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Abstract

Purpose – The purpose of this paper is to explore stakeholder views on the policy of integrated health and
social care for older people with complex needs in Sweden and the issue of trust in implementing the policy.
Design/methodology/approach – The study used a qualitative interview design and interviews with nine
strategically selected stakeholders. A thematic analysis focused on trust, as defined in the theory of
collaborative advantage, was used.
Findings – This study of health and social care exposed a lack of trust on political, strategic and inter-
professional levels. Two opposing lines of argument were identified in the interviews. One advocated a single
government authority for health and social care. The other was in accordance with recently implemented
national policies, which entailed more collaboration between local government authorities, obliging them to
make joint local agreements. The Swedish experience is discussed in an international context, examining the
need for collaboration in integrated care services for older people.
Research limitations/implications – Although the findings are important for the current adjustment in
health and social care for older people, the number of interviewees are limited. Future studies will include more
regions and longitudinal studies.
Originality/value – Sweden is currently undergoing an extensive adjustment in line with recent national
government policy which involves more primary health care and a corresponding reduction in the number of
hospital beds. The restructuring of the care system for older people with complex needs is a paradox, as it
simultaneously increases the need for centralisation while also increasing coordination and collaboration on a
local basis.
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Introduction
Across Europe, increases in the ageing population have led to national government initiatives
in the care of older people (including home and residential care), advancing different models
of integrated care. These include increased coordination and collaboration between health
and adult social care services (Exworthy et al., 2017; Leichsenring and Alaszewski, 2004;
Vabo and Burau, 2019). Sweden is particularly interesting from this perspective, as it has a
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universal long-term caremodel, involving both health and social services (Ranci and Pavolini,
2015). Despite a decline in the provision of services for older people, public resources allocated
to this sector remain high in comparison with most European countries, making Sweden one
of the most generous countries in the Organisation for Economic Co-operation and
Development (OECD) in this area (Meagher and Szebehely, 2012). In Sweden, coordination
and collaboration between health and social services have been at the forefront of national
policies for eldercare (SOU, 2016, p. 2). Cross-sectional coordination and inter-organisational
collaboration in the care of older people with complex needs have been widely advanced as a
means to the end of integrated care (Coleman and Glendinning, 2015; SAHCSA, 2016).
Through well-implemented coordination, different levels of national and local government
are able to provide efficient and safe care to growing numbers of older people, and efficient
collaboration between health and social care organisations generates continuity of care
(Klinga et al., 2018).

However, many barriers to optimal collaboration in integrated care have been identified.
There are, for example, different definitions of integrated care and varyingways of applying
such care. There is also a general lack of understanding about the aims and objectives of
integration and a lack of trust between the collaborating parties meant to provide it
(Cameron et al., 2014). In particular, the issue of trust has been stressed as one of the main
factors for initiating and sustaining successful collaboration (Ansell and Gash, 2008;
Vangen and Huxham, 2003). But, although good collaborative relationships are essential for
integrated care, they can be difficult to achieve, with inherent contradictions caused by
differences between the collaborating agencies. However, these differences also create the
potential for collaborative advantage, in the form of the synergy, which means it is possible
to achieve things that could not be attained by any one organisation acting alone (Huxham
andVangen, 2005). The theory of collaborative advantage is aboutmanaging collaborations,
and it is structured in overlapping themes that include goals, power, trust, culture and
leadership, describing complexities in collaborative settings (Huxhamn and Vangen, 2005).
Two factors are important for initiating trusting relationships, described as a trust-building
loop. They are, firstly, the formation of appropriate expectations, and secondly, the
willingness to take the risk that collaboration involves (Vangen and Huxham, 2003). When
both of these factors are present, trust can be built gradually through modest aims. This
leads to the reinforcement of trusting attitudes necessary for more ambitious collaboration
(Vangen and Huxham, 2003).

However, such a small-wins approach is inappropriate if there are major social issues at
stake, such as the reorganisation of care services for older people, or if there is a history of
mistrust between the collaborating organisations. Then, a more comprehensive approach to
trust-building is needed (Vangen and Huxham, 2003). Managing power imbalances is
particularly crucial for sustaining trust. Usually, some partners are more essential to the
collaborative enactment than others, and understanding and being open about this
imbalance, and being aware of the way the power balance may change, is central to
maintaining trust (Huxham and Vangen, 2005).

The purpose of this article is to explore contemporary policy responses, where
coordination and collaboration are important features in dealing with the complexities of
integrated social and health care for older people in Sweden. Different perspectives on the
provision of care for older people are obtained in interviews with stakeholders and are
compared with the most recent national government eldercare policy. The focus of the
analysis is on cross-sector and inter-organisational collaboration.

