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Abstract

Background: Healthcare services have become more complex, globally and nationally. Denmark is renowned for
an advanced and robust healthcare system, aiming at a less fragmented structure. However, challenges within the
coordination of care remain. Comprehensive restructures based on marketization and efficiency, e.g. New Public
Management (NPM) strategies has gained momentum in Denmark including. Simultaneously, changes to healthcare
professionals’ identities have affected the relationship between patients and healthcare professionals, and patient
involvement in decision-making was acknowledged as a quality- and safety measure. An understanding of a less
linear patient pathway can give rise to conflict in the care practice. Social scientists, including Jürgen Habermas,
have highlighted the importance of communication, particularly when shared decision-making models were
introduced. Healthcare professionals must simultaneously deliver highly effective services and practice person-
centered care. Co-morbidities of older people further complicate healthcare professionals’ practice.

Aim: This study aimed to explore and analyse how healthcare professionals’ interactions and practice influence
older peoples’ clinical care trajectory when admitted to an emergency department (ED) and the challenges that
emerged.

Methods: This qualitative study arises from a hermeneutical stand within the interpretative paradigm.
Focusing on the healthcare professionals’ interactions and practice we followed the clinical care trajectories of
seven older people (aged > 65, receiving daily homecare) acutely hospitalized to the ED. Participant observations
were combined with interviews with healthcare professionals involved in the clinical care trajectory. We followed-
up with the older person by phone call until four weeks after discharge. The study followed the code of conduct
for research integrity and is reported in accordance with the Standards for Reporting Qualitative Research (SRQR)
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guidelines.

Results: The analysis revealed four themes: 1)“The end justifies the means – ‘I know what is best for you’”, 2)“Basic
needs of care overruled by system effectiveness”, 3)“Treatment as a bargain”, and 4)“Healthcare professionals as solo
detectives”.

Conclusion: Dissonance between system logics and the goal of person-centered care disturb the healthcare practice
and service culture negatively affecting the clinical care trajectory. A practice culture embracing better communication
and more person-centered care should be enhanced to improve the quality of care in cross-sectoral trajectories.

Keywords: Qualitative, Field observations, Healthcare, Healthcare professionals, Older people, Clinical care trajectories,
Interprofessional, Intersectoral, Person-centered, Habermas

Background
Globally, healthcare and social services have developed
and become more complex [1]. Denmark provides an
internationally renowned, advanced and admired health-
care system [2]. Despite public funding for most health-
care services [3] and efforts to ensure coherence, many
Danish patients still experience inadequate clinical care
trajectories across medical specialities and health care
sectors [4]. Coordination challenges refer not only to the
Danish context but is acknowleged internationally [5].
Over the past decades, the public sector in Denmark has

undergone comprehensive reforms, with a shift in responsi-
bility and management [6]. New rationalities won accept-
ance, and New Public Management (NPM) was introduced
based on market structures and optimizing healthcare ser-
vices’ efficiency [7]. Concurrently, healthcare education pro-
grams were modified to accommodate new public sector
needs [8], contributing to a change in healthcare profes-
sionals’ roles and tasks [9]. Meanwhile, patient’s needs and
expectations to patients evolved [10, 11]. A partnership-
approach ideology between healthcare providers and patients
in e.g. transitional care [12, 13] developed into concrete strat-
egies such as shared decision-making [11, 14]. New perspec-
tives on cooperation between healthcare professionals and
patients lead to a renewed emphasis on communication
highlighted by many social scientists such as Jürgen Haber-
mas [13]. The introduction of patient involvement altered
how the healthcare system regarded patient care pathways
[15]. Understanding healthcare treatment as a pathway drew
inspiration from industrial processes focusing on quality and
efficiency [15]. The concept was applied to healthcare in the
1980s as a reaction to the newly introduced and more case-
and diagnosis based financing of care (The Diagnostic Re-
lated Group System (DRG)) [16]. Different editions of patient
pathways have been modelled, including chain models (high
level of predictability, e.g. in elective surgery treatment), hub
models (medium level of predictability, e.g. in rehabilitation
or internal medicine), and web models (low level of predict-
ability, e.g. in acute care and emergency medicine) taking dif-
ferent levels of predictability of the care processes and level
of agreement between healthcare professional teammembers

into account [15]. A patient pathway serves to standardize
and systematically evaluate the patient-focused care [15]. Pla-
cing the patient at the center of care and treatment served to
enhance the individual patients’ needs and uniqueness [15],
which created a less linear and more complex clinical care
pathway [17]. Despite this complexity, patient involvement
was popular and included in many organizations’ mission
statements [15]. The World Health Organisation (WHO) ac-
knowledged that formal patient participation and engage-
ment contributed to improvement of healthcare services,
care culture [18], and patient safety [19]. Thus, adressing the
patient’s voice in healthcare was considered a measure of
quality [15]. Based on the idea that patients have important
resources and needs contributing to a better safety culture
[19], tools such as models of ‘shared decision-making’ were
encouraged as a central point in treatment [11].
However, formulating new models of care at the

organizational level does not automatically guarantee an
improvement of patient involvement and personalized
treatments at the practical level [10]. Sometimes reality
shadows the vision, and person-centered care becomes
merely symbolic [12]. It is critical to distinguish between
patient- and person-centered care approaches. A patient-
centered approach includes the patients’ reasoning for
seeking healthcare services compared to a person-
centered approach, which has a more holistic approach,
including the patient’s history, psychosocial resources, or
other factors [10].
On the one hand, healthcare professionals need to de-

liver efficient, low-cost healthcare services of high qual-
ity [20], and on the other hand, they need to provide a
person-centered focus in their practice [21]. This gives
rise to a dilemma between competing logics [22], within
which healthcare professionals need to navigate and
manage on a daily basis. Meanwhile, the ever-growing
older population with co-morbidities and complex care
needs complicates healthcare practice and the delivery of
appropriate care pathways [23]. Use of healthcare re-
sources, such as homecare and contacts to the GP, in-
creases with age, and older people are more likely to
experience challenges in their clinical care trajectories
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due to multimorbidities and many transitions between
care providers and specialities [24, 25]. These challenges
regard the emergency setting as well [23], which might
further challenge the care coordination due to acute care
needs occurring simultaneously with chronic conditions
[26]. Therefore, it is relevant to assess how healthcare
professionals interact and provide treatment and care for
hospitalized older people focusing on the dilemma be-
tween person-centered care and efficiency.

Aim
This study aimed to explore and analyse how healthcare
professionals’1 interactions and practice influenced older
people’s clinical care trajectories when admitted to an
emergency department (ED) and the challenges that
emerged.

Healthcare in Denmark
Denmark provides universal healthcare primarily fi-
nanced through a tax system, similar to other Scandi-
navian and Northern European countries. All Danish
citizens, approximately 5.8 million, are listed with a gen-
eral practitioner (GP) [27]. Comprehensive healthcare
reform, including decentralization, was introduced in
Denmark in 2007 to meet the ageing population’s grow-
ing challenges with high usage of costly resources [6].
Thus, healthcare services are currently organized and
decentralized at three administrative levels: State (re-
sponsible for the overall structure of healthcare), 5 re-
gions (responsible for the hospitals and services
provided by self-employed specialists such as GPs and
other specialists) and 98 municipalities (responsible for
primary prevention and health promotion, including re-
habilitation and home care services) [28]. Healthcare
agreements describe how the tasks are divided between
municipalities and regions to meet the challenges of co-
ordinating care and responsibility between the different
administrative levels and care providers [6, 29]. How-
ever, the funding structures and governance of older
people’s care is complex. As an example, the healthcare
reform caused the municipalities to partially co-finance
hospital care services, which contribute to economic
incentatives [3, 30].
Based on The National Board of Health’s recommen-

dations [31], acute hospitals and establishment of EDs
were centralized. Today 21 EDs exist throughout the
country admitting all (adult) acute patients, including
the older population [32]. The ED intends to secure, ef-
fective and fast evaluation of a patient and activate

appropriate treatment. If hospitalization exceeds 48 h,
the patient is transferred from the ED to another hos-
pital department. Alternatively, the patient can be dis-
charged, receive municipal care, or hospital-at-home
care in their private home or nursing home [33, 34].

Method
Our epistemological approach to the study arose from a
hermeneutical starting point within the interpretative
paradigm [35]. To capture how healthcare professionals’
practice and interactions influence clinical care trajec-
tory, we used participant observations combined with in-
formal interviews inspired by James Spradley [36]. Field
observations can reveal underlying meaning and culture
[37], which determines healthcare professionals’ practice.
The study is an individual part of an overall, umbrella

project, addressing different but individual perspectives.
Other perspectives addressed in the overall umbrella
project include among others the perspectives of rela-
tives [38], and older persons’ perspectives to care coord-
ination [25, 39]. Thus, the direct focus on the older
persons’ perspectives is not an objective in the present
paper. Focus of the present study and paper is on health-
care professionals and their practice.

Ethical conciderations
The first author observed patients in vulnerable situa-
tions, which required substantial, ethical reflections
about participation. To manage this, the first author in-
formed every participant verbally and in writing clearly
stating the purpose of participating and preparing them
for participation until 4 weeks after discharge. The sec-
ond author, consultant and professor at the ED, func-
tioned as a gatekeeper to the department. However, any
trajectories where the second author played an active
role were omitted to accommodate the risk of coercion
due the authors’ position.
The first author initiated all observations at the ED2

attending the morning staff meeting to inform about the
study and raise awareness by the staff about the purpose
of being present in the department. Approaching poten-
tial trajectories was done step-wise. Initial contact was
established through the nurse in charge of the patient
asking the nurse’ evaluation of whether the older person
was eligible for inclusion and capable to give informed
consent. Furthermore, accept from the nurse to conduct
observations was obtained. Then the first author
approached the patient. If they expressed interest, they
received verbal and written information about the study
and the role of the observer as a researcher and not a
nurse. We obtained written consent from all patients,1Which type of healthcare professionals are observed is not given on

before-hand but guided by the clinical care trajectory. Thus, the helh-
care professionals potentially recruited are those involved in the older
person’s clinical care trajectory.

