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Abstract  

In this paper we discuss the fact that more and more patients 
are treated in their homes by a set of organizations, sometimes 
with different ownership, and how this fact places new and 
severe demands on health care and home service staff to 
communicate and collaborate. We point to the need for 
managers in different organizations to agree on ways of 
communicating and collaborating on the operational level and 
how this aspect needs to be considered during procurement of 
home care services. Most importantly, by reasoning around a 
set of problematic areas, we derive a set of related problems 
and suggest solutions for dealing with them. The solutions are a 
mix of organizational/administrative measures and IT support 
for communication and coordination. 
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Introduction 

In Swedish health care more and more patients are treated and 
taken care of in their own homes instead of in hospitals or 
nursing homes. This includes severely ill patients who require 
several different professions to be involved in the care process. 
The involvement of many different organizational units, often 
with different owners, complicates the situation even further 
and creates high demands on collaboration and coordination 
among the involved care givers in order to achieve high quality 
care for the patient. 

In an earlier paper [1], we described an investigation in two 
Swedish communities, Stockholm and Umeå. The results 
indicated problems in inter-organizational communication and 
cooperation in home care. Most of the problems were due to 
organizational and social obstacles resulting in a lack of 
communication among the units and individuals involved. In 
three subsequent papers [2, 3, 4] we have analyzed the require-
ments this places on collaboration and coordination. The 
findings stress the need for improved collaboration among 
managers and among staff at the operational level. In particular, 
managers from different organizations need to collaborate more 
effectively in order to set up goals and routines for collabora-
tion. In addition, our results showed that collaboration has to be 

considered during procurement of health and social care, and 
that managers need to follow-up the quality of delivered 
services. The necessity for substantially enhanced e-services to 
support coordination and collaboration was also evident. The 
aim of the present paper is to explore further the needs for 
collaboration between different health care and home service 
units and professions, and to suggest organizational and IT-
based solutions, based on a patient and process oriented 
perspective, focusing more on patient related processes than on 
organizational structures and processes. This focus involves: 
• Arguments are grounded in the Understanding, holistically, 

the forces influencing how collaborative care processes 
should work; 

• Identifying the need for new ways of communicating, and 
for mobile and immediate access to both medical and 
administrative information; 

• Understanding the need for allocation and acceptance of 
different types of responsibility among the care givers; 

• Suggesting changes in information support, which due to 
the nature of home care work has to be mobile and based 
on process-centered information models that support 
collaboration.  

authors’ previous research, i.e. on focus group meetings, 
interviews, questionnaires, observations and analysis of archive 
data conducted in the projects Intercare [5] SAMS [6, 7], 
MobiSams [8], VITA Nova [9] and VVP [10]. These studies 
focused on collaboration within and between organizations 
involving respondents with a long experience of health care or 
social care but varied experience regarding IT and IT use. The 
respondents were doctors and nurses from primary and 
specialist care, assistance assessors, IT strategists, managers, 
patients, relatives and representatives of patient organizations. 
More than 35 in-depth semi-structured interviews were 
conducted within the projects. 

In the following we define how certain terms are used in this 
paper.  

• Home health care involves: 
basic health care – provided by nurses or nurse auxiliaries, 
in Sweden the responsibility of municipalities, sometimes 
outsourced to the county councils’ primary care units.  
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advanced health care – operated by the county councils, 
led by doctors and provided by multi-professional teams. 
This care often concerns severely ill children or patients in 
palliative care.  

• Social care is personal care that involves help with the 
daily living activities (cleaning, shopping, feeding etc), and 
care that physically supports the patient (outdoor activities 
or personal hygiene). In Sweden this is the responsibility of 
the municipalities and may be provided by their own units, 
or by a contracted private company.  

• Home care as used in the title of this paper denotes the 
combination of home health and social care. 

• Patient care process is the sequence of activities carried 
out for the patient by health care or social care personnel 
and in which the patient and often his relatives/friends par-
ticipate. The process can be seen as a project with the aim 
of producing better quality of life for the patient, while at 
the same time maintaining patient safety. Each activity in 
the project should contribute to create this value-based aim.  