Background and context
In Sweden, the integrated care for older people involves decentralised coordination between
the regional (county) and local (municipal) authorities and inter-organisational collaboration
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between providers of regional healthcare agencies and local municipal social care. Regional
authorities are responsible for all healthcare, including hospitals and primary health care.
Local authorities are responsible for care for older people, but private entrepreneurs may be
care providers after a process of public procurement by the local authorities. Inter-
professional collaboration takes place mainly in multi-professional teams, e.g. between
physicians in primary healthcare and professionals in specialised care and rehabilitation, and
in the interface between home healthcare, multi-professional teams and municipal home
care staff.

Community Care Reform (CCR) in 1992 was a turning point for the overall organisation of
care for older people, and decentralisation became a key word. During the same period,
marketisation of the public sector took place, opening up what had been a government
monopoly to private entrepreneurs (Edebalk, 2016; Meagher and Szebehely, 2012). The vision
was that local municipalities should generally take a greater responsibility for citizens’
interests, and in particular, for eldercare. From then on, the regional authority was
responsible for medical expertise and health care, and the local authority for social care,
including home and residential care for older people. Distribution of responsibility between
the regional and the local municipal care services also involved their cooperation in providing
day-to-day services and in joint local planning (Government Bill, 1990/91:14). The CCR also
contained administrative reforms, including a new law, the Liability Payment Act (1990:1404)
(Table 1). This forced local municipalities to pay for hospital care for older people ready for
discharge if the municipalities could not make appropriate provision for these older people
within five days. The idea was that with coordinated operational care planning, there would
be much better collaboration between the regional and local authorities. How this should be
implemented was, to a large degree, left to the local authorities and regions, which were
expected to reach their own mutual agreements.

However, in 2002, a newGovernment Bill (2002/03:20) suggested a revision of the Liability
for Payment Act (1990:1404) because of an urgent need to strengthen collaboration between
the regional authorities and local municipalities. Stricter regulations for care planning before
patients were discharged were introduced. Further reinforcement of collaboration and
coordination between regional and local authorities was deemed necessary again in 2010. A
policy was adopted that included coordinated care plans for patients in need of both health
and social care and also included a registered healthcare contact prior to hospital discharge.
Nonetheless, evaluations showed that this had little effect (SAHCSA, 2016). Finally, a new act
came into effect in 2018; Collaboration in Discharge fromHospital Care (Act 2017:612, in short
the Collaboration Act) applied to all patients, although older people are usually in more need

Legislation Year Change

Liability of Payment
Act

1990 Local municipalities liable for payment within 5 days for older people ready
for hospital discharge

CCR 1992 Local municipalities responsible for social care of older people, regional
authorities responsible for healthcare

Government Bill 2002 Stricter rules of care planning and information from hospitals to community
care before discharge from hospital

Government Bill 2010 Policy of coordinated care plans and registered healthcare contact before
discharge from hospital

Collaboration Act 2017 Primary healthcare centres responsible for coordination of older people
discharged from hospital. Local municipalities liable for payment within
3 days for older people ready for hospital discharge, unless local and regional
authorities make up local agreement

Table 1.
Changes in legislation
on collaboration and

coordination from 1990
to 2017

Collaborative
advantage for
older people

233



of continuous health and social care in the community. With the new legislation, the question
of how regions and municipalities should collaborate became a key issue.

One of the main reasons for failure to collaborate is explained as stemming from a lack of
trust. There is:

a lack of trust and collaborative spirit which prevails between the different types of authorities and
neither of them counts on the other to put the patient’s need in focus. The national government’s
opinion is that both the regions and the municipalities should have the patient’s well-being as their
prime focus (Government Bill, 2016/17:106, p. 105f).

With the new legislation, the regional and local authorities are now forced to agree on their
shared responsibilities and payment for patients in hospital care; otherwise, the “back-up”
solution described in the new legislation will be applied. Where older people are considered
ready to be discharged from hospital, this legislation shortens the time before the relevant
local municipality becomes liable for payment of hospital charges from five to three days.
This means that the local municipality needs to arrange home or residential care for the
discharged older person within three days. It is not intended that the back-up solution will be
used as standard, as it is anticipated that the two parties will arrive at agreements so as to
avoid charges. There are also some specific requirements in the legislation addressing the
regions’ primary healthcare centres, which will be given the responsibility for coordinating
care for older patients leaving hospital. This will rectify a long-held complaint about primary
healthcare that it is not sufficiently pro-active, and that it does not assume any responsibility
for the care chain (Government Bill, 2016/17:106). It will put further pressure on primary
healthcare providers to comply with the legislation, including the provision of coordinated
care plans and registered healthcare contact.

