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Abstract
Background: This study aims to describe the pros and cons of the implementation of a close-care model for older
adults with complex care needs living at home. The goal was to diminish hospitalization and still carry out high
quality care at home. The close-care model was implemented by two organizations working in cooperation, the
municipality, and the region. These handle social care and healthcare at the local level in Sweden to further
develop safe and secure home care.

Method: Six focus group interviews with personnel were carried out, half of them before the start of applying the
new close-care model, and half after one year from close-care model implementation. The interviews were taped
and analysed thematically.

Results: Secured care satisfaction, Person tailored time, Shared professionalism, Care-chain cooperation, Caring
for the next of kin were identi�ed themes. Enrolled nurses emphasized the importance of securing professional
and older person care satisfaction. The results further highlighted opportunities for being cared for at home even
though the adults had multiple needs, by receiving person tailored time. Shared professionalism through close-
care team-talks included nurses with different educational levels as well as rehabilitation professionals, and
when needed a physician. Care-chain cooperation was another theme discussed and was experienced as
delimiting repeated hospitalization. The close-care model also included person centred care as well as time to
include the next of kin in the caring situation not least during palliative phases of the process. 

Conclusions: Trust and cooperation dilemmas are yet to be solved regarding shared professionalism and person
tailored time which concerns enrolled nurses’ working conditions, and sta�ng stability. Another aspect is the
existing digital communication boundaries between healthcare and social care organizations. 

Background

Nordic research on older adults with healthcare needs
While Swedish older adults in need of complex care can receive healthcare in their own homes, visits to the
healthcare system are still recurrent and di�cult to combine for healthcare professionals and next of kin. Even
though receiving healthcare at home is intended to make the person feel safe and secure, it can also create
stressful situations within the healthcare system including the involved professionals and the older person. While
older adults in homecare seem to move back and forth between their homes and healthcare institutions, much
pressure is also put on informal caregivers who often shoulder a heavy burden of social- and instrumental care
as well as emotional concern. Research suggests that to diminish hospitalization, and especially the going back
and forth between home and the healthcare providers, extended collaboration between healthcare professionals
is needed [cf 1]. Currently, high demands are placed on single healthcare professionals, often a nurse, who
manages the communication between different healthcare providers involved to provide quality in homecare for
the older persons with multiple care needs [2]. Moreover, a matter of great concern is the need for inter-
organizational and interprofessional collaboration which is critical in the transition from hospital to home-based
care. The absence of shared responsibility of care between organizations, hinders person-centred care in Sweden
[2]. Quality in healthcare in an older person’s own home basically requires an overall interprofessional
cooperation strategy [3]. Janssen et al, [4] point out the importance of interdisciplinary collaboration between
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professionals in all advanced care situations at home as well as in healthcare institutions. Swedish research
shows that social and healthcare services are often experienced as fragmented and provided by many different
service providers [5]. This fragmentation of social and healthcare services makes communication di�cult for all
involved, the older adult/patient, next of kin and different care professionals. Moreover, older adults/patients and
next of kin report being uninformed about medical ordinations and decided healthcare treatments [1]. Finally, the
stable relations that exist in the older person’s livelihood, often of major importance in daily living and health
situations, are seldom recognised as health resources [2].

Earlier research points to the need for multi-professional cooperation in health and welfare services, such as
hospital clinics, homecare and social services, day centres and short-term respite in care homes [5]. In fact,
professionals with different competencies thus have opportunities to complement each other although an
interdisciplinary team approach is more effective than multidisciplinary teamwork where the professionals work
beside each other rather than share competencies [6]. However, Hansson et al, [7] point out several obstacles for
effective communication and care planning for older adults with multiple care needs such as lack of
communication with the older adult and their next of kin, lack of collaboration between professional caregivers
and lack of mutual care planning including health resources not being distributed according to the actual needs
of the person.

