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Abstract

Background Multimorbidity is increasingly acknowledged as a significant health concern, particularly among older
individuals. It is associated with a decline in quality of life and psychosocial well-being as well as an increased risk of
being referred to multiple healthcare providers, including more frequent admissions to emergency departments.
Person-centered care interventions tailored to individuals with multimorbidity have shown promising results in
improving patient outcomes. Research is needed to explore how work practices within integrated care models are
experienced from Registered Nurse Case Managers' (RNCMs) perspective to identify areas of improvement. Therefore,
the aim of this study was to describe RNCMs' work experience with a person-centered collaborative healthcare model
(PCCHCM).

Methods This study used an inductive design. The data were collected through individual interviews with 11 RNCMs
and analyzed using qualitative content analysis.

Results Data analysis resulted in four generic categories:‘Being a detective, '‘Being a mediator,'Being a partner, and
'Being a facilitator of development’which formed the basis of the main category ‘Tailoring healthcare, and social
services to safeguard the patient’s best/ The findings showed that RNCMs strive to investigate, identify, and assess
older persons'needs for coordinated care. They worked closely with patients and their relatives to engage them

in informed decision-making and to implement those decisions in a personalized agreement that served as the
foundation for the care and social services provided. Additionally, the RNCMs acted as facilitators of the development
of the PCCHCM, improving collaboration with other healthcare professionals and enhancing the possibility of
securing the best care for the patient.

Conclusions The results of this study demonstrated that RNCMs tailor healthcare and social services to provide
care in various situations, adhering to person-centered care principles and continuity of care. The findings underline
the importance of implementing integrated care models that consider the unique characteristics of each care
context and adapt different case managers'roles based on the patient’s individual needs as well as on the specific
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needs of the local setting. More research is needed from the patients’and their relatives’ perspectives to deepen the
understanding of the PCCHCM concerning its ability to provide involvement, security, and coordination of care.

Keywords Case management, Experiences, Integrated care, Multimorbidity, Registered nurse case manager, Person-

centered care, Qualitative research

Background

Globally, people are expected to live longer in the coming
decades [1], and by 2030, one in six people will be aged
60 years or older. This age group is expected to double by
2050, reaching approximately 2.1 billion. In Sweden, the
proportion of people aged 65 years and older is projected
to increase to 23.5% by 2050 [2]. Individuals aged>70
years are increasingly in need of medical attention, with
major health changes frequently occurring after the ages
of 80-85 years [3]. Multimorbidity, defined as the coex-
istence of two or more chronic conditions, correlates
with age. It affects 65% of people aged 65—84 and 82% of
those aged 85 years and over [4 p. 3]. It is well known that
people with multimorbidity have various chronic condi-
tions, such as musculoskeletal disorders, mental health
problems, and cardiovascular and metabolic diseases [4,
5]. Multimorbidity is linked to increased healthcare utili-
zation, including more frequent admissions to emergency
departments, longer hospital stays, functional decline,
polypharmacy, poorer quality of life, decreased psycho-
social well-being [4, 6], increased risk of being referred to
other healthcare providers [7], and an increased financial
burden on healthcare systems [4, 8].

Despite the high prevalence of multimorbidity in
healthcare settings, clinical guidelines for the treatment
and organization of healthcare often focus on single
chronic conditions, and rarely on multiple conditions [5,
7]. There is often inadequate communication between
healthcare providers regarding patients’ diverse needs,
which adversely affects patients who have multimorbid-
ity [6], which can result in these patients being left out of
important clinical decisions [5]. Self-management ability
is important for this vulnerable group and is affected by
factors such as how the illness is perceived by the indi-
vidual, their level of motivation, the strength and avail-
ability of their social networks, and the support options
available to them [9]. Thus, it is important that care
interventions for older persons with multimorbidity are
person-centered.

Studies by Poitras et al. [10] and Segaards et al. [11]
indicated that person-centered care (PCC) interven-
tions for individuals with multimorbidity could enhance
patient outcomes. PCC emphasizes ethical, person-
focused relationships, moving beyond viewing patients
as a “passive target of a medical intervention” to involve
the patients as an active and capable partner in the deci-
sion-making process of their own care [12 p.249, 13 p.1].
According to Ekman [13] ethics serve as the foundation

for structuring person-centered care and this ethical per-
spective emphasize the importance of understanding the
person behind the illness and actively involve them in
their care. A central aspect is to establish a partnership
between the patient and the healthcare professional, that
builds on the patients’ personal narratives about their ill-
ness and its significant impact on their live. Establishing
and working the partnership empowers and motivates
patients to actively engage to their problems. From a
registered nurse (RNs) perspective, person-centeredness
involves establishing a genuine patient-nurse relation-
ship, in which the person is the core of attention and
employs a holistic perspective as a starting point in care
[14]. Several stakeholders, such as the WHO [15], patient
organizations [16], and healthcare professional organiza-
tions [17], have promoted the implementation of PCC in
clinical practice.