The first assessment of the impact of the Collaboration Act (SAHCSA, 2018) showed that
the new act had clear aims, but statistics on a national level, necessary to fully evaluate the
effects of the act, were lacking. Another problem raised in the assessment is the lack of a
common definition of a patient “ready for discharge”. This influences the way the number of
days the patient is waiting to leave the hospital is measured.

Method
Study design and data collection
The findings were part of a larger research project addressing sustainable quality
coordination in health and social care for frail, older people in Sweden. This study used a
qualitative interview design to obtain stakeholder views on the governance strategies for care
for older people with complex needs. Stakeholders were strategically selected to represent
national government, regional and local authorities and non-government organisations.
Eight semi-structured interviews with nine stakeholders were held (Table 2). The
interviewees were from the same municipality in one region, although the municipality is
large and divided in several districts. The purpose of the interviews was to compare and
analyse the views of stakeholders currently engaged in the organisation of care for older
people with complex needs. The interviews were carried out during autumn 2018, nine
months after the new Collaboration Act (2017) was adopted. At this time, there had not yet
been any financial transfers from hospitals to primary healthcare, nor was it clear how such
transfers should be developed. The interview guide focused on the recent changes in national
policies, on the challenges and advantages of collaboration between health and social care, as
well as quality issues in the care of older people. There are specific and overlapping terms
associated with older people with complex needs, such as “frailty” or “multi-morbidity” (see
Cesari et al., 2017). In the interviews, the definition “older people with complex needs” was
used, alternatively “older people in need of both health and social care”.
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The interviews varied between 1 and 2 h, and they were recorded and transcribed verbatim.
In one interview, two representatives from one region participated at the same time.

Ethical approval was obtained from the Regional Ethics Committee in (Gothenburg,
No 587-18), and informed consent was received verbally by all participants.

Analysis
A thematic analysis in six steps was carried out (Braun and Clarke, 2006). Step (1)
Familiarisation with the data; the research group read the transcripts individually and then
discussed the interpretations. The significance of trust versus mistrust in the interviews was
identified in the group discussion. Step (2) Generating a coding frame; a theoretical coding
frame using a trust theme following guidelines taken from the theory of collaborative
advantage (Vangen and Huxham, 2003) was set up. Step (3) Searching for themes; the
interviews were carefully read and quotes sorted under the themes (for example: power
imbalances, trust, mistrust, common aims) in the coding frame. Step (4) Refining themes; the
initial coding frame was revised and codes were merged to be more comprehensive (Table 3).
Relevant quotes under each theme were selected and translated (by the first author, IK). Step
(5) Defining and naming themes; three main themes were delineated in light of the research
questions and the application of theory. The final Step (6) in Braun and Clarke’s (2006) scheme
is writing the report.

Themes Codes

Mistrust Power imbalance
“Blame-game”
Different understandings of goals
Shuffle of responsibility
Different budgets
Inter-professional mistrust

Prospects of trust-building Improvement of care (response from older people)
Overcoming disagreements through dialogue
Aspects agreed upon
Common aims

Integration One governmental authority
More collaboration – divided authorities

Interviewee Role Organisation Level

IP1 Coordinator (care of the elderly) The National Board of Health andWelfare National
IP2 Coordinator (care of the elderly) The Swedish Association of Local

Authorities and Regions*
National

IP3/IP4 Medical advisor/strategist County council Regional
IP5 Manager, head of department Healthcare team organisation (advanced

healthcare at home)
Regional

IP6 Local government commissioner
(care of the elderly)

Municipal council Local

IP7 Process leader Local–regional coordination body Local
IP8 Union lawyer Swedish Municipal Workers’ Union National
IP9 Pensioner Council member Swedish Labour Pensioners’ Organisation Local

Note(s): *The Swedish Association of Local Authorities and Regions (SALAR) is an employers’ organisation
that represents local government (local municipalities and regions)

Table 3.
Themes and codes

Table 2.
Interviewee, roles,

organisation and level
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Findings
The thematic analysis showed that most of the interviews included comments on continuing
mistrust between regions and local municipalities on political, strategic and inter-
professional levels. Nonetheless, there were also examples of trust and trust-building, as
well as aspects agreed upon regarding strategies and implications for the future of integrated
eldercare. The findings are presented under three main themes: mistrust, prospects of trust-
building and integration.