2All new trajectories were initiated within the acute medical ward of
the ED.
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and they were informed that their data would be anon-
ymized, and they could withdraw consent anytime. In
accordance with the Helsinki Declaration, participation
in the study did not affect treatment or the clinical care
trajectories of the participants [40]. We informed all
contacted healthcare professionals about the study’s pur-
pose, and the first author’s presence and verbal consent
were obtained for every observational situation.
Furthermore, formal consent to conduct the observa-

tions in the department was given at the organizational
level, aligning concepts of negotiating access to the field
[41].

Being an insider or an outsider
Spradley describes researchers as having a dual role in
field observations, as an observer and as part of the field
being observed, and is simultaneously an insider and an
outsider [36]. In this study, the first author’s role was
mostly as ‘observer-participant’, reflecting a low level of
participation [36]. However, occasionally this shifted to
‘participant observer’ [37] when patients asked for a
helping hand mobilizing, moving or help during a meal.
At any level of participation, the researcher was very
aware of the older person’s integrity and accept. The
duality and shifting of roles became especially apparent
because the observer has a clinical background in mid-
wifery (in Denmark, this is an independent education
and not a specialization within nursing). Despite many
years of obstetric experience in a clinical setting, the ob-
server is not a nurse and has no professional experience
treating older people or working within the ED setting.
The role as and purpose of a researcher was expressed
explicitly to staff, the older persons and their relatives.
Furthermore, the researcher wore an identification badge
stating the rola as a researcher.
According to Malterud, wearing a uniform affects what

type of knowledge and information patients will share
with an observer [42]. Initially, the first author (observer)
wore a healthcare professional’s uniform as the depart-
ment nurses during observations serving two purposes:
1) to allow healthcare professionals to identify and en-
gage with the observer during their practice, and 2) re-
quirements from the hospital management in relation to
hygienic principles. However, the uniform appeared to
distance the observer’s relation with patients, central to
the study. Furthemore, wearing a uniform challenged the
role as a researcher and level of participation [36] as rel-
atives and other patients approached the first author as
a nurse. At those ocations, the researcher stressed the
role as a researcher. Thus, in the last three clinical care
trajectories, the observer wore private, discrete clothing,
which was accepted by the management. The shift in
clothing appeared to alter the perception of patients and
relatives of the observer as a nurse and enhanced the

role as a researcher. This change of perception increased
the observer’s legitimacy in accessing the field and neu-
tralized power-dimensions between the patient and the
professional.

Study participants
For this study, we selected clinical care trajectories of
seven patients aged 65 years or older at the time of
hospitalization. The age cut-off was chosen pragmatic-
ally, as it is a commonly used cut-off to distinguish
young from older age [43], although we acknowledge
that the diversity in perceptions of age is huge. We re-
cruited participants from an ED at one regional hospital
which services citizens from four municipalities. To be
eligible for the study, the participant had to have allo-
cated daily homecare provided by the municipality. This
selection criterion was based upon the presumption that
receiving homecare represent a patient group with com-
plex care needs, many care actors involved and a poten-
tial for a more challenging clinical care trajectory.
Furthermore, participants needed to speak and under-
stand Danish and give informed and written consent.
Healthcare professionals, including nurses, hospital phy-
sicians, GPs, homecare workers, physio- and occupa-
tional therapists involved in the patient case before,
during or after hospitalization, were observed or phone-
interviewed to explore the interactions in the clinical
care trajectory before, during and after hospitalization.
The healthcare professionals were employed at either
the hospital, municipality, or general practice and Table 1
describes the healthcare professionals contacted or ob-
served concerning a patient’s care trajectory.

Data collection
The first author conducted field observations from Janu-
ary 2019 until May 2019. The majority of observations
were made during the daytime as close as possible to the
time of admission. However, trajectories were followed
in the evening shift as well when relevant. The first au-
thor used the patient flow management screens to select
potential, relevant patients where the age-criteria was
met. We omitted patients marked as ‘isolation’, as
healthcare professionals’ practice and interactions might
differ in that context.
The first author conducted observations combined

with informal interviews [36] of the healthcare profes-
sionals involved in the particular clinical care trajectory.
When relevant and possible, the first author informally
interviewed patients or healthcare professionals. The
tracjectories were recruited during the day shift and
followed in the evening shift if relevant activities
occurred. Furthermore, observations were conducted the
following days during the entire period of
hospitalization. Follow-ups with healthcare professionals
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Table 1 “Overview of observations and interviews”

“Trajectory”,
(No. of days
hospitalized),
[No. of days
followed in the
study]

Gender,
Age
(years)

Reason for
admission,
(Discharged to)

Total observation timea,
Hours
(No. of days),
[Observations conducted
during day−/evening-shift]f

HCPs/staff
included in
observationsa

Total time spent on
interviews,
(No. of contacts)b

Professions
interviewed and
follow-ups with
the older person,
(Duration of each
interview),

“Trajectory 1”,
(16 days),
[44 days]

Female,
85

Fever and chest
pain,
Pneumonias,
Admitted
through the
out-of-hour
medical service,
(Own home)

11 h,
(4 days),
[Day-shift]

Nursesc,
Physicians,
Occupational
therapist,
Physiotherapist,
Porter

2 h, 5 min
(11 contacts)

Primary care
coordinator (5 min.),
Homecare worker 1
(10 min.),
Homecare worker 2
(30 min.),
GP (General
Practitioner) (15
min.),
Assessment
nurse**** (10 min.),
Physiotherapist (30
min.).
The older person
(10 min., 10 min., 5
min)

“Trajectory 2”,
(4 days),
[32 days]

Male, 75 Acute
abdominal pain,
(Own home)

14 h,
(2 days),
[Day-shift and evening-shift]

Nursesc,
Physicians,
Porter,

1 h, 25 min.
(17 contacts)

Nurse*** (10 min.),
Primary care
manager (15 min.),
Primary care
coordinator (5 min.),
GP (10 min.),
Homecare worker
(10 min.),
The older person
(15 min., 15 min., 5
min.)

“Trajectory 3”,
(3 days),
[39 days]

Male, 70 Fall episodes
and functional
decline,
(Own home)

13 Hours,
(2 days),
[Day-shift and evening-shift]

Nursesc,
Physicians,
Registrar

1 h, 45 min.
(11 contacts)

GP (30 min.),
Primary care
coordinator (5 min.),
Homecare worker
(20 min.),
Nursec (25 min.),
The older person
(15 min., 10 min., 10
min.)

“Trajectory 4”,
(2 days),
[3 days]

Female,
84

Dehydration
and rash,
(Died on the 2.
Day of
hospitalization,
thus follow-up
with the older
woman was not
possible)

7 h,
(2 days),
[Day-shift]

Nursecc

Physicians,
Radiologist,
Porter,

55 min.
(5 contacts)

GP (10 min.),
Homecare worker
(10 min.),
Nursec (35 min.),

“Trajectory 5”,
(17 days),
[39 days]

Female,
83

Vomiting and
diarrhea,
(Own home.
Died in the
follow-up
period. Thus, last
follow-up not
possible)

14 h,
(5 days),
[Day-shift and evening-shift]

Nurses,
Physicians,
Porter, Cleaning
and service
assistants

2 h, 20 min.
(7 contacts)

Homecare worker
(25 min.),
Nursec(15 min.),
GP (10 Min.),
Assessment
nursed(30 min.),
Follow-up via close
relative as the older
person could not
answer the phone
(60 min., Text
message from
relative, −).

“Trajectory 6”,
(9 days),

Male, 78 Fall episode and
dyspnea,

8 h,
(2 days),

Nursesc,
Physicians,

50 min.
(8 contacts)

Nursesc (5 min.),
Homecare worker
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involved before and after hospitalisation were done
through phone interviews until 4 weeks after discharge.
Follow-up was done with the older persons (or a close
relative or caregiver if the person was incapable of an-
swering the phone call) as well one, two and 4 weeks
after discharge (For details about the interviews see
Table 1). The purpose of these follow-ups was to assess
if any coordinating or other relevant activities occurred
after discharge. At the last contact with the patient
(phone call 4 weeks after discharge), the first author
thanked every person for contributing and explicitly
expressed, that the observation period ended. We con-
tinued to recruit new trajectories until we evaluated, sat-
uration was met, which resulted in seven clinical care
trajectories to be included in the study.

The first author took handwritten field notes during
the observation time and conducted transcriptions at the
end of the same day or the following day. During the in-
situ observations of patients and healthcare profes-
sionals, the first author used jottings [44] and later with-
drew to a private place to transcribe these jottings to
field notes after each event. Furthermore, reflective notes
were kept when relevant – aligning a reflective diary.
To explore the care trajectory before and after

hospitalization, the first author conducted unstructured
phone interviews with all, relevant healthcare profes-
sionals involved in the primary care before and after
hospitalization, including GP’s. During the phone inter-
views, the first author conducted handwritten notes,
which where converted into more formal field notes

Table 1 “Overview of observations and interviews” (Continued)

“Trajectory”,
(No. of days
hospitalized),
[No. of days
followed in the
study]

Gender,
Age
(years)

Reason for
admission,
(Discharged to)

Total observation timea,
Hours
(No. of days),
[Observations conducted
during day−/evening-shift]f

HCPs/staff
included in
observationsa

Total time spent on
interviews,
(No. of contacts)b

Professions
interviewed and
follow-ups with
the older person,
(Duration of each
interview),

[37 days] (Own home) [Day-shift and evening-shift] Occupational
therapist,
Physiotherapist,
Porter,

(15 min.),
Discharge
coordinator (25
min.),
GP (not possible,
long-term leave).
Follow-up with the
older person via
homecare worker,
(−, 5 min., Text
message from
homecare worker).

“Trajectory 7”,
(2 days, then
transferred to
another Region
for surgery,
where
observations
was not
possible),
[30 days]

Female,
89

Fall, Transitioned
to another
Region for
surgery,
(Rehabilitation
center)

7 h,
(2 days),
[Day-shift]

Nursesc,
Physicians

Follow-up interview with
the older person not
possible, as she has no
mobile phone. Instead a
follow-up visit was con-
ducted at the rehabilita-
tion center, where
relevant healthcare pro-
fessionals where inter-
viewed as well,
(1 contact)

Nursec (20 min.),
GP (not possible,
unresponsive).