Skou et al. [4] emphasized the importance of better
integration of primary and secondary healthcare services
and improved communication between care providers
when providing care to patients with multimorbidity. A
systematic review [18] showed that nurse-led interven-
tions for patients with chronic conditions were asso-
ciated with reduced hospital readmissions, decreased
admissions to emergency departments and hospitaliza-
tions, improved continuity of care, and high levels of
patient satisfaction. Furthermore, the care provided by
an interprofessional team can help patients with multi-
morbidity address their complex needs [19]. In Sweden,
regional and municipal autonomy have led to diverse
care models nationally. Recently, the Swedish Asso-
ciation of Local Authorities and Regions [20] reported
a nationwide shift toward PCC. Simultaneously, there is
an increasing demand for collaborative care models that
provide PCC [21]. Current work methods and structures
are not designed to handle future demographic changes
or the increasing need for healthcare among older per-
sons with multimorbidity. In response, a person-cen-
tered collaborative healthcare model (PCCHCM) was
developed to integrate healthcare for older persons with
multimorbidity, thereby enhancing the quality of care.
Further research is needed to explore how work practices
within these integrated care models are experienced and
to identify areas of improvement. Therefore, the aim of
this study was to describe RNCMs’ work experience with
a PCCHCM.
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Methods

Design

This study employed a qualitative inductive design [22].
Semistructured interviews were used to collect the data,
and inductive qualitative content analysis was con-
ducted, as described by Elo and Kyngis [23]. The study
was conducted according to the Consolidated Criteria for
Reporting Qualitative Research checklist [24].

Setting

The Swedish healthcare system is primarily financed
by tax revenue and consists mainly of publicly owned
healthcare facilities, with only a limited portion privately
owned [25]. The inhabitants can choose their primary
healthcare provider. The healthcare system is decentral-
ized and consists of 21 autonomous regions and 290
municipalities that provide healthcare regulated by the
Health and Medical Services Act (2017:30) [26]. Pri-
mary Healthcare Centers (PHCs) are the foundation of
Sweden’s healthcare system, offering care at the primary
level, including medical treatment, prevention, nursing,
and rehabilitation. Secondary healthcare, primarily hos-
pital based, provides both inpatient and outpatient ser-
vices. According to the Social Services Act (1980:620)
[27] Swedish municipalities are mandated to provide care
and housing for elderly people and disabled people. How-
ever, the coexistence of the Health and Medical Services
Act (2017:30) [26], and the Social Services Act (1980:620)
[27] risk leading to care fragmentation and difficulties
accessing needed care, especially for those with multi-
morbidity who received care from multiple providers.
Home healthcare services are also provided for older per-
sons, ranging from basic to extensive services, and medi-
cal, rehabilitative, and nursing care, available either at
their own homes or at specialized facilities, such as nurs-
ing or dementia care homes.

This study was conducted within a region with approxi-
mately 160,000 inhabitants, located in a sparsely popu-
lated area in southeast Sweden. This region includes five
municipalities, one hospital located in two different cit-
ies, 18 PHCs providing healthcare services at the primary
level to inhabitants, and 14 ambulances available in the
region during day-evening time, of which seven were
available around the clock. There are five home health-
care physicians available on call, one per municipality,
working on behalf of PHCs and making emergency home
visits to patient homes in all five municipalities. The
PCCHCM was implemented in this region in June 2021
and has been continuously developed since then.

The PCCHCM

The regional model, the PCCHCM, is based on coop-
eration and coordination between the regional health-
care authority (i.e., primary care, inpatient care, and
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prehospital care) and the municipal healthcare authority
(i.e., social services and home care services). The goal is
for the patient and their relatives to be involved, to expe-
rience increased security, and for the care provided to
be coordinated, person-centered, and given at the right
level of care. The coordination process, together with
the advanced medical care plan, forms the basis of the
model, along with the coordination functions that exist
in both regional and municipal healthcare authorities.
The coordination process should strengthen the proac-
tive approach and early identification of older adults with
multimorbidity and those at risk of developing frailty.

The coordination function is managed by Registered
Nurses (RNs), who serve as case managers responsible
for planning cohesive, seamless, and timely care in accor-
dance with the patient’s needs. The coordination process
involves identifying patients, assessing, and evaluating
their needs, planning care and treatment, initiating and
communicating interventions, and conducting follow-up.
The PCCHCM also includes the possibility of initiating
an advanced individual medical care plan for those iden-
tified as having multimorbidity. The plan is a structured
documentation of the patient’s medical, nursing, and
social status, including a detailed plan for patient care.
The plan aims to guide healthcare professionals from
both regional and municipal healthcare authorities in
decision making regarding patient care when, for exam-
ple, a deterioration in a person’s health condition occurs.
Working in the PCCHCM also included evaluating and
developing the model itself with involved healthcare
professionals.