Mistrust
In spite of all the efforts geared at more coordination and collaboration, most of the
interviewees were frustrated by pleas for collaboration and coordination – they just did not
seem to work. The exception was interviewee IP2, who acknowledged the difficulties, but
seemed convinced that the new Collaboration Act (2017:612) would address many issues.

Mistrust and a power imbalance between the regional and local authorities was pervasive
and went back a long way. Regions were thought of as more resourceful and with more
higher-status professionals, while municipalities were described as being smaller and less
important, “It’s a little bit like “big brother” and “little brother”. The municipalities think that
nobody else should set the agenda, while they also believe that the regions and the health care
sector do so quite a lot” (IP4).

It was said by one interviewee that antagonism and differences between regions and local
municipalities still existed, which gave rise to a blame game. Hospitals, “want to get rid of
these patients and there is someone else [the municipality] who must bear that cost. It turns
out to be a blame game, where someone is pushing the costs somewhere else. That’s my
experience” (IP6). In this quote, the interviewee blamed the healthcare sector, but there were
other examples where the situation was reversed. The reasons behind such antagonism was
explained as authorities having different understandings of their own missions and designs
and a history of mistrust.

Although there were meetings and processes implemented to promote collaboration, not
everybody accepted responsibility:

We’re not in pace with each other, municipalities and regions. Yes, you sit in those meetings, but it’s
not really their [municipalities] job [it’s always somebody else’s]. How can that ever be a joint project?
The municipalities do not really give many answers, either. It’s quite comfortable to sit in the back
seat and say, “I’m not the driver” (IP3).

This comment is interesting, as it is actually the municipalities that are responsible for
eldercare.

The power imbalance was exacerbated by different budgets, where everyone was trying
to shuffle their problem over to another budget area and where it was claimed the regions
had more resources. IP7 asserted that hospital care devoured most capital, and the social
care in the local municipalities received much less funding, as did the primary healthcare
units, “Look at the hospitals - they just scoop up millions there, and then look at primary
care – just look at it. There’s a huge financial difference which is advantageous to
hospitals” (IP7). With the new Collaboration Act (2017:612), there will be an increased focus
on primary healthcare and changes in financial distribution, with more resources allocated
to local primary healthcare centres, although this was something that IP7 expressed
doubts about.

There were references to inter-professional mistrust; the different cultures and statuses of
healthcare professionals compared with social care staff in the local municipalities. This
applied particularly to the levels of expert knowledge and professional culture. There was a
general understanding that health professionals had the authority to make decisions because
of their professional knowledge. Still, there were also interviewees who underlined the
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competence of home care staff, as they were close to the older people and knew them well,
“Hospital staff should acknowledge, and trust, the competence of home care staff” (IP8).
Having said that, the importance of education, care skills and inter-professional working as
well as the increased status of professional carers, which could lead to an increased
willingness to work with older people, were issues raised as future challenges in the care for
older people.

Prospects of trust-building
Much work has been done to implement integrated care, such as the establishment of
multidisciplinary teams and individual care planning. IP9 had contact with many older
people, and according to her, much had improved:

They [older people] have had discussions before discharge from hospital, and the special teams have
a lot of knowledge, and they also look after the next of kin [. . .]. They [older people] are very pleased.
Even when they had to go into the Emergency Department they were admitted immediately and did
not have to wait for hours (IP9).

IP2 was a strong believer in the new Collaboration Act (2017:612) and referred to situations
where there were signs of overcoming disagreements through dialogue and moving towards
common goals. He remarked how effective collaboration was closely related to trust, “We
actually wanted the same thing, to build trust, build arenas for collaboration. All of the
organisation [SALAR] was behind the Government Bill [to the Collaboration Act] [. . .]. You
have to be good at joint planning and collaboration to build trust” (IP2).

All the interviewees agreed on certain issues. Up to now, primary healthcare had not been
involved in the care of older people to a sufficient degree. Clearly defined boundaries for
responsibilities and expanded information and communications technology (ICT) were
things that would make a change in the care of all people and specifically those with complex
issues. Previous legislation to ensure increased coordination and collaboration had not been
complied with, and consumer choice was inappropriate for the older target group.

Integration
There were two main lines of argument in the interviews, one including an integration of
health and social care authorities and the other arguing for more collaboration between
regional and local authorities. The first point involved the integration of health and social care
for older people into one governmental body, “I think theremust be a clearly defined task for a
single government agency, and if that’s not possible there’s got to be one authority which has
primary responsibility and which decides over the other authorities” (IP5). Another view
involved nationalised health care, “Inmy darkestmoments I ponder – nationalize all hospitals
and let home health care be governed by the regions, like in Norway” (IP7). The reasoning
behind such points of view originated in the ingrained mistrust and power imbalance
between regions and local municipalities, the non-compliance with previous legislation and
vague agreements, which did not work properly.