Other***** – 19 h,
(3 days),
[Day-shift]

Not specified Not specified Not specified

Total 93 h,
(22 days)

9 h 40min. (60
contacts)

Average 81 13 Hours
(3 observation days) pr. trajectory

1 h, 23 min.,
(9 contacts) pr. Trajectory

a Observation time refer to the total sum of observations conducted in the representative trajectory at selected times across the number of days counted
bFollow-up interviews with the patients and/or relatives are included in the counting of contacts as well as coordinative phone-calls with e.g. secretaries or
managers. Coordination activities are not stated in Table 2 as counting interviews though
c Nurses covers hospital nurses, student nurses and/or municipal employed nurses
dA municipal employed healthcare professional with a job function to evaluate the older peoples’ needs and determine which municipal services should
be allocated
e General field observations conducted in the ED in the day-shift on days where recruiting trajectories was not possible
f Day-shift = before 3 Pm., Evening-shift = after Pm
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afterwards. All field notes, including observational notes
and interview notes, were transcribed.

Analysis
The approach to analysis was inspired by the work of A.
B. Andersen and colleges [34]. Andersen et al. drew on
Blumer’s methods of letting the empirical data corres-
pond to and wake the researcher’s interest [34, 45] (See
Fig. 1 below).
The analysis procedure was initiated by reading all

field notes (both from observations and interviews) mul-
tiple times using the memo technique [44]. Then the au-
thors continued reading one trajectory after another
independendly looking for empirical episodes of specific
interest in relation to the study’s aim. To enhance cred-
ibility and rigour, all authors discussed the trajectory
events, confined and condensed them, and created rep-
resentative categories justifying the findings. (See Table 2
below). The authors benefit from having different back-
grounds and employments providing different perspec-
tives to the analysis process. The first author has a
background within midwifery as mentioned and public
health. The other authors are all employed as

researchers either at the university or hospital and repre-
sent backrounds within sociology, farmaceutics, general
practice and internal medicine. Two are male authors.
Finally, to explore the possible reasons behind our

findings, we applied the theoretical framework of Jürgen
Habermas’ ‘Lifeworld’ and ‘System’ [46, 47], as we be-
lieve that his perspectives on ‘system’ and ‘lifeworld’ have
certain explanatory power in elaboration of the results
insinuating dissonance between healthcare service cul-
tures and the rhetoric of person-centered care approach.

Results
The analysis of the practice and interactions of the
healthcare professionals in this study revealed four main
themes: 1) “The end justifies the means – ‘I know what
is best for you’”, 2) “Basic needs of care overruled by sys-
tem effectiveness”, 3) “Treatment as a bargain”, and 4)
“Healthcare professionals as solo detectives”. The results
insinuate that person-centered care is limited. Other
logics such as a paternalistic approach based on a mis-
understood sense of care seemed to dominate older peo-
ples’ clinical care trajectories.

Fig. 1 “Illustration of the analysis process”
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The end justifies the means – “I know what is best for
you”
Our results show that healthcare professionals may un-
intentionally practice inappropriate care dissonating
person-centered care approaches. The following

examples demonstrate how healthcare professionals mis-
interpret the needs and expectations of their patients.

“Woman, 83” (Trajectory 5):
A woman was admitted to the ED eight days ago

Table 2 “Examples of the data analysis”

Instance examples Memo examples Examples of
preliminary
categories

Extract examples of condensed
descriptions

Final
category

The older woman (in trajectory 1)
asks for water in a sip-cup after trans-
ferred to the geriatric department.
Her wish is expressed more than
once but overruled by a nursing
practice to prevent swallow failure
and pneumonia risk

The woman used a sip-cup at the
ED. In the geriatric department her
wish is ignored. She is offered a
straw instead to prevent swallow fail-
ure. Practice seems conflicting with
patient needs or wishes.

Conflict
between
practice and
patients’
needs

Due to a hemiparesis, the older
woman uses a sip cup (with a spouted
lid) to drink without assistance. Despite
asking for a sip cup at the geriatric
department, the nurse comes with a
regular drinking glass. The nurse
explains that drinking from a sip cup
can contribute to failure to swallow
correctly, increasing the risk of
pneumonia. To compromise, the nurse
brings the older woman a straw to
use. However, this is also impossible for
the woman to use.

The end
justifies the
means – “I
know what is
best for you”

The older woman (in trajectory 5)
was admitted after several days of
severe vomiting and diarrhea. She
has not been eating or drinking
sufficiently for days. Two small juice
boxes has been placed besides her,
but she is not able to drink due to
the straight straw. She was neither
offered lunch.

I wonder what role basic care has in
the older woman’s CCT, and if basic
motivation to eat and drink and
better preconditions (As e.g. an
appropriate straw) would have
benefited the woman’s CCT

Basic care
needs

I ask if she would like something to
drink.
She says, “Yes, but the apple juice is
empty, and I don’t like orange juice”.
As I lift the apple juice, I realize that it
is half-full, but due to the straight
straw, impossible for her to drink, giv-
ing the impression that it is empty.
After locating a bendable straw, she
can drink by herself. As she has not
eaten any lunch and it’s past noon, I
ask her, if she has ordered anything.
“No”, she says, “I don’t feel like eating
anything”.
“Well, what about a small soup then”, I
suggest.
“Well, I think I can eat that”, the older
woman replies.

Basic needs of
care overruled
by system
effectiveness

There are different perceptions of,
what the older person (in Trajectory
2) suffers and what treatment is most
appropriate. The physicians argue
whether or not he is a cardiac
patient.

Organisational structures and power
clashes between professions and
entities affect the care planning in
the CCTs

Care
coordination
across settings

Later, the nurse calls the medical
department to arrange the transfer to
continue treatment for heart failure.
The nurse at the medical department
says to the ED nurse that she will try
to arrange a ‘trade’ by moving one
patient from the cardiology
department to the medical
department, to be able to transfer the
older person directly to the cardiology
department. After hanging up the
phone, the nurse turns to me and says:
“Well, now my patient is involved as a
bargaining chip to receive the best
treatment.

Treatment as
a bargain

The older person (in Trajectory 3) is
admitted by his GP for thorough
investigation after fall episodes in the
home and general declining level of
function. The GP is familiar with his
use of alcohol.

People who are not able to be
proper carriers of information’ is a
challenge for the care coordination,
responsibility is mis-placed unintend-
edly with the pt.

Abrupted care
distorted by
the pt’s/
person’s
perspectives

During the person’s hospital stay, he is
examined by several physicians to find
an explanation for his fall episodes.
Every time he is approached by a
medical professional, he has an
alternative explanation or reveals a
new place of pain or raises an
additional problem. This results in,
every physician having a new focus for
treatment.

Healthcare
professionals
as solo-
detectives
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due to nausea, vomiting and insufficient eating and
drinking over several weeks. On the second day of
her hospital stay, she was transferred to the geriatric
department for further assessment and treatment. I
visit the woman in the geriatric department just be-
fore noon. The door to her room is open, and from
the hallway, I can see her sitting in an armchair
bent forward with a tired look in her eyes. She ob-
serves the healthcare professionals walking back and
forth in the hallway and tries to catch their atten-
tion. When she notices me, she looks at me and says:
“I need to go back to bed”.
I suggest that she calls her nurse by pulling the call
cord.
She asks, “Where is that? [the call cord]”, and I show
her, that the cord is attached to the armchair. I help
her pull the call cord.
Eventually, a nurse in a white uniform approaches.
The nurse stands in the doorway, leaning her right
shoulder against the doorframe. The nurse looks at
me inquiringly and turns towards the older woman,
waiting expectantly. The woman says nothing. I ex-
plain to the nurse that the woman expressed a need
to come back to bed, and she replies:
“Yes, but she’s only just got up, I think”. The nurse
remains standing in the doorway, “I will tell the
other nurse”, then leaves in the direction of the
nurses’ office, located opposite to patient’s room.
A short while later we can hear the first nurse say to
a colleague: “Just as I thought”. Then the nurse re-
enters the doorway and addresses the woman: “I
have told your nurse, but you have just come out of
your bed. The other nurse will come in a minute”.
The woman raises her arm as if trying to prevent the
nurse from leaving and responds, “No, that’s not
true”.
The nurse repeats oneself “Your nurse will be here in
a minute”.
The woman asks: “But when is a minute?”.
The nurse says “Well, I don’t know. The other nurse
is busy on the computer”. The nurse then leaves.
The woman looks at me and shakes her head: “They
say in a minute, and then it takes half an hour. It’s
not easy growing old!...”

In this trajectory, the woman’s needs are overruled by
the practice and interactions of the two nurses. The ap-
parent basis for their actions is a belief that sitting in
the armchair is best for her, who would otherwise be
lying in bed all day. However, it was against the clearly
expressed wishes of her and without her acceptance.
The two nurses’ interactions dominate the care prac-
tice, and neither reacts to the woman’s clearly
expressed needs.