Recruitment and participants

A purposive sampling strategy [22] was used to obtain
a heterogeneous sample of participants recruited from
both regional and municipal healthcare authorities, with
variations in clinical experience and experience work-
ing with PCCHCM. Verbal information about this study
was provided at several meetings with the RNCMs. If the
RNCMs were interested in participating in the study, they
were asked to contact the authors who provided detailed
written and verbal information about the study and then
booked time for the interview. A total of 22 participants
were invited, 3 declined to participate (no reason was
requested), and 8 did not contact the authors. The final
sample consisted of 11 RNCMs (see Table 1).

Data collection

The participants were offered the opportunity to choose
between individual face-to-face interviews or video
interviews via Microsoft Teams [28], as data collection
took place during the post COVID-19 pandemic period
(March — December 2023). All participants opted for
individual video interviews, which were recorded on a
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Table 1 Characteristics of the participants (n=11)

Age (years)

Mean 43
Median 48
Range 29-64
Sex (n)

Female 10
Male 1
Professional education (n)
RN'
Diploma degree
Bachelor degree
Master degree

Professional degree (n)
Academic degree (n)

~N N B O —

Specialist education (n)

Clinical experience as RN‘(years)
Mean 15
Median 15

Range 2-22

Experience working within
PCCHCM?(months)

Mean 15
Median 12

Range 3-28

Employment (n)
Municipal healthcare authority 6
Regional healthcare authority 5
" Registered Nurse

2 person-centered collaborative healthcare model

dictaphone, transcribed verbatim, and checked for accu-
racy by two authors (MH and VU). The interview began
with an overarching question: I am interested in your
experiences working as an RNCM within the PCCHCM.
Can you please tell me about your daily work. An inter-
view guide containing open and probing questions was
employed when needed if the informants’ answers to
the overarching question did not cover the area of inter-
est (see Appendix 1). A pilot interview was conducted
to evaluate the validity of the overarching question and
interview guide. As no amendments were necessary,
this interview was included in this study. The interviews
lasted 27 to 43 min (mean 36 min) and were pseudony-
mized to maintain the confidentiality of the participants.
Each interview was assigned a number (1-11).

Data analysis

The data were analyzed in accordance with Elo and Kyn-
gés’s [23] qualitative inductive content analysis method
and started after all interviews were conducted. Quali-
tative content analysis is a research method using a sys-
tematic approach and is suitable to analyze interview
texts with the aim to achieve a condensed and broad
description of the phenomenon, resulting in categories
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describing the phenomenon. An inductive approach
was chosen because of the limited prior knowledge of
the phenomenon under investigation. Initially, multiple
open-minded readings of the interview texts were con-
ducted to become immersed in the data and to gain an
overall understanding of the content. Second, the inter-
view texts were transformed into codes by taking notes
and creating headings at the margins of the interviews.
Two authors (MH and EKA) independently performed
this step. In the third step, the codes were organized into
a coding sheet and grouped together based on similari-
ties and differences, with a focus on the aim of the study.
Two authors (MH and EKA) initially performed this step,
and then discussed the codes and compiled them into a
coding sheet. The fourth step involved interpreting simi-
larities and differences to achieve further abstraction,
resulting in four generic categories, including subcat-
egories. Finally, the generic categories were grouped and
reduced to the main category to represent the abstracted
results. The first and last authors (MH and EKA) per-
formed this analysis, while the other authors (AA and
VU) validated it by reading the transcripts and actively
participating in the discussions of the interpretation until
consensus was reached. The original quotations from all
participants were presented to illustrate the findings and
the participants’ personal experience [29].

Results

The RNCMs’ experience of their work in accordance
with a PCCHCM were concluded in the main category,
‘Tailoring healthcare and social services to safeguard
the patient’s best! The results indicate that the RNCMs
strive to investigate, identify, and assess older persons’
needs for the coordination of care. Their endeavors
involved receiving, prioritizing, and transmitting infor-
mation and knowledge about patients’ needs and care
plans to involved healthcare professionals. The RNCMs
worked in partnership with both patients and their rela-
tives to engage the patient in making informed decisions
and implementing those decisions into a tailored agree-
ment that became the foundation of the care and social
services that the patient received. In their work, RNCMs
acted as facilitators of the development of the PCCHCM,
resulting in improving/enhancing collaboration with
other healthcare professionals, thereby ensuring better
possibilities for securing the patient’s best. In the subse-
quent results (see Table 2), the subcategories are interwo-
ven in the description of the four generic categories.

Being a detective

The RNCMs experienced that their work involved detec-
tive activities in the sense of investigating, identifying,
and assessing older persons with multimorbidity in need
of coordination of care. The identification of patients
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Table 2 Overview of the findings; main category, generic categories, and subcategories

Main category:

Tailoring healthcare and social services for the patient’s best

Generic categories: Being a detective

Being a mediator

Being a partner Being a facilitator of

development

Subcategories: |dentifying patients at risk

Assessing patient’s needs

Shifting focus depending
on context

Receiving, prioritizing, and
transmitting information

Mediating in a complex
health system

Working in partnership
with patients and relatives

Developing in
collaboration

Being representative of the Performing regular work
patient and evolving the PC-
CHCM' simultaneously

