened by our
arranging dialogue meetings with sta� at the start of
the study and underway where we presented
preliminary �ndings, which were validated by sta�.

The fact that all the researchers are RNs may have
impacted on the �ndings. Researchers who carried out
�eld observations and a researcher who did not do so
took part in the analyses, and this may have led to a
combined internal and external perspective.

The study was conducted at two nursing homes known
for their innovation and good quality. This may limit
the validity of the �ndings for organisations with a
di�erent starting point. However, we believe that the
�ndings can have transfer value and inspire
communities that want to introduce innovation to
short-term wards.

Municipal short-term wards represent an important
stage of the treatment chain, particularly for elderly
people undergoing challenging life phases with
complex health deterioration and an uncertain future.
Ensuring good patient trajectories in such situations is
important but challenging.

The study shows that collaboration on systematisation
and work�ow in daily tasks, the development of
interprofessional cooperation, the involvement of
patients and their families, collaboration across health
service levels, and the maximisation of limited
resources were factors that helped to promote good
patient trajectories.

Conclusion



The organisation of a patient trajectory required
collaborative e�orts from several actors. Limited
sta�ng and competence appear to be factors requiring
further attention in clinical practice and research
going forward.
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