A similar example is Trajectory 6, where the older
man’s wishes for his hospital stay are ignored and he is
transferred to the medical department against his will as
the situation below demonstrates:

“Male person, 78” (Trajectory 6):
The man was acutely hospitalized after a fall-
episode in his home. He is examined for a leg
fracture in the ED, and despite no fracture, the
hospital staff suspect he has pneumonia due to
shortness of breath. he is admitted to the ED for
further examination and evaluation. A student
nurse working under supervision of a registered
nurse is involved in the care (The registered nurse
is not present with the older person throughout
the observations). His infection count (Creatinine
Reactive Protein) increases and he requires in-
creased oxygen supply, something with which he is
familiar at home due to his COPD (Chronic Ob-
structive Pulmonary Disease). Two physicians, a
younger and a more experienced physician, discuss
best treatment options. They decide if he can be
mobilized and swallow antibiotic tablets, he can
be discharged and continue antibiotic treatment
in his home environment. His ability to swallow is
evaluated and no concerns are identified. Then
two therapists (Physiotherapist and occupational
therapist) motivate, help, and mobilize him from
the hospital bed to an armchair in the same
room. However, he refuses to cooperate. He is mo-
bilized to an upright sitting position on the edge
of his bed. The therapists conclude that he meets
the physicians’ criteria for discharge. The student
nurse approaches the therapists in his room and
follows them out into the hall to the staff office.
Whilst walking, the student nurse expresses the
opinion that discharging him is not optimal as he
is not drinking or eating sufficiently. The student
nurse states that a transfer to the medical depart-
ment would improve his situation. At the office,
the two therapists discuss their considerations
with the nurse supervisor. The therapists question
whether he refused to be mobilized due to anxiety
of falling or lack of ability to walk. The student
nurse continues to argue that he would be better
off transferred to the medical department, which
the supervising RN nurse supports based on the
student nurse’s argumentation. The student nurse
approaches the younger physician in the hall and
states that it was impossible to mobilize the older
man. The physician accepts that he ought to be
transferred to the medical department the same
day.
Later, I approach the older man to ask what he
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thinks of the plan. He clearly expresses that he is
very unsatisfied with not being discharged. His home
care worker, who is interviewed by telephone after
his discharge, confirms his dissatisfaction. The home-
care worker explains that he clearly expressed that
hospitalization was not a good experience as the hos-
pital staff were too busy and did not listen. After his
discharge, he is in a similar physical state as he was
when he was first hospitalized but does not feel well.
Whilst in hospital, he did not receive his usual laxa-
tives. As a result, he was very constipated after
discharge.

Presumably, the student nurse is convinced that trans-
ferring the older person to the medical department is
best for him. This belief affects the nurse’s practice in a
way that places uncertainty on the physiotherapists’
evaluation and misleads the younger physician. Thus,
the older man is transferred to the medical department
against his will. Furthermore, he experiences discomfort
during and after hospitalization due to lack of treatment
with laxatives. In this situation, even though the student
nurse had the best intentions, the older man ends up
with inferior treatment, constipation and an experience
of not being heard.
Good intentions of countering harm are not necessar-

ily equivalent to complying with the needs and wishes of
the patients. A paternalistic agenda can distort the foun-
dation for patient-involvement with a negative outcome
for the patient, as exemplified below:

“Woman, 84” (Trajectory 4):
The woman had been admitted three weeks earlier
with (congestive) heart failure. Since then she has
lost 8 kg and is dehydrated with deranged electro-
lytes, and she is now hospitalized again. The phys-
ician wants to measure her urine output but leaves
it up to her to decide on whether to use a toilet chair
or have a catheter applied. She clearly states that
she would prefer to use the toilet chair. The phys-
ician approaches the nurse at the office to brush up
on the care plan. The nurse questions the physicians’
decision to allow the woman to use a toilet chair.
She asks the physician directly:
“Is she aware, that her kidneys might fail if she does
not have the catheter [Implied that precise measure-
ment of urine output contributes to proper treatment
decision]? Shouldn’t I have a chat with her?”.
“Yes, talk her into it”, the physician responds.
The nurse finds the woman in her room, sleeping.
She briefly explains that it would be best for her to
have a catheter applied.
“Hmm”, she says and shrugs.
The nurse leaves the room and passes the task of the

catheter to another nurse colleague; “Please do it as
soon as possible, because she is not that keen on it”,
she says to her colleague.
Both nurses enter the woman’s room, and the first
nurse explains that the colleague will apply the cath-
eter.
The woman asks: “Am I supposed to have a catheter
applied?”,
and the nurse replies “Yes, you just said you would”.
The woman shrugs again.
After applying the catheter, the nurse says in a com-
forting tone to the woman:
“Well, it’s all over now”,
and the woman replies: “But it’s not having a cath-
eter applied [that I don’t like], it’s having to have it
…”

The woman’s condition is serious, and the choices of
treatment and efforts have consequences, which may ex-
plain how the physician and the nurses justify their ap-
proach to her care. However, the groundwork for her
consent is questionable. Her tacit acceptance of the ap-
plication of the catheter can be seen as a result of her ill
and exhausted state.
Another example of how a care provision standards

can weaken a patient’s integrity is expressed in Trajec-
tory 1. In the example below, the use of a sip cup dis-
turbs person-centered care:

“Woman, 85”, (Trajectory 1):
The woman was admitted to the ED due to high
fever, chest pain and dyspnea (pneumonia). On the
second day of hospitalization, I meet the woman in
the ED before she transfers to the geriatric depart-
ment where treatment is continued. I follow her to
the geriatric department. After an earlier stroke, she
has a paresis. Due to her hemiparesis, she uses a sip
cup (with a spouted lid) to drink without assistance.
Despite asking for a sip cup at the geriatric depart-
ment, the nurse comes with a regular drinking glass.
The nurse explains that drinking from a sip cup can
contribute to failure to swallow correctly, increasing
the risk of pneumonia. To compromise, the nurse
brings her a straw to use. However, this is also im-
possible for her to use.

Here, the woman clearly expresses her needs and of-
fers staff a solution, as the sip cup enables her to drink
independently. However, the nurse does not meet her
wishes, probably due to a concern about increasing risk
of pneumonia, and she ignores woman’s request. As per
se, the nurse’s attempt to counter actions of harm deter-
mines the practice and outweigh the patient’s need to
maintain independence.
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Basic needs of care overruled by system effectiveness
Throughout the observations, the interactions between
the healthcare staff and patients were in many situations
limited, deficient, or lacking. These interactions were
suboptimal often due to high workflow, so patients were
left alone for considerable amounts of time. Patients had
the opportunity to call for assistance by using the call
cord. In the trajectory below, the young nurse has had
several extra workdays due to sickness leave amongst
her colleagues. In this trajectory, we meet the older
woman the day after she was admitted to the ED:

“Woman, 83” (Trajectory 5):
The woman admitted due to several days of severe
vomiting and diarrhea, and apparently, she has not
been eating or drinking sufficiently for several days.
Before entering the room the first time, I approach
the nurse who says to me:
“She [referring to the older woman] prefers to vomit
while you are present in the room, but she doesn’t
vomit. I have been there several times, and nothing
happens, she just spits a bit. My guess is that it’s
treatment with fluids for a day and then home again
[to her own home]”.
It is late morning. I see the woman lying in bed and
has no venous access to administer any type of intra-
venous therapy. She is a skinny and pale woman
with tired eyes, but she still smiles when I approach.
I see two small juice boxes on her bedside table, one
with apple and the other with orange juice. Stressing
the importance of drinking, I ask if she would like
something to drink.
She says, “Yes, but the apple juice is empty, and I
don’t like orange juice”.
As I lift the apple juice, I realize that it is half-full,
but due to the straight straw, impossible for her to
drink, giving the impression that it is empty. After lo-
cating a bendable straw, she can drink by herself. As
she has not eaten any lunch and it’s past noon, I ask
her, if she has ordered anything.
“No”, she says, “I don’t feel like eating anything”.
“Well, what about a small soup then”, I suggest.
“Well, I think I can eat that”, she replies.
When I leave the room to let the nurse know, that
she is ready to order soup, she turns to me and with
lifted eyebrows says:
“Not everyone should be a nurse! Well, can you hear
me, said the blind person to the deaf person” as a
statement describing her experience and treatment.

The woman seems nauseous and expresses dis-like of
eating or drinking. However, the observer manages to
motivate her to drink by solving her challenge with the
straw, showing interest and cheering her up by being

present with her. The woman seems unsatisfied with the
care. This nurse has accepted extra working hours and is
making an extra contribution to the ED. It seems like
the nurse finds the older woman’s care demanding,
which may be a reaction to the workload or high patient
turnover, typical in an ED. However, the nurse overlooks
the woman’s needs to be encouraged to eat and drink,
and the nurse’s interactions and care and treatment
seems marked by conflict.
The next day the woman is transferred to the geriatric

department for 2 weeks. She dies, 2 weeks after dis-
charge, in her own home.
The following trajectory, where we meet an older man

in the early afternoon in a situation around receiving an
enema, describes the workflow, work culture, structure
and organization of the ED and how these factors can
affect care and treatment:

“Male, 75” (Trajectory 2): was admitted with abdo-
men and chest pain. Seven years ago, he had had
back surgery after an accident. Due to the surgery,
he has a urinary catheter and can only walk a few
steps with a Zimmer walker and a helper such as
his wife.
Despite being admitted to the surgical section of the
ED, examinations at the hospital showed that his
abdominal pain was due to severe constipation. Part
of his treatment for constipation is having an enema.
While the nurse organises the enema, The wife (who
is visiting) and I leave the room. The nurse tells the
older man and his wife that the man can call for as-
sistance to use the toilet chair by using the call cord.
The wife waits in a lounge area nearby, and after a
short chat, I leave her in privacy. After a while, I re-
turn but find her still waiting outside her husband’s
room. She says:
“I don’t know if the nurse is with him, because he
has called ages ago [a red lamp is marked outside
the room], but I haven’t seen the nurse yet”.
We enter the room and cannot find any nurse. In-
stead, we find the older man to have emptied his
bowels in his bed and is now sleeping. He had not
been assisted onto the toilet chair. The wife seems
upset. I look at my watch and realize that there has
been a change-of-shift and wonder if that could ex-
plain the lack of reaction to his cord call. I share my
thoughts with the wife and suggest they alert the
nursing staff again. Later, I ask the nurse who took
over after the day shift about the treatment status.
With enthusiasm and positivity, she explains that he
has successfully emptied his bowels, then has been
washed and cleaned up unproblematically with a
new pair of disposable briefs.
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The reaction from the nurse to the situation that the
older man was not assisted to the toilet chair could in-
sinuate that the nurse approaches the situation as a
regular nursing task. The nurse does not seem to notice
or realize any conflict with the situation. However, the
nurse’s positive description of the task could be a defen-
sive mechanism after not responding to his call. The
shift between day and evening does not overlap and may
explain why there is no interaction or coordination be-
tween the two nurses. Unfortunately, the situation leaves
the older man and his wife frustrated and distrustful.
Trust is an essential factor for the experiences of pa-

tients and their relatives, and information builds trust.
The following example shows how a lack of information
can contribute to distrust and skepticism with treatment
decisions:

“Woman, 85”, (Trajectory 1):
During the hospital stay, the woman is examined by
a cardiologist who gives the all-clear concerning her
heart. However, her home care worker reveals in an
interview with me that the woman’s daughter discov-
ered unfamiliar medicine (nitroglycerin) when
unpacking. The daughter asks the homecare worker
whether she knows anything about the unfamiliar
medication. One does not. Neither does the older
woman. However, the home care worker remarks
that the cardiologist did not find anything suspect in
the heart examination and then also wonders about
the unfamiliar medication.