The second line of argument reinforced the need for more collaboration between regional
and municipal authorities and obligations for them to collaborate and coordinate their
services in local agreements. Investments in long-term change, together with the
implementation of new ways of working and collaborating, were proposed. There were
also expressions of uncertainty:

Since 2010 more collaboration has been initiated, still it’s moving too slowly and the older people
suffer because of that. I do not know what more to do, maybe more legislation, I do not know [. . .].
There’s a huge potential for improvement in collaboration, team work, coordination – well,
everything (IP1).
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Discussion
The aim of this article was to explore contemporary policy on integrated care and stakeholder
responses to it, focusing on policy coordination and collaboration. Trust between the
authorities involved is one of the most important features of collaborative advantage and
crucial for integrated care. The findings show a prevailingmistrust between health and social
care sectors on political, strategic and inter-professional levels. Mistrust is not uncommon in
collaborative relationships, and there is frequently a need to proceed with collaborative
agendas, even when trust is lacking (Vangen and Huxham, 2003). The way forward is
through time-consuming and continuous attention to a range of activities such as
communication about common goals, making agreements and sharing resources. In
particular, it has been suggested that sharing resources is an integral part of trust-building
and coping, when trust is otherwise lacking (Vangen and Huxham, 2003). Sharing resources
was also put forth as an urgent issue by the interviewees as was joint recordkeeping. This is
in line with reported challenges with implementing integrated care in the European Union
(EU) (European Commission, 2017) such as limitations of ICT, information structure and
organisational structures relating to the divided roles between department and professionals.
Moreover, evaluating outcomes frommodels of integrated care, and from patient experiences,
has proved challenging; there is no clear evidence that integrated health and social care
models reduce hospital admissions or rates of bed days in hospital, nor that they are more
cost-effective (Baxter et al., 2018; Mackie and Darville, 2016). However, from a patient safety
perspective integrated care has shown some positive effects, and people with complex needs
seem to benefit most through an outlined model similar to that proposed in the Swedish
legislation: a single entry point in the community, generally in primary health care,
individualised care plans and interdisciplinary teams, etc. (Hendry et al., 2018). Despite the
obvious conflict areas, power imbalances, lack of ICT and the need for encouraging social
care skills described by the stakeholders, one interviewee emphasised that older people
themselves described improvements in the coordination of care services.

The most recent national government directives attempt to mandate coordination and
collaboration through national government policy. The aim is to force the authorities to
coordinate and collaborate in health and social care of older people. Such moves are not
unique for Sweden, but are also the case in, for example, Denmark and Norway (Vabo and
Burau, 2019). How strictly national government policy is enforced varies. In Sweden, the push
for coordination and collaboration from national government has increased and enforcement
has become stricter over time. However, putting primary healthcare in the driver’s seat may
not be successful for a number of reasons. These include non-compliance with previous
attempts to involve primary healthcare centres, the general shortage of general practitioners
and the unintended consequences that may follow government incentives, such as health
professionals’ feelings of lack of autonomy (Andersson B€ack, 2016). The findings disclose
that there is still antagonism between the regional and local organisations, depending at least
partly on their separate budgets. Hospital care consumes most resources, but from an
international perspective, Sweden has the lowest number of hospital beds in Europe
(Eurostat, 2019) and a comparatively short length of stay in hospitals (Szebehly and
Trydeg�ard, 2012). The intention of the new Collaboration Act was to shorten the length of
hospital stays even more, leading to increased pressure on solutions for home-based care,
collaboration between authorities and integrated services.

In view of the future demographic increase in the number of older people, the findings in
this study indicate that the group of older people with complex needs might gain from being
the responsibility of a single government authority. This was one argument asserted in the
interviews, and the solution was seen as aiming at overcoming power imbalances and
professional mistrust. Thus, it was a way of enforcing the building of trust. However, an
objection to this line of argument is that barriers between different authorities and agencies
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would not disappear, but only be transferred to other areas. In spite of national policy to push
coordination and collaboration between authorities to enhance integrated care for older
people, not only in Sweden but also across Europe (Leichsenring and Alaszewski, 2004; Vabo
and Burau, 2019), it has not fully succeeded. There are indications that the initial confusion of
responsibilities between health and social care has merely moved on, affecting
multidisciplinary teams and an array of providers (Thorslund, 2004). Given the increased
centralisation of the management of the care sector, and the resignation expressed by
interviewees about the fulfilment of collaborative advantage, it is possible that a merger of
health and social care sectors would be beneficial in the care of older people with complex
needs. The two lines of arguments expressed by the stakeholders in this study may not be
mutually exclusive. Across Europe (European Commission, 2017), there are many examples
of how such views could be reconciled, e.g. by “joint governance” through an Integrated
Management Boardmade up of representatives of all providers or one organisational body to
manage budgets, contracts and facilitate system integration.