Making the PCCHCM'
visible

Promoting continuity and
security

" Person-centered collaborative healthcare model

who needed coordination of care could occur when
other colleagues came up with inquiries both verbally
and in writing. This could occur in collaboration with
interprofessional teams or through patients or relatives
contacting the RNCM themselves and asking for help.
In inpatient care, RNs use screening with the Geriatric
Rating Scale as a basis for further assessment of needed
interventions. This screening can be performed by the
RNCM in the geriatric department or by other health-
care professionals, for example, in ambulance services
or emergency departments, who would then refer the
patient to the RNCM. The primary goal of this detec-
tive work was to identify patients with multimorbidity
in need of coordination of care. After the patients were
identified, the RNCM assessed the interventions required
by the patients. This could range from simple interven-
tions, such as arranging a wheelchair, to more complex
interventions, such as initiating collaboration with sev-
eral stakeholders to plan how care and support at home
can be offered to the patient.

“‘My daily work largely involves identifying these
patients..., and I do that in collaboration with the
healthcare professionals in the emergency depart-
ment who screen. The ambulance also assists. Then,
depending on the score that the patient receives on
this screening tool, I reviewed the medical records
to determine what kind of patient it is and what
needs exist. Are there any gaps, could the care be
better coordinated here... sometimes I bring up these
patients for discussion, we have coordination meet-
ings twice a week.” [Participant 8].

Being a detective was described as having an explor-
atory role in which the patient’s need for interventions
was identified and assessed, and care was planned to
achieve coordinated healthcare and social services. To be
able to carry out interventions for the patients best, this
usually happened in collaboration with various health-
care professionals from both regional and municipal
healthcare authorities who were part of the PCCHCM

(primary care, inpatient care, prehospital care, and home
care). Common collaboration partners in RNCMs work
included physicians, home health care physicians, RNs,
physiotherapists, social workers, other RNCMs, occupa-
tional therapists, and others working within rehabilita-
tion. Collaboration also occurred with the municipality’s
social teams.

“You do this detective work together, then we go
through the background again, we check the patient’s
history, we look at the patient’s issues, what is caus-
ing them to be repeatedly admitted to the hospital,
then you make a plan on what can be done moving
forward, and how to keep this patient at home, and
provide care at home without needing to send them
to the hospital”” [Participant 1].

The focus of detective work could shift depending on what
healthcare authorities the RNCM worked in. For example,
in inpatient care, the role, to a greater degree, involved
the identification and assessment of patients’ needs right
now, while the RNCM also planned for the patient’s con-
tinued care at home, involving both primary care and/
or home healthcare. In home healthcare, detective work,
to a greater extent, was followed by planned interven-
tions, ongoing assessments, and adapting interventions
to patients’ changing needs. In primary care, detective
work also involved identifying patients who were previ-
ously unknown to healthcare, and continuously assessing
patients with multimorbidity whose care had already been
coordinated. In all settings, the detective work involved
identifying patients with acute conditions, for whom an
assessment needed to be made on short notice.

“I receive messages from the hospital, from geriat-
rics, that this patient has been to the emergency
department, this one needs help, they are admitted,
they probably need a bit more help, we discuss what
we can do, discuss with physicians, perform rounds
with physicians and schedule them for visits” [Par-
ticipant 7].
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Being a mediator

RNCMs experienced that their work involved the respon-
sibility of being mediators of information and knowledge
about patients’ needs and care to other healthcare pro-
fessionals. They compared their work to that of being the
“spider in the web” [Participant 11]. Being a mediator
involved receiving and transmitting information, as well
as prioritizing information in relation to patients’ needs
for healthcare and social services. This meant involving
other healthcare professionals, such as the home health-
care team to access this information. Common ways to
convey information include written messages via digital
platforms in the form of questions, reports, feedback,
telephone contact, and various types of meetings with
physicians and other healthcare professionals. In some
care facilities, there is a special phone number to call the
RNCM to facilitate collaborative efforts for the patient.
RNCMs could also be contacted by the patient or their
relatives and needed to mediate their information to the
responsible healthcare professional or act on the given
information themselves. In addition, being a mediator
included documenting the patient’s individual care plan
for continued care and distributing copies to both the
patient and all those involved in the patient’s care.

“We work very closely with the home healthcare in (a
name of a municipality), but I must say I think we have
truly great collaboration. Many independent messages on
digital platforms come from home healthcare; they range
from physicians’ assessments, home visits, sampling, and
medication renewals, so we are constantly sitting like a
spider in this web.” [Participant 3].

Being a mediator also involved listening to the patient’s
social needs and contributing to the patient’s social
activities; for example, by mediating information to the
patient about other services, such as the municipality’s
day centers, libraries, or the church’s social activities.
The RNCMs experienced that the contact pathways they
had developed with other professionals worked well. As
the PCCHCM evolved over time, the RNCMs became
more familiar with each other’s work responsibilities,
facilitating the mediation of patient information. How-
ever, mediator responsibility was hindered by the dif-
ferent medical records systems used by the healthcare
authorities involved in patient care. This challenge was
further compounded by the fact that RNCMs were also
employed by different healthcare authorities, which
sometimes complicated coordination and communica-
tion processes. The RNCMs worked under different legal
frameworks, posing challenges in mediating and investi-
gating the information that is important for patient care.
One example is medication prescriptions that are diffi-
cult to review.