In the woman’s situation, the hospital has prescribed
and handed-out medication without informing relatives
or colleagues in primary care sufficiently. The homecare
worker reflects that the woman’s heart examination was
clear and has no explanation for this medication. Thus,
it creates distrust and skepticism of the healthcare sys-
tem for the daughter and the homecare worker.

Treatment as a bargain
There is a tendency for clinical care trajectories to be
dominated by negotiations and underlying power battles.
In Trajectory 2, this becomes apparent due to the per-
son’s complicated and ambiguous symptoms which clash
with treatment and responsibilities of physician’s special-
ties in the ED.

“Man, 75”, (Trajectory 2):
After it was apparent that the man’s abdominal
pain was caused by constipation, he was evaluated
for dyspnea. The responsibility for his treatment was
passed from surgeons to cardiologists who examined
him for heart failure. On the second day of his
hospitalization, his nurse says:

“Well, now he has belonged to every specialty here in
the ED except gynecological. First, he was a surgical
patient, then a cardiac patient and now a medical
patient.” The nurse does not think he has heart fail-
ure but thinks his shortness of breath is a learned
behavior after his back surgery. Therefore, the nurse
arranges a consultation with the physiotherapist
from the department. They examine him together
and agree that he is not suffering shortness of breath.
The nurse wants to discuss the findings with the
physician at the hospital round but has to leave the
room, stating that she will return shortly. When she
returns, the physician has completed ward rounds
and left.
I find the physician in his office and ask him about
his role in the treatment:
“Well, I have just made a plan. The cardiologists
will not take the patient. I have presented the case
clearly, the cardiologist agrees to the plan, but will
not be in charge of their own patient.”
When I ask the physician about his reflections, he re-
plies:
“Because they are very tied-up...(They pass on re-
sponsibility) To prevent them from drowning in these
sorts of patients. The patient will get the same treat-
ment, but with us in charge. As he turns away, I
point out that his contribution will be anonymized.
But he turns to me and says:
“You can use my name AND state that this patient
belongs to cardiology!”
Later, the nurse calls the medical department to ar-
range the man’s transfer to continue treatment for
heart failure. The nurse at the medical department
says to the ED nurse that she will try to arrange a
‘trade’ by moving one patient from the cardiology de-
partment to the medical department, to be able to
transfer him directly to the cardiology department.
After hanging up the phone, the nurse turns to me
and says: “Well, now my patient is involved as a
bargaining chip to receive the best treatment. Ac-
cording to my ethics, I think it is a bit (She puts her
hand to the heart…)”, leaving the impression, that
she thinks the care process is highly inappropriate.

The organizational structures facilitate power imbal-
ances between physician specialties but also between
professions. Instead of inter-professional collaboration
for optimal treatment, the agenda seems to be demon-
strations of power or victory. The ED nurse attempted a
thorough evaluation with the cooperation of other pro-
fessional colleagues, e.g. physiotherapists. However, the
treating physician is eager to do battle with the cardiolo-
gists. The phycisian does not respond to or overlooks
important information from the nurse. Trajectory 2

Persson et al. BMC Health Services Research          (2021) 21:944 Page 12 of 18



furthermore reflects the hospital’s organizational struc-
tures and power clashes. These structures are continu-
ous and affect the man’s opportunity for transfer to
another department. The nurses end up using bargaining
to create a flexible and appropriate solution for him.
Negotiation was seen as a common approach used in

other situations. In Trajectory 1, two physicians have dif-
ferent approaches and agendas for medication, and they
implicitly use their range and level of experience in the
underlying negotiation, which the older woman was nei-
ther part of or able to affect.

“Woman, 85”, (Trajectory 1):
A registrar receives the older woman at the Geriatric
department right after transfer from the ED. Whilst
going through her journal, the registrar notices a very
high (beyond recommended) daily use of morphine.
The registrar asks the woman about the pain she ex-
periences and suggests finding a better solution. She
is reluctant, stating that she needs the morphine.
The registrar assures her that he will find an alter-
native and slowly taper off the morphine. She ac-
cepts this course of treatment.
At the office, the registrar rings the woman’s GP to
understand the reasons behind the high use of mor-
phine and to discuss a better treatment plan for the
woman. Unfortunately, the GP is unavailable. The
following day the registrar is not at work, and an-
other, more experienced physician is in charge of the
treatment. The physician has reduced and
substituted woman’s use of morphine with an alter-
native. This change of treatment plan occurs without
any dialogue or collaboration with the GP. When I
later ask the registrar about the process, and if the
experienced physician have tried contacting the GP
again, the registrar says ‘no’ and explains, that the
colleague is more experienced and might not have
had the need to discuss medication change with the
prescribing GP.

In the above example, the negotiation that affects the
trajectory is the level of professional experience. The
registrar initially evaluates that a discussion with the
woman’s GP could be beneficial. However, the more ex-
perienced physician does not share this view and inde-
pendently changes the medication. This practice
demonstrates underlying and hidden power structures
that affect physicians’ interactions and, ultimately, the
woman’s clinical care trajectory.

Healthcare professionals as solo-detectives
In other situations, the patient is approached with a very
narrow focus, although the patient’s issues are complex
and multi-faceted. As an example, Trajectory 4

demonstrates how one single issue can be more promin-
ent than a holistic, person-centered focus:

“Woman 84”, (Trajectory 4):
Though the woman’s hospitalization focuses on de-
hydration and abnormal fluid count, she has a rash,
which the physician is keen to examine. I witness the
physician’s initial examination of the woman. The
physician asks her very systematically about her
medication using medical terminology. One question
follows the other without time for her to respond. It
comes to a point where she takes a breath and says
quietly:
“I don’t know what all that is”.
The physician leaves the room without any explan-
ation, and a resigned older woman glances at me,
“shrugs” and says:
“Hmm, I think it would be better if I’d stayed home
and kept quiet…”.
After a short while, the physician re-enters the room
purposefully, and a colleague physician follows him.
The first physician asks the colleague to evaluate
whether the rash is scabies. The colleague rejects a
scabies diagnosis, and the physician then replies:
“Okay, then it must be caused by her medication!”.

The physician’s focus on solving the mystery of the
woman’s rash overshadows the more severe condition
she is suffering. The physician attempts to identify the
reasons for the rash very systematically using all the
right medical terminology. In his eagerness, he does not
notice, that The woman seems overwhelmed by the
medical terminology and his practice and actions seem
incompatible with her needs.
In the example, the story demonstrates how a patient

can be lost in a system’s efficiency dominated by a
mechanical, professional approach to patient challenges.
Increased or exaggerated awareness of a single challenge
for a patient can result in less focus on the human as a
whole person.
Person-centered care is also challenging for older pa-

tients with multi-faceted, complex problems or co-
morbidities, as was clear in the following example:

“Man, 70”, (Trajectory 3):
An older man aged 70 years is hospitalized for three
days due to a series of falls in his home. The GP re-
ferral is thorough and states a request to investigate
the complexities of his situation, including issues
such as compliance problems with his medication,
alcohol use, and deep venous thrombosis. However,
the hospital plan is somewhat simplified and re-
ported as ‘cardiac rhythm assessment’.
During his hospital stay, he is examined by several
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physicians to find an explanation for his fall epi-
sodes. Every time, he is approached by a medical
professional, he has an alternative explanation or re-
veals a new place of pain or raises an additional
problem. This results in, every physician having a
new focus for treatment. When he is finally dis-
charged, the physician decides to discontinue his
prostate treatment with the theory, that dizziness (a
side effect of the medication) is causing his fall epi-
sodes. Furthermore, he is a heavy smoker, and com-
plains among other problems about a blocked nose
while hospitalized. At the time of discharge, he re-
ceives a prescription for a Nasal decongestion spray.
I interview his GP, primary nurse and home care
worker individually, and they are all aware of the
amount of alcohol he drinks. The home care worker
estimates, that he drinks about 3 liters of wine daily,
as she carries out his garbage. The primary care
nurse and GP both suspect that he has alcohol-
related dementia, explaining his difficulties giving
clear descriptions and reasons.
In addition, the home care worker has observed that
after his prostate medicine is discontinued, he has
wet the bed each night. Despite, the precise alloca-
tion of help he is entitled to (in which laundry is not
included), the home care worker chooses to assist
him with his extra washing. As incontinence has not
yet been evaluated as a problem, there is no alloca-
tion of disposable briefs for him. Thus, the hospital’s
solution to his complex situation based on the GP's
referral is limited to a prescription for nose spray
and a change in medication resulting in additional
problems.

The man’s condition complicates his ability to explain and
describe his own needs, as he may be limited by long-term
and excessive alcohol use. Complicating matters is the over
simplification and condensation of the referral from his GP.
With limited coordination across health sectors and health-
care providers, patients must be able to communicate clearly,
something which he is incapable of. Thus, his clinical care
trajectory is fragmented and disrupted. This study could
point to a tendency, that the healthcare system is not adap-
tive to vulnerable patients with questionable communication
capabilities, and responsibility is still placed, unreasonably,
with these patients.