Collaborative home care 

Two or more parties collaborate when they work together in 
order to achieve a common goal, i.e. perform a task that each 
one cannot cope with alone or at least not as well or to as low a 
cost. This implies that the mutual goal must be understood by 
all parties as well as the basic circumstances, demands and 
restrictions that the other party faces. Each party must be clear 
over how tasks are distributed and how ones own tasks 
contribute to the common goal. Thus, collaboration between 
organizations is a complex matter. Existing research has 
focused on a wide variety of aspects. In research concerning 
collaboration within health care, van Eyk and Baum [11] have 
studied what they name as interagency collaboration. Hudson 
[12] has studied joint commissioning across the primary health 
care-social care boundary in the UK. El-Ansari et al. [13] have 
focused on public health nurses’ perspectives on collaborative 
partnerships in South Africa. El-Ansari et al. [14] investigated 
collaboration and partnership and the problems with measuring 
collaborative outcome. Lichtenstein et al. [15] have studied the 
effect status difference has on individual members in cross-
functional teams. Mash et al. [16] have studied team learning in 
healthcare that sees the organisation as a living system in which 
information flows. Participation and the development of team 
work are key aspects. If managers of the health system wish to 
enhance organisational change, then their goal may need to shift 
from optimizing health care delivery in a mechanistic model to 
optimizing health care workers in a living system. 

In the field of mobile work and information processing, 
Ammenwerth at al. [17] explore how mobile artifacts can be 
used for information processing in a hospital. Pascoe [18] 
describes how mobile artifacts increase the amount and speed 
of data being recorded in everyday work; Najjar et al. [19] 
describe how wearable computers might increase the 
performance of quality assurance inspectors. Guerlain et al. [20] 
describe personal information systems for roving industrial 
field operators, and Heath and Luff [21] examine the ways in 
which mobility is critical for collaborative work. 

When several parties collaborate it may be difficult to formulate 
one single objective, since each organization has its own goals. 
It is, however, important that all involved are aware of the 
overall purpose of the activities concerning an individual 
patient and make sure that this is in accordance with their own 
and with the patient’s goals. Cooperation needs to take place 
both at the top and at the middle management level and among 
the staff carrying out the care. These levels exist within all 
health and home service organizations.  

Some problems and suggested solutions 

There is not much research dealing with the problems of col-
laboration in home health care, their causes and effects. Apart 
from works by Winge et al. [3- 5], one example is Åhlfeldt [22] 
who, based on interviews with health care staff and patients, 
derive a set of information security related problems in 
connection with collaborative care. Most of these are related to 
administrative routines and policies, not to technology.  
Åhlfeldt and Söderström [23], discuss the need for coordination 
in collaborative home care. They call for a “coordinator” with 
an overall responsibility for the patient’s care planning. On a 
more general level, one well-known problem as organizations 
grow concerns administrative specialization and integration 
[24]. Health care is also subject to medical specialization, 
which places special emphasis on the need to coordinate units 
and professions. Horizontal organizational coordination is, 
among other areas, addressed in attempts to improve the 
logistics of Swedish health care (for example national projects 
to improve accessibility and shorten waiting times), while 
vertical coordination is a common problem concerning for 
instance control and feedback systems of work environment, 
quality and economy. One problem in integrating vertical and 
horizontal levels can be found in relation to the optimal use of 
management systems (see for example [25]).  

Laws and regulation 

Non-existent or inconsistent regulation results in improper 
routines and policies for cooperation, in poor awareness among 
those involved and in inadequate compensation systems. This in 
turn causes inadequate collaboration.  

Suggested solution: Revise and re-phrase laws and regulations 
so they facilitate and insist on real collaboration.    

Management and coordination  

If managers at different levels do not understand what is 
required or cannot explain the aim and reasons for collaboration 
- and clarify which specific collaborative actions that are 
required - the operational staff will probably be discouraged 
from performing such actions. Managers of the collaborating 
units must find ways to explain how the care process as a whole 
is intended to function and what requirements it imposes on 
collaboration in order to be both effective and efficient and 
produce good quality for the patient. If this care model is vague 
to managers it usually leads to a poor understanding of the way 
collaboration needs to work on the staff level.  

Suggested solution: Managers need to clarify for themselves 
and others what the holistic organizational mission involves 
when it comes to collaborative home care; explain what is 
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required and why; give accurate directions; provide convincing 
explanations as to why certain coordination and collaboration 
activities are necessary and provide standards for how they 
should be conducted. The situation of the patient is the 
foundation for collaboration between health and social care. A 
shared plan for the patient process must be produced with the 
focus on safe and high quality care. The plan should enable a 
follow-up of the results of the care. In each individual case, the 
goals of the patient process need to be explicitly formulated and 
based on the needs of the patient, while the staff has to be 
trained to always consider the goals of the process. 

One of the reasons for poor collaboration is that care staff is not 
aware of other care staffs’ actions and plans. Then activities 
cannot be coordinated and resources cannot be optimally used. 
In some cases this may also increase the risks for the patient’s 
safety. 

Suggested solution: Information services have to be developed 
to inform all actors directly of what is relevant for them to know 
about the patient and the planned and performed activities. This 
solution needs the clarification of goals and roles. Based on a 
well functioning care plan, actions can be coordinated so that 
work distribution will become more optimal. 

To bring about collaboration in care is demanding. Health and 
social care that does not consider requirements for collaboration 
leads to poor quality and bad utilization of resources. 