Limitations of the study
The number of interviewees are limited, although the findings are important for the current
adjustments in health and social care for older people. The findings point at the necessities
and complexities of trust in collaboration and add impetus for future development of
sustainable coordination. In addition, these results are important because they could have
implications on the field. Later stages of the research project will encompass more regions as
well as longitudinal studies.

Conclusion
This paper examines the issue of trust in cross-sector and inter-organisational collaboration
in health and social care for older people in Sweden. Nine stakeholders involved at political
and strategic levels in the care of older people were interviewed. Three main themes were
delineated: mistrust, prospects of trust-building and integration. The findings showed a
continuing mistrust between the regional and local municipal authorities despite legislation
pushing for increased coordination and collaboration. There were small signs of trust-
building, including agreements on important issues, such as the need for primary healthcare
to shoulder more responsibility. Two contrasting stakeholder views were identified. The first
and major perspective urged more centralisation and a single government body responsible
for all care of older people, while the second advocated more coordination and collaboration
based on mutual agreements, dialogues and networking.

References

Andersson B€ack, M. (2016), “Risks and opportunities of reforms putting primary care in the driver’s
seat: comment on ‘Governance, government, and the search for new provider models’”,
International Journal of Health Policy and Management, Vol. 5 No. 8, pp. 511-513, doi: 10.15171/
ijhpm.2016.64.

Ansell, C. and Gash, A. (2008), “Collaborative governance in theory and practice”, Journal of Public
Administration Research and Theory, Vol. 18 No. 4, pp. 543-571, doi: 10.1093/jopart/mum032.

Baxter, S., Johnson, M., Chambers, D., Sutton, A., Goyder, E. and Booth, A. (2018), “The effects of
integrated care: a systematic review of UK and international evidence”, BMC Health Services
Research, Vol. 18 No. 1, pp. 350-363, doi: 10.1186/s12913-018-3161-3.

Braun, V. and Clarke, V. (2006), “Using thematic analysis in psychology”, Qualitative Research in
Psychology, Vol. 3 No. 2, pp. 77-101, doi: 10.1191/1478088706qp063oa.

Collaborative
advantage for
older people

239

https://doi.org/10.15171/ijhpm.2016.64
https://doi.org/10.15171/ijhpm.2016.64
https://doi.org/10.1093/jopart/mum032
https://doi.org/10.1186/s12913-018-3161-3
https://doi.org/10.1191/1478088706qp063oa


Cameron, A., Lart, R., Bostock, L. and Coomber, C. (2014), “Factors that promote and hinder joint and
integrated working between health and social care services: a review of research literature”,
Health and Social Care in the Community, Vol. 22 No. 3, pp. 225-233, doi: 10.1111/hsc.12057.

Cesari, M., P�erez-Zepeda, M.U. and Marzetti, E. (2017), “Frailty and multimorbidity: different ways of
thinking about geriatrics”, Journal of the American Medical Directors Association, Vol. 18 No. 4,
pp. 361-364, doi: 10.1016/j.jamda.2016.12.086.

Coleman, A. and Glendinning, C. (2015), “Going round in circles? Joint working between primary
health and social care”, Journal of Integrated Care, Vol. 23 No. 2, pp. 53-61, doi: 10.1108/JICA-01-
2015-0003.

Collaboration in Discharge from Hospital Care Act (Sweden) (2017), 612 available at: https://
www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2017612-om-
samverkan-vid-utskrivning-fran_sfs-2017-612 (accessed 17 December 2019).

EU Comission Report (2017), “Blocks. Tools and methodologies to assess integrated care in Europe”,
Report by the Expert Group on Health Systems Performance Assessment, available at: https://
ec.europa.eu/health/sites/health/files/systems_performance_assessment/docs/2017_blocks_en_
0.pdf (accessed 17 February 2020).

Edebalk, P.G. (2016), “Den ‘nya €aldreomsorgen’ i sverige. om framv€axten 1965 – 1993, [The ‘new
eldercare’ in Sweden. The development 1965 – 1993.]”, Research Reports In Social Work, 2016:6
School of Social Work, Lund University, Lund.