Discussion
Different reformative changes have been introduced in
attempt to accomplish better care coordination across
health sectors. Lately in Denmark a more comprehensive
reform (The Healthcare reform, 2007) included changes
in the administrative levels (State, regions and munici-
palities) contributing to a decentralization of the

healthcare system where tasks and greater responsibility
was sled to the municipalities followed by a lowering of
the mid-level (referring to the regions responsible for
the hospitals) [6]. Alongside, new management rationali-
ties, often reffered to as New Public Management
(NPM), gained entrance, which was introduced streams
of privatization and marketization of the healthcare and
public sector [7].. Our study shows that patient involve-
ment and mutual decision-making tends to be limited in
the Danish healthcare system. Despite the nursing staff’s
good intentions, patient care is often focused on coun-
tering harm rather than taking individual needs into ac-
count, e.g. when the older man in Trajectory 6 is
transferred instead of discharged, and the woman in
Trajectory 5 is mobilized against her will. As a result of
e.g. time constraints and limited resources, healthcare
professionals care for patients without properly engaging
and communicating with them exemplified in Trajectory
4 where the physician practices an inappropriate use of
professional terminology with the older woman.. Other
logics may guide the approaches to care in the trajectory
of the clinical care pathways. Often the agenda of profes-
sionals, to do what they perceive is the best thing for the
patient, may differ to the wishes of patients and/or rela-
tives. This neglect to person-centered care is exemplified
in Trajectory 1 where the older woman is not allowed a
sip cup.
We suggest that healthcare professionals’ navigation

between these conflicting agendas represent a clash be-
tween service cultures and care provision (‘New mane-
gerialism’) and the intention to act person-centered This
clash can contribute to explaining the problems with de-
livering coherent and holistic oriented clinical care tra-
jectories as the healthcare practice is affected by e.g.
structural demands and organizational procedures,
which inhibit the potential of a holistic person-centered
care approach.. On the one hand, the healthcare system
demands effectiveness, and on the other, it expects in-
creased patient involvement and individual care plans.
Thus, Habermas’ theory and concepts of ‘lifeworld’ and
‘system’ [46, 48, 49] are useful in partially explaining the
conflicting relationship between the healthcare system,
the healthcare providers who are part of the system, and
their patients.

Applying a Habermas approach to the results
Habermas uses the term ‘Lifeworld’ that represent the
social world of individuals referring to interactions in
the private sphere e.g. with family or friends, or interac-
tions with others in the public domain. According to
Habermas, the ‘System’ refers to the economy state and
the power of the steering media, that may intrude onlife-
worlds in unaccountabel ways (colonization) [46, 50, 51].
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The system, of which the healthcare system and HCPs
are part of, is often dominated by economic- and
market-thinking, this colonizes our lifeworld through
suppressive, albeit unconscious, ideologies [46, 49].
When applying Habermas’ concepts of ‘lifeworld’ and
‘system’, the healthcare practice and coordination activ-
ities are affected by the ‘system’. However, HCPs’ care of
patients may also be influenced when their own life-
worlds are bought into their practice.
Habermas describes the term ‘power’ in social practice

and interaction [48]. He suggests that a solution to the
imbalance of power between the system and lifeworld,
which applied to our study could be clash between the
healthcare practice (care provision) and patient- or
person-centered focus, often lies within rational dialogue
and interactions between people (Healthcare profes-
sionals representing the system and the older people/pa-
tients) giving the potential for freedom and mutual
understanding [13]. The dialogue can shed light upon
the potential colonization of the healthcare practice and
contribute to a better understanding between healthcare
professional and patient resulting in greater potential for
person-centered care.

A dominating system with market logics
Based on our study we suggest that the limited patient
involvement and lack of focus on patients’ individual
needs, as revealed in our analysis (e.g. Trajectory 5 and
6), could be a result of a dissonance between a dominat-
ing system logic where efficiency and checklist proce-
dures compete with patient- or person-focused nursing
care. In Habermas’ terminology, it could be seen as a
colonization of the healthcare practice. However, strict
time- and resource-constraints are not new issues within
the public sector. The modernization of the public sector
has been on-going since the 1980s striving to increase
public service quality and efficiency [8].
The NPM approach causes competition across the

public and the private sectors [8] as seen by private sup-
pliers’ eligibility to provide homecare to Danish citizens
since 2002 [52]. In a study from 2014, care as a market
activity was discussed [53]. The study highlighted that
market thinking directly affects care provision and thus
indirectly the relationship between the healthcare profes-
sional and the older person receiving homecare, similar
to a service provider and a customer’s role [53].. This
negotiation approach to care came into focus in our
study of Trajectory 2, where the two nurses refer to the
patient’s transition to the cardiology department as a
bargain, and the power struggle between his physicians
and the relevant specialties is observed. In Trajectory 1,
negotiation was seen in relation to the patient’s medica-
tion. The clinical care trajectory in Trajectory 4 exempli-
fies how communication can be practiced less

appropriately with a tendency towards a mechanical
approach.

Developing new professional identities
Meanwhile, implementation of NPM required documen-
tation and performance-measurement [52], referred to
by Michael Power as the ‘Audit-society [54]. Further-
more, evidence-based medicine gained momentum and
treatment became more specialised [8, 9]. These new de-
mands encompassed new tasks and practices for health-
care professionals leaving less direct contact with
patients and relatives. The outcome of system efficiency
is seen in Trajectory 2, where the physician finishes his
hospital rounds so timely that the nurse has no chance
to discuss her reflections with him.
It has been argued that the development of nurse’s

professionalism is an action that arose from nurses’ mo-
tivation to gain more status [13, 55]. However, applying
Habermas [46], the perception could be, that the altering
within the professional profiles occur as a colonization
from the system, which affects healthcare professionals’
lifeworld. Thereby as practices and procedures change,
healthcare professionals will slowly view their roles in
clinical care trajectories differently. The new profession-
alism embracing increased patient demands,
involvement, and mutual decision-making affects the re-
lationship and power division between the professional
and the patient. Several scholars, such as Talcott Par-
sons, have described how the roles of and relationship
between healthcare professionals and patients are dis-
torted by power division [8]. The more paternalistic ap-
proach to care, revealed in our study (e.g. Trajectory 1
and 5), can be seen as a misuse of power or a tendency
to work from an understanding of the professional as
the professional expert, as described by Parsons and
others in the 1970s [56]. This approach has been criti-
cized as inappropriate as it appears to neglect the life-
world of the patients. According to Habermas’ theory, it
is crucial to raise awareness of power relations through a
reflective process to avoid increasing of the power gap
between healthcare professionals and patients [48]. The
potential for mutual understanding and decision-making
are formed within this relationship and partnership be-
tween HCPs and patients. Thus, communication and
equal dialogue between patients and healthcare profes-
sionals are essential to improve quality and support
person-centered care within the clinical care trajectory.
However, our study insinuates a paradox between

striving to involve patients and the competing require-
ments of increasing efficiency and care provision. This is
similar to findings in a recent study adressing pain care
provision and practice culture that clash with the pa-
tient’s perspective [57]. The tendency to limit communi-
cation with patients and relatives may contribute to a
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less person-centered care approach. It signals that an
unbalanced focus on system effectiveness facilitates a
dominating market logic, inappropriate for person-
centered care. Sine Lehn describes a healthcare practice
affected by system logic. Lehn highlights new challenges
for healthcare professionals’ work practice that can re-
sult from system and organization changes [58]. Without
a practice culture that embraces person-centered care
and communication, there is a risk, that market logics
and scarce resources will dominate the healthcare pro-
fession and reduce care to trade. In that case, there is a
tendency to evaluate patients more as consumers or cus-
tomers requiring a service.

Complexities of the ‘lifeworld’ and implications for
practice
Our study suggests that healthcare practice is signifi-
cantly colonized and is challenged by system effective-
ness demonstrated in the trajectories described earlier.
However, the healthcare system is complex. Even though
healthcare professionals’ practice is based upon proce-
dures and structures, their lifeworld is individual and af-
fected at different levels. To practice more patient- or
person-centered care requires healthcare professionals to
activate their own lifeworld to engage in the individual
patient’s lifeworld whilst communicating and acting at a
professional level. Healthcare professionals are not only
professionals delivering healthcare services, they repre-
sent the lifeworld as well. They view the world differ-
ently and have individual lifeworlds, which contribute to
the complexity in professional interactions.
The study indicates that organizational care plans and

care provision should not merely be based on market
logics and NPM thinking. There is a need to emphasize
the care approach prioritizing person-centered care and
relatives’ involvement, to achieve goals of individual care
plans and patient involvement. Furthermore, it is crucial
to increase awareness of the system approach to effects
on care practice and procedures. This is relevant for fu-
ture healthcare educational programs that could
emphasize the importance of professional identity and
communication to promote person-centered care.

Strengths and limitations
To the best of our knowledge, no other Danish study
has in recent times followed older patients and assessed
their clinical care trajectory in a period before admission,
during the hospital stay and after discharge.
This study focuses on healthcare professionals’ prac-

tice. A strength of this study is the inclusion of various
professions from different sectors of the healthcare sys-
tem. However, conducting clarifying interviews with the
involved healthcare professionals in the observation

period was not always possible due to work flow and
task prioritization.
Making use of an internal gatekeeper with a prominent

role in the department may result ina risk of coercion
due to power imbalance. However, the gate-keepers role
was kept to a minimum and any trajectory, where the
gate-keeper was actively involved professionally was
omitted.
Screening the patient flow management screen before

approaching the patient may raise an ethical dilemma.
However, practicalities made it impossible to gain access
and otherwise recruit. Furthermore, the study obtained
organizational acceptance and formal improvement to
be conducted.
For ethical reasons, the most vulnerable older adults,

such as those who have dementia, were excluded. How-
ever, if the more vulnerable patients had been included,
the results may have demonstrated an even more limited
patient involvement and distortion of healthcare profes-
sional and patient relationships.
Member-checking of the preliminary results with e.g.

the HCps observed, would have benefitted the study fur-
ther. However, the authors thoroughly made use of tri-
angulation in the analysis process as described.
Applying Habermas as a theoretical framework in this

discussion highlights the importance of communication
and dialogue. However, Habermas’s critics emphasize
that his theories do not sufficiently include culture, indi-
vidual morals and values [48], which also affect the care
practice. We suggest that more research is needed to in-
vestigate the clinical care trajectory for older adults in-
cluding other aspects such as working cultures in
context.