Suggested solution: Requirements for collaboration and co-
ordination must be taken into account during procurement of 
care services. This includes clear descriptions of services 
needed to support collaboration for all involved. To achieve 
this, health care procurement units have to be trained in line 
with the new care model and in collaborative work. New 
strategies for follow-up of care are needed, also concerning the 
process and effects of collaboration. 

Concepts and terminology.  

The ability to provide the right information when needed, 
presented in a way that is understandable to all actors, requires 
well-defined concepts. Unclear or ambiguous concepts lead to a 
lack of understanding of what information is needed amongst 
all actors throughout the whole care process. Ambiguously 
expressed concepts in medical records present risks for the 
patient. Information requirements cannot be expressed clearly, 
increasing the risk that information systems will not provide the 
information needed for coordination and collaboration. 
Different units and professions offer varying competencies, 
perform different tasks and see different aspects of the patient. 
Ambiguous concepts make communication less effective, 
which in turn obscures coordination and collaboration.  

Suggested solution: The concepts have to be identified on the 
basis of the patient care process. Collaboration has to take 
place with the patient and his needs in focus and be described 
on the basis of models involving care and collaboration 
strategies. The care model needs to define how collaboration 
should be carried out. The distribution of responsibility must be 
clearly described. Concepts that are involved in the process 
should be defined in an information model, and all of this set in 
a relevant context. It is particularly vital to define concepts that 

are important for patient safety and for communication between 
various kinds of care units. 

Lack of collaboration may be caused by a poor understanding of 
what it is that characterizes the collaborative care itself on 
behalf of the health and social care staff as well as the patient 
and next of kin. This aspect concerns the situation when it is not 
clear what the involved units actually should do and how they 
should take each other into account, e.g. a lack of understanding 
of the role and responsibility of a unit for “advanced home 
health care” in relation to hospitals and primary care. Also, the 
patient and his relatives may sometimes feel that he has been 
sent home and left abandoned.  

Suggested solution: The strategy for collaborative care should 
be described and clarified on the basis of a common health care 
and home services process. The need for shared information 
should be identified and then defined in a common information 
model for future IT systems. This will clarify responsibility, 
facilitate planning and collaboration, improve patient safety, 
and make it possible to monitor the care across organizational 
borders. The clarification of the collaborative care concept 
must involve management levels and staff and involve ways to 
deal with old routines and habits that might be hard to change.  

Motivation and inter-organizational team-work  

Low motivation due to lack of clear goals and feedback, role 
ambiguity, fragmentation of tasks etc. on behalf of the 
operational staff may lead to less commitment to collaboration. 
Furthermore, care staff may have little knowledge of, or in 
some cases be less interested in what other units do with the 
patient. Such awareness is, however, important in order to 
develop effective and quality-oriented collaboration. 

Suggested solution: A new and better reward system for 
cooperation is needed, allowing for economic compensation 
and allocating resources for collaboration. Responsibility has 
to be clearly distributed among actors so that everyone has a 
basic knowledge of who is doing what. IT services are needed 
that support the patient process, staff interaction and feed back 
processes. The staff can be motivated through participation in 
planning the individual patient process. Doing so they can 
understand how their own work contributes to better 
collaboration and fulfillment of patient needs. Organizational 
responsibility has to be clarified, also concerning managerial 
decisions. Political and strategic leaders need to realize this 
and provide means for collaboration. Representatives of care 
staff from each involved care unit should participate in 
constructing a joint care plan for individual patients. This will 
make them understand how other actors’ activities contribute, 
in a coherent set of tasks, to the realization of patient goals. 
Information support for care staff will provide a better 
understanding of which actions that lead to particular goals. 
There is also a need for better coordination of the individual 
patient process per se. New e-services for care-planning can 
support this function, optimally a common responsibility of a 
virtual team. The e-services must include support for quick 
changes in the patient’s care plan.  

If goals for the patient process are not clearly formulated it is 
difficult to coherently provide activities from several care units. 
There will be no basic ground for adapting and understanding 
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information concerning what other units do in order to reach the 
goals of the patient process.  

Suggested solution: Formulate a set of goals for each single 
patient process when new essential needs of the patient occur 
together with the patient and/or his relatives. State clearly each 
care provider’s responsibility. A well developed IT-based care 
plan, including coordination support, is an instrument that all 
cooperating units can access. The organizational members’ 
own responsibility to seek out this information should be 
clarified and supported from the organization. 

Collaboration across organizational borders is a prerequisite for 
good teamwork among various professions and with the patient 
and his relatives or friends. Lack of collaboration easily leads to 
bad care quality, feelings of insecurity and actors being 
uninformed about the patient’s condition. At worst, the patient’s 
health may be at risk. Lack of collaboration and agreement on 
the management level about the requirements of collaboration 
may lead to procurement of care that does not take collaborative 
aspects into account. It may lead to bad utilization of resources, 
e.g. the same activity is repeated several times or in a less than 
optimal order. 