“We work in different medical records systems, so that
is actually the biggest obstacle for collaboration... we
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have patients who go to the PHC themselves, we do not
get any updates on medication adjustments, for example.
If we do not get that information, the patient continues
with the same prescriptions as before, so the medical
records system is a big, it is an obstacle” [Participant 2].

Being a partner

RNCMs experienced that they strived to work in part-
nership with patients and their relatives. This included
listening to and assessing the patient’s needs for health-
care and social services, as well as addressing their expec-
tations and wishes. Being a partner involved providing
information, engaging the patient in making informed
decisions, and then implementing those decisions into
a tailored agreement that became the foundation of the
care the patient received. The RNCMs described that the
partnership also involved the follow-up of the patient
after they had been hospitalized, monitoring changes in
medication prescriptions, conducting follow-up conver-
sations in the patients’ homes, and, when necessary, mak-
ing risk assessments. In the follow-up conversations, the
RNCMs responded to questions from both patients and
their relatives and guided them in the healthcare system,
for example, regarding self-care. The partnership also
entailed performing various assessments of the patient’s
health status, both independently and on behalf of other
healthcare professionals, and, based on this, planning,
implementing, and evaluating different nursing inter-
ventions for the patient. This meant scheduling a visit to
the geriatric nursing clinic as a follow-up after hospital-
ization or performing planned or urgent care interven-
tions at the patient’s home. RNCMs expressed a desire to
work closely with patients, which could involve making
more comprehensive interventions in patients’ homes
or working across departments within inpatient care to
better meet the needs of older patients who require care
coordination.

“I usually schedule telephone calls with them when
they come home. And have follow-up conversations, and
then it often emerges a lot when they come home. And
they have questions, and some do not even know what
happened in the hospital ... It is this around-the-job work
that I arrange. This collaboration with home healthcare, I
arrange medication dispenser for them and self-care cer-
tificates and... and that is my daily work with coordina-
tion” [Participant 5].

The RNCMs described that in the partnership, rela-
tives played an important role in their extensive knowl-
edge of the patient’s situation and needs, but it was also
noted that their knowledge was not always sufficiently
utilized by healthcare professionals. At the same time,
the RNCMs expressed that some relatives’ interests were
not always aligned with the patients’ wishes. For example,
the patient might have wished to be cared for at home,
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but relatives preferred special accommodations. In such
situations, RNCMs always represent the patient’s best
interests.

The RNCMs described that the patient’s participation
in the partnership was an important starting point, which
included a person-centered approach in which they saw
themselves as representatives of the patient. This meant
supporting patients’ ability to take responsibility for their
own care and supporting them in expressing themselves
in what was most important to them. Being a represen-
tative of the patient also meant showing compassion
for the patient, seeking feedback, and representing the
patient’s best interests with various healthcare contacts.
It also involved seeking alternative solutions and consult-
ing with other healthcare professionals with the patient’s
consent. To represent the patients’ best interests, the
RNCMs needed to build a trust-filled relationship where
the patients felt secure in expressing their wishes and
trusted that they did not need to go to the emergency
department to meet their care needs.

“Therefore, I try to get feedback from them on what we
have discussed. Both that it is understood and that it is
okay from their side as well. And during the conversation,
you have to listen to what they want... there might be a
patient who has a catheter who really does not want it...
what possibilities there are to solve it in another way. Lis-
ten to the patient, be responsive, and try to see alterna-
tives that might be better for them. Then, you might have
to raise it with your physician. They might not be on that
track but need to think a step further” [Participant 6].

RNCMs had previous experiences with healthcare
contacts with older patients, such as working in a geri-
atric nursing clinic or being responsible for the patient’s
coordinated individual care plan. This previous work
experience and relationships with the patients promoted
continuity of care, as the patient had their RNCM to turn
to, which in turn created continuity and safety in care. In
their role as an RNCM, they identified patients whose
medical needs required a coordinated advanced medical
healthcare plan for their ongoing healthcare. They would
then call for an interdisciplinary care meeting in which
both the patients and their relatives participated.