Conclusion
Healthcare professionals’ interactions and practice are
increasingly dominated by technical knowledge and mar-
ket rationality as a result of NPM and numerous
organizational changes in the healthcare system. The de-
velopment of new professionalism with new tasks and a
more specialised, evidence-based practice changes the
relationship between healthcare professionals and pa-
tients, resulting in a clash between the system and
healthcare practice intended to deliver person-centered
care acknowledging the lifeworld of patients and rela-
tives. However, there are more factors than merely sys-
tem changes and societal developments contributing to
healthcare professionals’ practice. While the system con-
tributes to procedures and uniformity, healthcare profes-
sionals’ lifeworld enables every healthcare professional to
interact individually and flexibly with patients within the
given framework of organizational structures and re-
sources. The lifeworld of professionals contributes to the
nuanced and complex practice within clinical care
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trajectories. This study illustrates the need for better
communicative practice based on equalized power to ac-
commodate power distortion between healthcare profes-
sionals and patients. Such practices and procedures
should be embedded immediately in educational pro-
grams to ensure a more appropriate and less paternalis-
tic approach to healthcare. Furthermore, organizational
structures and decision-makers should allocate resources
to prioritize dialogue in daily interations to ensure better
quality of the healthcare practice. This prioritization
would help avoid overlooking patients’ needs and power
clashes between professions.

Abbreviations
ED: Emergency department; GP: General practitioner; NPM: New public
management; SRQR: Standards for reporting qualitative research;
WHO: World health organisation

Acknowledgements
We gratefully appreciate and thank all contributing healthcare professionals
for their cooperation. We also thank OPEN (Open Patient data Explorative
Network), Odense University Hospital, the Region of Southern Denmark,
Hyperlink www.sdu.dk/ki/open, for facilitating secure data handling and
skilled support of the research project. Finally, we thank Caroline Margaret
Moose for proofreading.

Authors’ contributions
All authors contributed to the planning of this study. MHP collected all data,
prepared the empirical material for analysis, read, discussed and interpreted
the empirical material, prepared tables, drafted the manuscript, contributed
revising and submitted the manuscript. CBM was a gatekeeper to the ED,
read discussed and interpreted the empirical material and contributed
revising the manuscript. JS read discussed and interpreted the empirical
material and contributed revising the manuscript. HAS read discussed and
interpreted the empirical material and contributed revising the manuscript.
PTA read discussed and interpreted the empirical material and contributed
revising the manuscript. All authors approved the final version of the
manuscript.

Funding
The work was supported by General Practitioners’ Foundation for Education
and Development (PLU), under grant EMN-2018-00017 to support the cost
for salary to participating GPs. The work was supported by the University of
Southern Denmark by a faculty scholarship and by the Region of Southern
Denmark under grant 17/33586. The memorial Fund of Knud and Edith Erik-
sen supported the study.

Availability of data and materials
The datasets generated and analysed during the current study are not
publicly available due to individual privacy but are available from the
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study followed the code of conduct for research integrity [59] and was
registered by The Danish Data Protection Agency (17/31221). The Regional
Committee on Health Research Ethics for Southern Denmark stated that the
study had no notification obligations (S-20172000-135). The Committee of
Multipractice Studies in General Practice recommended general practitioners’
participation (25–2017). Written informed consent was obtained from all
participating older people.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Emergency Department, Hospital Sønderjylland, Kresten Philipsens Vej 15,
6200 Aabenraa, Denmark. 2Research Unit for Health Promotion, Department
of Public Health, University of Southern Denmark, Degnevej 14, 6705 Esbjerg,
Denmark. 3Department of Regional Health Research, Winsløwparken 19,3,
5000 Odense, Denmark. 4University of Southern Denmark, Odense, Denmark.
5Research Unit of General Practice, J. B. Winsløws Vej 9A, 5000 Odense,
Denmark. 6Research Unit for Health Promotion, Department of Public Health,
University of Southern Denmark, Degnevej 14, 6705 Esbjerg, Denmark.

Received: 13 February 2021 Accepted: 24 August 2021

References
1. Begun JW, Zimmerman B, Dooley K. Healthcare organizations as complex

adaptive systems. In: Mick SM, Wyttenbach M, editors. Advances in Health
Care Organization Theory. San Francisco: Jossey-Bass; 2003. p. 253–88.

2. Olejaz M, Nielsen AJ, Rudkjøbing A, Okkels HB, Krasnik A, Hernández-
Quevedo C. Denmark: health system review. Health Syst Transit. 2012;14(2):
1–192.

3. Vrangbæk C. Denmark in [International Health Care System Profiles] 2020
[Available from: https://www.commonwealthfund.org/international-health-
policy-center/countries/denmark.

4. Seemann J, Gustafsson J. Integration in the spotlight: Fighting silo barriers
and fragmented healthcare in Denmark. In: Giarelli G, Jacobsen B, Nielsen
M, Reinbacher GS, editors. Future Challenges: For Health and Healthcare in
Europe. 1st ed. Denmark: Aalborg University Press; 2016. p. 49–70.

5. World Health Organisation. Continuity and coordination of care - A practice
brief to support implementation of the WHO Framework on integrated
people-centred health services. Geneva: World Health Organization; 2018.

6. Andersen PT, Jensen JJ. Healthcare reform in Denmark. Scand J Public
Health. 2010;38(3):246–52. https://doi.org/10.1177/1403494809350521.

7. Pierre J. The Marketization of the State. In: Peters GB, Savoie DJ, editors.
Citizens, Consumers, and the Emergence of a Public Market: Governance in
a changing environment. McGill-Queen's University Press; 1995. p. 55–81.

8. Dybbroe B. Professionssociologi - Sundhedsprofesioner under pres
[Professions Sociology - Helathprofessions under pressure]. In:
Sundhedssociologi: en grundbog [Health Sociology - the basics]. 1st ed.
Copenhagen: Nota; 2010. p. 191–212.

9. Zeitler U. Ny professionalisme - samskabelse som vej til et bæredygtigt
samfund. [new professionalism - co-creation as a new way of creating a
sustainable society]. Copenhagen: Akademisk Forlag; 2016. p. 240.

10. Eklund JH, Holmström IK, Kumlin T, Kaminsky E, Skoglund K, Höglander J,
et al. "same same or different?" a review of reviews of person-centered and
patient-centered care. Patient Educ Couns. 2019;102(1):3–11. https://doi.
org/10.1016/j.pec.2018.08.029.

11. Jacobsen CB, Pedersen VH, Albeck K. Patientinddragelse mellem ideal og
virkelighed - en empirisk undersøgelse af fælles beslutningstagning og
dagligdagens møder mellem patient og behandler. In: Patientinvolvement
between ideology and reality - an empirical assessment of mutual decision-
making and everyday meetings between patient and carer. København:
Sundhedsstyrelsen, Monitorering & Medicinsk Teknologivurdering; 2008.

12. Dyrstad DN, Testad I, Aase K, Storm M. A review of the literature on patient
participation in transitions of the elderly. Cogn Tech Work. 2015;17(1):15–34.
https://doi.org/10.1007/s10111-014-0300-4.

13. Porter S. New nursing: the road to freedom? J Adv Nurs. 1994;20(2):269–74.
https://doi.org/10.1046/j.1365-2648.1994.20020269.x.

14. Region of Southern Denmark. Center for fælles beslutningstagning [Center
for Shared Decision-Making] [Available from: https://www.cffb.dk/.

15. Vanhaecht K, Massimiliano P, van Zelm R, Sermeus W. An overview on the
history and concept of care pathways as complex interventions. Int J Care
Pathways. 2010;14:117–23.

16. Bower KA. Clinical pathways: 12 lessons learned over 25 years of experience.
Int J Care Pathways. 2009;13(2):78–81. https://doi.org/10.1258/jicp.2009.
009008.

17. Pinder R, Petchey R, Shaw S, Carter Y. What's in a care pathway? Towards a
cultural cartography of the new NHS. Sociol Health Illness. 2005;27(6):759–
79. https://doi.org/10.1111/j.1467-9566.2005.00473.x.

18. World Health Organisation (WHO), Regional Office for Europe. The Vienna
Recommendations on Health Promoting Hospitals adopted at the 3rd

Persson et al. BMC Health Services Research          (2021) 21:944 Page 17 of 18

http://www.sdu.dk/ki/open
https://www.commonwealthfund.org/international-health-policy-center/countries/denmark
https://www.commonwealthfund.org/international-health-policy-center/countries/denmark
https://doi.org/10.1177/1403494809350521
https://doi.org/10.1016/j.pec.2018.08.029
https://doi.org/10.1016/j.pec.2018.08.029
https://doi.org/10.1007/s10111-014-0300-4
https://doi.org/10.1046/j.1365-2648.1994.20020269.x
https://www.cffb.dk/
https://doi.org/10.1258/jicp.2009.009008
https://doi.org/10.1258/jicp.2009.009008
https://doi.org/10.1111/j.1467-9566.2005.00473.x


Workshop of National/ Regional Health Promoting Hospitals Coordinators,
Vienna, 1997. Copenhagen: WHO, Regional Office for Europe; 1997.

19. World Health Organisation (WHO). Patient Safety Curriculum Guide -Multi-
professional Edition 2011.

20. ten Dam EM, Waardenburg M. Logic fluidity: how frontline professionals use
institutional logics in their day-to-day work. J Prof Organ. 2020;7:188–204.

21. Beedholm K. Patient involvement and institutional logics: a discussion
paper. Nurs Philos. 2019;20(2):e12234. https://doi.org/10.1111/nup.12234.

22. Bode I, Lange J, Märker M. Caught in organized ambivalence: institutional
complexity and its implications in the German hospital sector. Public Manag
Rev. 2017;19(4):501–17. https://doi.org/10.1080/14719037.2016.1195437.

23. Lennox A, Braaf S, Smit V, Cameron P, Lowthian JA. Caring for older patients
in the emergency department: health professionals' perspectives from
Australia - the safe elderly emergency discharge project. Emerg Med
Australas. 2019;31(1):83–9. https://doi.org/10.1111/1742-6723.13108.

24. World Health Organisation (WHO). World report on ageing and health. 2015.
25. Boye LK, Mogensen CB, Mechlenborg T, Waldorff FB, Andersen PT. Older

multimorbid patients’ experiences on integration of services: a systematic
review. BMC Health Serv Res. 2019;19(1):795. https://doi.org/10.1186/s12913-
019-4644-6.