Suggested solution: Train team members in reading 
documentation originating from other units (provided that 
security allows it) so different actors can see patterns and signs 
at an early stage. Provide an information support for this. This 
will achieve more timely actions in meeting new needs of the 
patient and a better anticipation of problems. Collaboration 
supported by good IT solutions will increase safety for the 
patient and make him less prone to take unnecessary contacts 
with the care team. It will also facilitate a good utilization of 
resources. Routines for measuring and following up provided 
care should be implemented on the basis of evidence based 
competency, i.e. ability to judge how care ought to have been 
conducted according to goals, or if one had realized early what 
was happening when something went wrong.  

Summary  

To summarize, improvements are needed among all involved 
parties, from the top and middle managers to operational staff. 
The suggested solutions are a mix of development of care and 
collaboration concepts as well as organizational measures and 
IT support, and most importantly, the establishment of a new 
strategy and a new care model for collaborative health and 
social care. This involves: 
• the need for managers in the involved organizations to 

define and agree on goals, rules and routines for 
collaboration on all levels,  

• the need to include requirements for collaboration already 
in the care procurement process,  

• the recognition of the importance for coordination among 
care givers and care activities, 

• the need for awareness of and clear goals for each 
individual patient process. 

• the need to clarify how care results shall be described, what 
results to follow up, and how this should be done. 

Thus, the presented solutions address and try to improve 
vertical and horizontal coordination within and between 
organizations.  

How IT may contribute 

Unclear or ambiguous concepts are a problem in the entire 
health care sector. Even the most central terms can be 
understood differently among different stakeholders. We 
believe that to a certain extent this is something to accept and 
learn to live with. In the context discussed in this paper it is, 
however, desirable at least to agree on terms and concepts that 
concern collaboration. The models, primarily information 
models, developed in the projects mentioned initially [5-9] are 
important contributions to this issue. These models are based on 
a process that describes important information exchanges 
around the patient, regardless of which organization that is 
responsible. The projects also resulted in explicit knowledge on 
how improved and patient-centered collaboration among care 
providers can be accomplished, mainly through an enhanced 
way of working and a utilization of IT support that facilitate 
collaboration. The new ways of working should be described in 
process and conceptual models, which also form the basis for 
building IT support.  

The SAMS and MobiSams projects also had the intention of 
clarifying the patient process, i.e. how it functions today, how 
the patient experiences it, and how it would appear with the 
suggested new ways of working and the correct IT tools. The IT 
support developed in these projects comprises a set of well 
defined e-services built to support coordination and teamwork. 
The services presently available concern tools for: 
1. Planning and coordinating all work tasks during the entire 

individual care process, including formulation of mutual 
goals and objectives for all involved organizations and 
professions with the best interest of the patient in focus. 

2. Definining the planned activities for each unit, in 
accordance with the agreed goals. 

3. Allocation of tasks and resources for the planned activities, 
assignment of personal responsibility for the goal 
achievement of each task and definition of a procedure that 
measure and relate results to goals.  

4. Planning and registration of the result of the care activities.  
5. Registration of undertaken care activities in such a way that 

goal fulfillment can be assessed.  
6. Conducting follow up and evaluation of the care process 

from the individual’s point of view. 
The tools were built in close collaboration with health and 
social care staff and implemented in a common test-bed where 
they were tried out together with new ICT techniques, i.e. 
stationary as well as mobile and handheld devices. The test-bed 
was set up to facilitate learning while developing collaborative 
care as a virtual enterprise, including the ways of utilizing IT.  

Conclusion 

In this paper we have discussed the increasing number of 
patients treated in their homes by many care givers and the 
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complex demands this new situation places on communication 
and collaboration among health care and home service staff. We 
have further pointed to the need for communication and 
collaboration on different organizational levels. In particular we 
have highlighted the need for managers in separate 
organizations to agree on ways to communicate and collaborate 
on operational levels, and how the need for collaboration and 
coordination must be considered during procurement of home 
care services. Most importantly we have, by reasoning from a 
set of issues, suggested solutions for how to deal with these 
demands. The suggested solutions are a mix of organizational 
and administrative measures, and development of e-services for 
communication and coordination. 

Finally, we would once again like to stress the need for a new 
collaborative care model for health and social care with the 
patient’s interest in focus and IT-tools as an aid. This model 
requires managerial awareness and the development of clear 
goals, against which results focusing on patient needs can be 
assessed and followed up across organizations. Even so, the 
challenge of implementing these ideas and changing the 
involved organizations, processes, routines and key actors will 
have to be furthered addressed. 
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