“Advanced medical healthcare plan it is actually the
very work tool that we have developed, where we have
been able to see that yes, these care plans and coordi-
nated individual care plans that are held, they are really
important and good in every way but often there is
maybe quite a lot of focus on Social Services Act inter-
ventions and on rehabilitation interventions, while the
purely medical, I mean medical action plans and so
on, get somewhat lost and thus we have developed this
advanced medical healthcare plan, which is a tool to get
a bit more of a holistic approach to the patient” [Partici-
pant 10].
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Being a facilitator of development

The RNCMs experienced that their daily work also
involved being facilitator of the development of the
PCCHCM. This meant developing in collaboration, both
within their own and with other professionals within the
healthcare authorities involved in the PCCHCM, result-
ing in better possibilities of securing the patient’s best.
Facilitation involved active participation in working
groups with other RNCMs, operational managers, heads
of care units, local authority senior medicine advisors,
and the project leader, with the purpose of further devel-
oping the PCCHCM. The forms of the working groups
varied, and digital meetings were considered beneficial
for participation, as the participants were spread across
different departments within both regional and munici-
pal healthcare authorities. Physical meetings were seen
as advantageous for getting to know each other and for
facilitating collaboration in daily work. During these
meetings, experiences were exchanged to improve work-
ing methods, processes, and routines. The interprofes-
sional competencies of the RNCMs were developed as
participants came from different healthcare authorities,
which brought more perspective to the development of
the PCCHCM. The RNCMs stated that from their collab-
orative work, they developed a structure in the form of
routines, process descriptions, and direct contact routes.
This structure facilitated the coordination of patient care
and ensured that patients were cared for at the appropri-
ate level.

“It (collaboration) has become much better, we col-
laborate with the municipality teams, both with the home
visit team, safe discharge (intensive home care interven-
tion), and the home healthcare team ... we have rounds
so the home healthcare team comes here, it’s a learning
opportunity both for them and for us. The cooperation
with the municipality teams is very good.... We call each
other every week, me and the RNCM in the municipality,
and check what kind of patients we have and how they
are doing” [Participant 9].

The RNCMs described a desire to work more in teams
with physicians to develop the PCCHCM. The lack of
permanently employed physicians hindered this desire
to collaborate and develop together. Instead, the RNCMs
felt that they had to spend time supporting “hired physi-
cians” who lacked knowledge about the local care context
and patient familiarity. They expressed that physicians
needed to be involved early in the process to make bal-
anced decisions regarding the coordination of the
patient’s healthcare and social services, as otherwise, they
needed to make all decisions alone. Team collaboration
has also been described as important for the sustainable
use of resources. Furthermore, the RNCMs expressed a
desire to systematically work with acute home visits per-
formed within 24 h for patients with multimorbidity who
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had deteriorated to adjust their care plans in accordance
with their actual needs. However, the shortage of physi-
cians has made this difficult.

“I think a bit about working as an RNCM, especially at
my PHC, it has been very difficult due to the shortage of
physicians. This is an important aspect because elderly
people with multimorbidity who primarily seek care,
are shuffled by different physicians. Therefore, there is
no continuity. However, they have no security. Thus far,
there are only two permanent physicians”” [Participant 5].

Being a facilitator of development included evolv-
ing the PCCHCM and RNCMs’ roles while simultane-
ously performing regular work as RNs and RNCMs.
The boundary between these commitments was often
described as unclear, both for RNCMs and for the health-
care professionals around them. The understanding of
the responsibility of RNCMs could be influenced by
managers’ knowledge of the PCCHCM, which healthcare
authority the RNCMs worked in, and a lack of knowl-
edge about each other’s different areas of responsibility.
Working as an RNCM was complicated by high health-
care professional turnover and a lack of geriatric compe-
tence. The RNCMs stated that their work had to be done
within the existing time, which meant an increased work-
load that complicated participation in developing the
RNCM’s role and providing care in accordance with the
PCCHCM. The importance of allocating extra resources
was highlighted; otherwise, collaboration according to
the PCCHCM was at risk of not being prioritized. At
the same time, the RNCMs described the significance of
maintaining a positive outlook, exercising patience dur-
ing the introductory phase, and being aware that devel-
opment would take time.

The RNCMs described that the major development
work ahead focused on making the PCCHCM more
known to healthcare professionals in all involved orga-
nizations, as well as to patients and their relatives. If
the PCCHCM is not sufficiently known, there is a risk
that older persons with multimorbidity will not receive
the coordination of care they need. There is a need for
healthcare professionals to work together to develop
a clear plan for communicating patient care with each
other. This was considered urgent, as different traditions
were experienced, where healthcare and social services
had different focus areas, and this entailed a risk of mis-
understandings in communication regarding patients in
need of care coordination. The RNCMs described the
need for a clear, simple pathway for patients who require
coordination of care. Furthermore, the importance of
preventive work has been emphasized. For example,
in the form of expanding screening to identify addi-
tional at-risk patients in PHCs, which inpatient care to
some extent has already been performed, or to develop
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a working method to plan for interventions at an early
stage if the patient’s condition had deteriorated.

“We are invisible, people do not know we exist; not
even the healthcare professionals in the ward know about
us. Nor do those who might need help always know that
we exist. It could be that healthcare professionals from
regional healthcare authorities do not know how they
should proceed for us to be involved. What is the proce-
dure? Is it a referral procedure?” Is it enough to simply
call. Or what to do to get us involved” [Participant 4].