26. McCabe JJ, Kennelly SP. Acute care of older patients in the emergency
department: strategies to improve patient outcomes. Open Access Emerg
Med. 2015;7:45–54. https://doi.org/10.2147/OAEM.S69974.

27. Pedersen KM, Andersen JS, Sondergaard J. General practice and primary
health care in Denmark. J Am Board Fam Med. 2012;25(Suppl 1):S34–8.
https://doi.org/10.3122/jabfm.2012.02.110216.

28. Lyngsø AM, Godtfredsen NS, Frølich A. Interorganisational Integration:
Healthcare Professionals’ Perspectives on Barriers and Facilitators within the
Danish Healthcare System. Int J Integr Care. 2016;16(1):4.

29. Rudkjøbing A, Strandberg-Larsen M, Vrangbaek K, Andersen JS, Krasnik A.
Health care agreements as a tool for coordinating health and social
services. Int J Integr Care. 2014;14(4). https://doi.org/10.5334/ijic.1452.

30. Bak CK, Vrangbæk K, Winslow NT, Lau CB, Kousgaard MB, Holm J, et al.
Sundhedsfremme i kommuner og lokalsamfund: mellem forskning,
planlægning og praksis [health promotion in municipalities and local
communities: between research, planning, and practice]. 1. Udgave ed.
Copenhagen: Hans Reitzel; 2020. p. 253.

31. The National Board of Health. Styrket akutberedskab - planlægningsgrundlag
for det regionale sundhedsvæsen [An intensification of the emergency care -
planning basis of the regional healthcare]. 2007 26. juni 2007.

32. VIVE – Viden til Velfærd [Knowledge for wealth]. Akutmodtagelserne i
Danmark. Forudsætninger, udfordringer og fremtidige pejlemærker. [The
emergency rooms in Denmark - preconditions, challenges, and future
landmarks] 2018. Report No.: e-ISBN: 978–87–7119-549-1.

33. Danske Regioner [Danish Regions], Sundhedsstyrelsen [the National Board
of Health], Sundheds- og Ældreministeriet [Ministry of Health and Eldercare].
De danske akutmodtagelser - status 2016. [The Danish emergency
departments - A status]. 2016. Retrieved from: https://www.regioner.dk/
media/3084/statusrapport-om-akutmodtagelserne.pdf.

34. Andersen AB, Beedholm K, Kolbaek R, Frederiksen K. When clock time
governs interaction: how time influences health Professionals' Intersectoral
collaboration. Qual Health Res. 2018;28(13):2059–70. https://doi.org/10.11
77/1049732318779046.

35. Dilthey W, Simmel G, Weber M, Freud S, Cassirer E, Mannheim K, et al. The
interpretative tradition. In: Delanty G, Strydom P, editors. Philosophies of
social science : the classic and contemporary readings, part two.
Maidenhead, Philadelphia: Open University Press; 2003. p. 85–206.

36. Spradley J. Participant observation. Wadsworth Cengage Learning: USA;
1980. p. 195.

37. Robson C. Real world research: a resource for social scientists and
practitioner-researchers. 2nd ed. Malden, Massachusetts:USA: Blackwell
Publishers; 2002.

38. Hoffmann E, Andersen PT, Mogensen CB, Prinds C, Primdahl J. Relatives’
negotiation power in relation to older people’s acute hospital admission: A
qualitative interview study. Scand J Caring Sci. 2021;00:1–11. https://doi.
org/10.1111/scs.13012.

39. Boye LK, Mogensen CB, Andersen PT, Waldorff FB, Mikkelsen TH. 'One feels
somewhere that one is insignificant in that system' - older multimorbid
patients' between lifeworld and system in healthcare. BMC Geriatr. 2021;
21(1):397.

40. World Medical Association. World Medical Association Declaration of
Helsinki – Ethical principles for medical research involving human subjects
2018 [Available from: https://www.wma.net/policies-post/wma-declaration-
of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/.

41. Robson C. Additional Methods of Data Collection. In: Real World Research.
Malden,Massachusetts:USA: Blackwell Publishers Inc; 2002. p. 379.

42. Malterud K. Kvalitative forskningsmetoder for medisin og helsefag
[qualitative research methods in medicine and healthcare]. 4th ed. Oslo,
Norway: Universitetsforlaget; 2017. p. 254.

43. British Geriatric Society - Improving healthcare for older people. Is it time to
redefine old age? 2017 [Available from: https://www.bgs.org.uk/blog/is-it-
time-to-redefine-old-age.

44. Emerson RM. Writing ethnographic fieldnotes. 2nd ed: The University of
Chicago Press; 2011.

45. Blumer H. Symbolic interactionism: perspectives and method. 1st ed.
Englewood Cliffs: New Jersey Prentice-Hall, Inc.; 1969.

46. Habermas J. Theorie des kommunikativen Handelns. Cambridge: Polity;
1981. 465 (English edition, vol. 1) 57 (English edition, vol. 2).

47. Habermas J. The theory of communicative action - the critique of
functionalist reason. Cambridge: Polity Press; 1987.

48. Christiansen K. Jürgen Habermas. In: Andersen PT, Timm H, editors.
Sundhedssociologi - en grundbog. Copenhagen: Hans Reitzels Forlag; 2010.
p. 100–17.

49. Birkler J. Videnskabsteori: en grundbog [Scientific Theory - the basics]. 1 ed.
Copenhagen: Munksgaard Danmark; 2005. 151 sider p.

50. Mishler EG. The discourse of medicine. Dialectics of medical interviews.
Noorwwod, New Jersey: Ablex Publishing Coorporation; 1984.

51. Greenhalgh T, Robb N, Scambler G. Communicative and strategic action in
interpreted consultations in primary health care: a Habermasian perspective.
Soc Sci Med. 2006;63(5):1170–87. https://doi.org/10.1016/j.socscimed.2006.
03.033.

52. Kjær P, Vikkelsø S. Organisationssociologi [Organisational Sociology]. In:
Andersen PT, Timm H, editors. Sundhedssociologi: en grundbog [health
sociology - the basics]. 1st ed. Copenhagen: Nota; 2010. p. 163–84.

53. Møller JL, Hohnen P, Ajslev JZN, Hansen AM. Omsorg på
arbejdsmarkedsvilkår - arbejdsvilkår og orienteringer i den fragmenterede
danske hjemmepleje [Care at market conditions - Working conditions and
orientations within the fragmented danish homecare]. Tidsskrift for
Arbejdsliv [Journal of Worklife]. 2014;16(4):85–101. https://doi.org/10.7146/
tfa.v16i4.108979.

54. Power M. The audit society - rituals of verification. Oxford: Oxford University
Press; 1997. 183 p.

55. Porter S. The poverty of professionalization - a critical analysis of strategies
for occupational advancement of nursing. J Adv Nurs. 1992;17(6):720–6.
https://doi.org/10.1111/j.1365-2648.1992.tb01970.x.

56. Vardinghus-Nielsen H, Bak CK. Sundheds- og sygdomskultur i et sociologisk og
sundhedsteknologisk perspektiv [Health- and sickness culture in a sociological
and health-technological perspective]. In: Andersen PT, Jacobsen MH, editors.
Kultursociologi og kulturanalyse [Culture Sociology and Culture Analysis]. 1st
ed. Copenhagen: Hans Reitzels Forlag; 2017. p. 475–95.

57. Harmon J, Summons P, Higgins I. Nurses' culturally mediated practices
influencing pain care provision for older people in acute care: ethnographic
study. Appl Nurs Res. 2019;48:22–9. https://doi.org/10.1016/j.apnr.2019.05.010.

58. Lehn-Christiansen S. Tværprofessionelt samarbejde i sundhedsfaglig praksis
[Interprofessional collaboration in healthcare practice]. 1st ed. Copenhagen:
Munksgaard; 2016. 257 p.

59. Dansish Ministry of Higher Education and Science. The Danish Code of
Conduct for Research Integrity: Dansish Ministry of Higher Education and
Science; 2014. Available from: https://ufm.dk/publikationer/2014/the-danish-
code-of-conduct-for-research-integrity.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Persson et al. BMC Health Services Research          (2021) 21:944 Page 18 of 18

https://doi.org/10.1111/nup.12234
https://doi.org/10.1080/14719037.2016.1195437
https://doi.org/10.1111/1742-6723.13108
https://doi.org/10.1186/s12913-019-4644-6
https://doi.org/10.1186/s12913-019-4644-6
https://doi.org/10.2147/OAEM.S69974
https://doi.org/10.3122/jabfm.2012.02.110216
https://doi.org/10.5334/ijic.1452
https://www.regioner.dk/media/3084/statusrapport-om-akutmodtagelserne.pdf
https://www.regioner.dk/media/3084/statusrapport-om-akutmodtagelserne.pdf
https://doi.org/10.1177/1049732318779046
https://doi.org/10.1177/1049732318779046
https://doi.org/10.1111/scs.13012
https://doi.org/10.1111/scs.13012
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.bgs.org.uk/blog/is-it-time-to-redefine-old-age
https://www.bgs.org.uk/blog/is-it-time-to-redefine-old-age
https://doi.org/10.1016/j.socscimed.2006.03.033
https://doi.org/10.1016/j.socscimed.2006.03.033
https://doi.org/10.7146/tfa.v16i4.108979
https://doi.org/10.7146/tfa.v16i4.108979
https://doi.org/10.1111/j.1365-2648.1992.tb01970.x
https://doi.org/10.1016/j.apnr.2019.05.010
https://ufm.dk/publikationer/2014/the-danish-code-of-conduct-for-research-integrity
https://ufm.dk/publikationer/2014/the-danish-code-of-conduct-for-research-integrity

	Abstract
	Background
	Aim
	Methods
	Results
	Conclusion

	Background
	Aim

	Healthcare in Denmark
	Method
	Ethical conciderations
	Being an insider or an outsider
	Study participants
	Data collection
	Analysis

	Results
	The end justifies the means – “I know what is best for you”
	Basic needs of care overruled by system effectiveness
	Treatment as a bargain
	Healthcare professionals as solo-detectives

	Discussion
	Applying a Habermas approach to the results
	A dominating system with market logics
	Developing new professional identities
	Complexities of the ‘lifeworld’ and implications for practice
	Strengths and limitations

	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