Eurostat (2019), “Curative beds in hospitals 2017”, available at: https://ec.europa.eu/eurostat/statistics-
explained/index.php/Healthcare_resource_statistics_-_beds (accessed 17 December 2019).

Exworthy, M., Powell, M. and Glasby, J. (2017), “The governance of integrated health and social care
in England since 2010: great expectations not met once again?”, Health Policy, Vol. 121 No. 11,
pp. 1124-1130, doi: 10.1016/j.healthpol.2017.07.009.

Government Bill (Sweden) (1990), “About the responsibility for the care of older people and functionally
disabled people”, available at: https://www.riksdagen.se/sv/dokument-lagar/dokument/
proposition/om-ansvaret-for-service-och-vard-till-aldre-och_GE0314 (accessed 17 December 2019).

Government Bill (Sweden) (2002). “Collaboration between municipalities and counties within
health and social services”, available at: https://www.riksdagen.se/sv/dokument-lagar/
dokument/proposition/samverkan-mellan-kommuner-och-landsting-inom_GQ0320 (accessed
17 December 2019).

Government Bill (2016), “Collaboration in discharge fromhospitals”, available at: https://www.regeringen.
se/rattsliga-dokument/proposition/2017/02/prop.-201617106/ (accessed 17 December 2019).

Hendry, A., Cariazo, A.M., Vanhecke, E. and Rodr�ıguez-Laso, �A. (2018), “Integrated care: a
collaborative advantage for frailty”, International Journal of Integrated Care, Vol. 18 No. 2, p. 1,
doi: 10.5334/ijic.4156.

Huxham, C. and Vangen, S. (2005), Managing to Collaborate: The Theory and Practice of Collaborative
Advantage, Routledge, London; New York, NY.

Klinga, C., Hasson, H., Aandreen Sachs, M. and Hansson, J. (2018), “Understanding the dynamics of
sustainable change: a 20-year case study of integrated health and social care”, BMC Health
Services Research, Vol. 18 No. 400, pp. 1-12, doi: 10.1186/s12913-018-3061-6.

Leichsenring, K. and Alaszewski, A.M. (2004), Providing Integrated Health and Social Care for Older
Persons : A European Overview of Issues at Stake, Ashgate: Aldershot.

Liability of Payment Act (Sweden) (1990), 1404, available at: http://www.https://www.riksdagen.se/sv/
dokument-lagar/dokument/svensk-forfattningssamling/lag-19901404-om-kommunernas-betalning
sansvar_sfs-1990-1404 (accessed 17 December 2019).

Mackie, S. and Darvill, S. (2016), “Factors enabling implementation of integrated health and social
care: a systematic review”, British Journal of Community Nursing, Vol. 21 No. 2, pp. 82-87, doi:
10.12968/bjcn.2016.21.2.82.

JICA
28,3

240

https://doi.org/10.1111/hsc.12057
https://doi.org/10.1016/j.jamda.2016.12.086
https://doi.org/10.1108/JICA-01-2015-0003
https://doi.org/10.1108/JICA-01-2015-0003
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2017612-om-samverkan-vid-utskrivning-fran_sfs-2017-612
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2017612-om-samverkan-vid-utskrivning-fran_sfs-2017-612
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2017612-om-samverkan-vid-utskrivning-fran_sfs-2017-612
https://ec.europa.eu/health/sites/health/files/systems_performance_assessment/docs/2017_blocks_en_0.pdf
https://ec.europa.eu/health/sites/health/files/systems_performance_assessment/docs/2017_blocks_en_0.pdf
https://ec.europa.eu/health/sites/health/files/systems_performance_assessment/docs/2017_blocks_en_0.pdf
https://ec.europa.eu/eurostat/statistics-explained/index.php/Healthcare_resource_statistics_-_beds
https://ec.europa.eu/eurostat/statistics-explained/index.php/Healthcare_resource_statistics_-_beds
https://doi.org/10.1016/j.healthpol.2017.07.009
https://www.riksdagen.se/sv/dokument-lagar/dokument/proposition/om-ansvaret-for-service-och-vard-till-aldre-och_GE0314
https://www.riksdagen.se/sv/dokument-lagar/dokument/proposition/om-ansvaret-for-service-och-vard-till-aldre-och_GE0314
https://www.riksdagen.se/sv/dokument-lagar/dokument/proposition/samverkan-mellan-kommuner-och-landsting-inom_GQ0320
https://www.riksdagen.se/sv/dokument-lagar/dokument/proposition/samverkan-mellan-kommuner-och-landsting-inom_GQ0320
https://www.regeringen.se/rattsliga-dokument/proposition/2017/02/prop.-201617106/
https://www.regeringen.se/rattsliga-dokument/proposition/2017/02/prop.-201617106/
https://doi.org/10.5334/ijic.4156
https://doi.org/10.1186/s12913-018-3061-6
http://www.https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-19901404-om-kommunernas-betalningsansvar_sfs-1990-1404
http://www.https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-19901404-om-kommunernas-betalningsansvar_sfs-1990-1404
http://www.https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-19901404-om-kommunernas-betalningsansvar_sfs-1990-1404
https://doi.org/10.12968/bjcn.2016.21.2.82