Discussion

The main result of this study is presented in the main
category: Tailoring healthcare and social services to
safeguard the patient’s best, showing RNCMs’ sense
of responsibility to purposefully contribute to the
well-being of the patient. The findings highlight the
importance of working in partnership and establishing
trust-filled relationships with the patients. For RNCMs,
this approach was required to safeguard the patient’s best
interests, as the partnership facilitated their endeavor to
identify, assess, and plan care interventions tailored to
the patient’s individual needs. Similar findings have been
reported from nurse case managers’ perspectives [30] and
from patients’ perspectives [31], describing case manag-
ers serving as their advocates, standing on their side, and
representing them in their various struggles with health
and social care representatives. Our main result aligns
with identified core components [32-33] when imple-
menting PCC for older persons with multi-morbidity, e.g.
knowing the older patient as a person, building trusting
relationships, empowering the individual, and co-creat-
ing a tailored personal health plan. This indicates that the
RNMCs worked in accordance with PCC principles to
address the older person’s needs. In Sweden, there is an
on-going national development towards providing acces-
sible and integrated health and social care based on PCC,
such as the PCCHCM. No research or evaluation related
to PCCHCM has been previously published.

The results showed that the RNCMs strived to work
in partnership with both patients and their relatives to
create a tailored agreement based on shared decision-
making, serving as the foundation of the care the patient
received. Shared decision-making is one of the care pro-
cesses in the person-centered practice emphasizing the
therapeutic relationship’s role in recognizing patients’
beliefs and values during the decision-making process
[34]. These findings align with Whitehead et al. [35], who,
in a systematic review of qualitative studies, concluded
that nursing care for persons with multimorbidity should
integrate holistic assessment and PCC principles within
an inter-professional and collaborative team framework.
Research [36] has shown that RNs are healthcare profes-
sionals who are well-qualified to work with persons with



Hjelm et al. BMC Health Services Research (2024) 24:1108

multimorbidity, especially when care is based on PCC
interventions that align with the needs of patients. How-
ever, the results showed that work of RNCMs was chal-
lenged by high healthcare professional turnover, a lack of
geriatric competence, and the dual roles of working as an
RN and an RNCM at the same time, which risk depriori-
tizing the work responsibilities of RNCMs.

From a nurse’s perspective [35], it has been shown that
sufficient time is necessary to build an understanding of
the patient’s condition, experience, and needs and to gain
the patient’s trust in developing a therapeutic relation-
ship necessary for care. Westlake et al. [37] concluded
that the health professional’s role in supporting care
partnerships and their knowledge of PCC is central to
its practice. They advocated for increased education and
training efforts in PCC to improve patient participation
in healthcare. The results also showed that the partner-
ship involved following the patients after they had been
hospitalized, monitoring changes in their medication
prescriptions, conducting follow-up conversations in the
patients’ homes, and, when necessary, making risk assess-
ments. Research from Sweden [38] reported that follow-
up visits of patients after hospitalization performed by an
RN allow monitoring of the patient’s health, which can
lower the risk of deterioration and make the patient feel
safer. Partnerships also involved creating trusting rela-
tionships between RNCMs and patients so that patients
could feel safe expressing their care needs instead of
going to the emergency department. Facchinetti et al.
[39] reported that continuity of care interventions could
prevent short-term hospital readmission in this patient
group. Relationships are important for the development
of partnerships. In a study by Scheffelaar et al. [40], the
focus of care providers on individual patients was consid-
ered a core determinant of a good relationship. Thus, rec-
ognizing and understanding a patient’s individual needs
and priorities are crucial for providing appropriate care
interventions. To foster trusting relationships, continuity
of care is a key and fundamental aspect of the quality of
care [41]. Guthrie et al. [41 p.548] described relationship
continuity as “Built on accumulated knowledge of patient
preferences and circumstances that is rarely recorded in
formal records and interpersonal trust based on expe-
rience of past care and positive expectations of future
competence and care” For RNCMs, this relationship con-
tinuity was important for representing the patient’s best
interests in care situations.

The findings highlight that RNCMs need to adopt dif-
ferent roles to carry out their tasks in accordance with
the PCCHCM. These roles were practiced in differ-
ent ways depending on the organization in which they
worked. Integrated and collaborative care models often
introduce new forms of collaboration that can affect pro-
fessional roles and responsibilities. A study by Gustafsson
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et al. [42] revealed that case managers experienced frus-
tration due to unclear boundaries in their responsibili-
ties, which impacted their work efficiency. According to
SELFIE [43], a framework for integrated care for persons
with multi-morbidity, it is important that the health care
professionals, have clearly defined roles in how care is
designed and coordinated. Having an assigned coordina-
tor is considered particularly important, which also was
included as a part of the RNMCs work activities. Accord-
ing to Joo and Huber [44], a mutual understanding of
case management interventions is an important facilita-
tor of its implementation. A common barrier described
by both case managers and professional stakeholders
is the lack of clarity regarding their roles. Complex care
interventions, such as the PCCHCM, are in accordance
with Torrey et al. [45] in need of clearly understood aims
and roles; however, since such interventions are complex
processes, it could be difficult to fully grasp the interven-
tion. The SELFIE framework [43] underscores the impor-
tance of continuous professional education for RNCMs
in integrated care for persons with multimorbidity. This
education should encompass both soft skills, such as
communication and teamwork, as well as managerial
skills like case management. Additionally, supporting the
development of new professional roles to address emerg-
ing demands is important.

One aspect of the PCCHCM, not commonly included
in PCC interventions [11, 32], was the involvement of
RNCMs in the development of the model itself, together
with other healthcare professionals and managers. The
findings presented in the sub-category ‘Being a facilita-
tor of development’ highlight the importance of struc-
tured collaboration forums, such as working groups, for
advancing the development of care pathways for practic-
ing PCC. These collaborative efforts can also help iden-
tify and address the specific needs of the local context.
Furthermore, the results indicated that RNCMs’ work
responsibilities were understood differently by managers,
depending on their knowledge of PCCHCM and a lack of
knowledge about each other’s different areas of respon-
sibility. Kirst et al. [46] conclude that integrated and col-
laborative care models must invest sufficient effort into
building the necessary infrastructure to support trusting
multidisciplinary team relationships, provider under-
standing of and commitment to the model.

Thus, introducing the PCCHCM, which is a com-
plex care model involving both municipal and regional
authorities, requires good planning for both joint work
tasks and individual work that must occur within each
organization. Martin et al. [47] concluded that open com-
munication between case managers and leadership, and
an improvement-focused culture, appear to be important
elements of implementation success. Thus, a continuous
evaluation system involving professional stakeholders
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and RNCMs could be used to achieve a shared under-
standing of the intervention, especially as the PCCHCM
progresses over time. Wu [48] concluded that healthcare
service delivery models must address the specific char-
acteristics of different countries. According to Threaple-
ton et al. [49], changes in integrated care interventions
are more likely to succeed when local settings are well
incorporated.

Methodological considerations

In studies with qualitative designs, trustworthiness can
be assessed by employing the concepts of credibility, con-
firmability, dependability, and transferability [50]. The
study followed the guidelines outlined in the Consoli-
dated Criteria for Reporting Qualitative Research [24].
The sampling strategy aimed to capture variation, result-
ing in a varied sample that included participants from
both regional and municipal healthcare authorities with
different ages, education levels, and lengths of experience
working with PCCHCM. However, it is important to note
that the participants were working within the PCCHCM
in the same region, risking that their experiences might
be colored by the organization’s structure and the culture
of a specific region. The sample size of 11 RNCMs was
small; however, the interviews revealed depth and rich-
ness in content contributing to the wide variation in the
experiences of RNCMs necessary for the data analysis.
One contributing factor to the sample size was the par-
ticipants’ difficulty in participating due to their demand-
ing work situation and staff shortage. This study included
only one male RNCM, which could be considered a
limitation. However, it is important to note that dur-
ing the study period, almost all RNCMs working in the
PCCHCM were female, which is common in the nursing
profession. In Sweden, approximately 12% of all RNs are
male.

The interviews were analyzed through ongoing collab-
oration and continuous discussions among the research
team. This involved collaboration between the first and
last authors within all steps of the analytical process, fol-
lowed by the second and third authors reading all the
data and having an ongoing discussion until consensus
was reached, and four generic categories and the main
category were formed. Two of the authors have clinical
experience as RNs from inpatient care and home health-
care, and the third and fourth authors have experience
working as research and development strategist/assistant
with subject areas involving health and social care for
older persons with multimorbidity. This preunderstand-
ing can impact the interpretation of the data. However,
efforts have been made to minimize such impacts by
regularly moving back and forth between the interview
data and the formed categories and maintaining a reflec-
tive and self-aware stance during the analytical process.
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Throughout the data analysis, critical reflections and
regular discussions about the interpretations were con-
ducted to ensure their trustworthiness. To ensure the
confirmability of the results, quotations from all par-
ticipants were provided to illustrate the findings and the
participants’ personal experience. The results were pre-
sented in everyday language to remain close to the par-
ticipants’ experiences. Efforts have been made to provide
transparent descriptions of the study context, the par-
ticipants’ characteristics, and the collection and analysis
processes, giving the reader an opportunity to follow the
different steps in the research process and facilitating
reader assessment of transferable findings.

Conclusions

The findings of this study provide insights into the
RNCMs’ work experiences with a PCCHCM. These
findings illustrate that RNCMs tailored healthcare and
social services to safeguard patient’s best in different
care situations, in line with PCC and with an emphasis
on providing continuity of care. A supportive healthcare
environment, including continuous education and ethical
reflection, is necessary to promote RNCMs’ engagement
in standing by the patient in partnership. Furthermore,
the findings emphasize the need for integrated care mod-
els to address specific characteristics of each care con-
text and to be flexible in the sense of adapting different
case managers’ roles depending on the specific needs of
the local setting and the patient’s individual needs. More
research is needed from patients’ and their relatives’ per-
spectives to broaden the understanding of the PCCHCM
concerning its ability to provide involvement, security,
and coordination of care.
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