Meagher, G. and Szebehely, M. (2012), “Long-term care in Sweden: trends, actors and consequences”,
in Ranci, C. and Pavolini, E. (Eds), Reforms in Long Term Care Policies in Europe : Investigating
Institutional Change and Social Impacts, Springer, New York, pp. 55-78, doi: 10.1007/978-1-4614-
4502-9_3.

Ranci, C. and Pavolini, E. (2015), “Not all that glitters is gold: long-term care reforms in the last two
decades in Europe”, Journal of European Social Policy, Vol. 25 No. 3, pp. 270-285, doi: 10.1177/
0958928715588704.

SAHCSA (2016), “An analysis of the coordination challenges in a fragmented system for health and
care services”, Swedish Agency for Health and Care Services Analysis, Report 2016: 1, available
at: https://www.vardanalys.se/in-english/reports/coordinated-health-and-care-services/.

SAHCSA (2018), “P�a v€ag. Delrapport om genomf€orandet av lagen om samverkan vid utskrivning fr�an
slutenv�arden. [En route. Progress report about the implementation of the collaboration in
discharge from hospital care act 2017:612]”, Swedish Agency for Health and Care Services
Analysis, Report 2018:11, Available at: https://www.vardanalys.se/rapporter/pa-vag/.

SOU (Swedish Government Official Report) (2016), “2 Effektiv v�ard [efficient care]”, available
at: http://www.sou.gov.se/wp-content/uploads/2016/01/SOU-2016_2_Hela4.pdf (accessed 17
December 2019).

Szebehely, M. and Trydeg�ard, G. (2012), “Home care for older people in Sweden: a universal model in
transition”, Health and Social Care in the Community, Vol. 20 No. 3, pp. 300-309, doi: 10.1111/j.
1365-2524.2011.01046.X.

Thorslund, M. (2004), “The Swedish model: current trends and challenges for the future”, in Knapp, M.,
Challis, D., Fernandez, J.L. and Netten, A. (Eds), Long-Term Care: Matching Resources and Needs,
Ashgate, Aldershot, pp. 119-126.

Vabo, S.I. and Burau, V. (2019), “Governing the coordination of care for older people: comparing care
agreements in Denmark and Norway”, International Journal of Social Welfare, Vol. 28 No 1,
pp. 5-15, doi: 10.1111/ijsw.12280.

Vangen, S. and Huxham, C. (2003), “Nurturing collaborative relations: building trust in
interorganizational collaboration”, The Journal of Applied Behavioral Science, Vol. 39 No. 1,
pp. 5-31, doi: 10.1177/0021886303039001001.

Corresponding author
Inger Kjellberg can be contacted at: inger.kjellberg@socwork.gu.se

For instructions on how to order reprints of this article, please visit our website:
www.emeraldgrouppublishing.com/licensing/reprints.htm
Or contact us for further details: permissions@emeraldinsight.com

Collaborative
advantage for
older people

241

https://doi.org/10.1007/978-1-4614-4502-9_3
https://doi.org/10.1007/978-1-4614-4502-9_3
https://doi.org/10.1177/0958928715588704
https://doi.org/10.1177/0958928715588704
https://www.vardanalys.se/in-english/reports/coordinated-health-and-care-services/
https://www.vardanalys.se/rapporter/pa-vag/
http://www.sou.gov.se/wp-content/uploads/2016/01/SOU-2016_2_Hela4.pdf
https://doi.org/10.1111/j.1365-2524.2011.01046.X
https://doi.org/10.1111/j.1365-2524.2011.01046.X
https://doi.org/10.1111/ijsw.12280
https://doi.org/10.1177/0021886303039001001
mailto:inger.kjellberg@socwork.gu.se

	Pursuing collaborative advantage in Swedish care for older people: stakeholders' views on trust
	Introduction
	Background and context

	Method
	Study design and data collection
	Analysis

	Findings
	Mistrust
	Prospects of trust-building
	Integration

	Discussion
	Limitations of the study
	Conclusion
	References