Swedish healthcare organization
To understand the Swedish organizational di�culties in relation to the healthcare of older people, further
information is needed. First, there are at least two organizational systems involved in welfare services of older
people: the municipality which is responsible for social care, social services, and home-based healthcare, and the
region which has main responsibility for health-centres (primary care) as well as specialized hospital centred
healthcare. The 21 regions include 290 municipalities [8]. Both regions and municipalities are politically run,
based on democratic elections. Jönsson and Szebehely [9] have challenged the commonly held notion of
Sweden being a welfare state, suggesting that Sweden has become 290 welfare municipalities. This points to a
diversity which can put equal access to care at risk. In some parts of Sweden, more advanced home healthcare
serving patients with multiple care needs is provided by the regions, often organized by hospital centred care and
not municipality organized healthcare. In other parts of Sweden, multi-professional teams have been co-�nanced
and organized between these two separate care providers, as in the context of this study. The National Board of
Health and Welfare in Sweden reported [10: p 52] that every fourth hospitalization among older adults with
multiple care needs is closely followed by a new hospitalization. The need for more action from regions and
municipalities to prevent re-hospitalization is obvious, as there has been no decrease of rehospitalization
between 2010 and 2019.

International healthcare policy research
Morris [11] picked up an example of policy research and good practice in the United Kingdom where the
establishment of health and social care integration was the starting point to build up services in close
cooperation with primary care and general practice. This resulted in a reduced use of hospital beds, and reduced
hospital admissions. In this research a delay of transfers of care was also kept at a minimum. It is clear from
Morris [11] that policy and systems of organizing the care including multiple providers in�uencing the performed
care led to variation in care provision. This may result in the patient and service user being at the mercy of the
system rather than being in the centre. Heckman et al, [12] focused on developing integrated systems of care for
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frail seniors and like Morris pinpointed the need for improving system integration as well as support from
specialists for capacity building [12: p 207]. Heckman et al, [12] found, that an essential prerequisite to system
integration is that primary care and community health and support services are well linked, and that specialists
are involved in building capacity to manage the complex care of older persons with multiple care needs. The
positive results from Morris [11] showed continuity of care and led to less time spent in hospital. A critical point,
however, was that it was staff rather than patients who thought that healthcare had improved.

Patients and families stressed the need for an orderly care start at home after discharge from hospital, putting
the person in centre [13]. The need to deal with a broad range of care coordination issues, such as medical needs
and daily activities was also in focus. These �ndings led to a debate that social needs were to be considered.

Fragmentation of care for an older adult with multiple care needs is often due to care being given by several
professionals from different disciplines and organizations. This calls for collaboration between all involved in the
care [14]. The same study [14] discusses the results of an educational programme intervention, where attitudes to
other professionals as well as self-reported team skills improved after the intervention.

Close-care is not a new level of organization in Sweden or a name for ordinary primary care, even though primary
care is a core within close-care. Close-care is rather a new way of integrating health, care and social welfare. The
core of close-care is a person-centred approach that is based on the person’s needs and conditions, involving and
adapting efforts to meet an individual’s needs [10].

Empirical research context
The challenges of meeting the needs from the professionals' point of view in the caring of the older adults in a
Swedish municipality in cooperation with the region in the newly developed close-care model are numerous.
Close-care was a concept used in the present project, originating in a report from regions and municipalities [10].
Close-care turned out to be a signi�cant symbol for the new way of care which was intended to unite
interprofessional personnel in interprofessional care work. The competency of care professionals was therefore
tailored to suite the person (the user/patient), and the care was carried out at the home of the person with
complex care needs.

The implementation of the close-care model may be viewed differently by the users [cf 10]. However, the intention
of the present study is to follow the process of the new model of providing care at home, thus preventing
increased numbers of hospital stays, based on the professionals´ point of view of what quality care is for older
adults with complex care needs living in their own homes. The aim is therefore to describe the pros and cons of
interprofessional home care and home-based healthcare for older adults with multiple care needs from the
professional's point of view, using the model of close-care.

Methods

Design and participants
Six focus group (FG) interviews were conducted with mixed professionals/staff, 22 participants in total of which
17 were enrolled nurses, three registered nurses (RNs), one occupational therapist (OT), and one physiotherapist
(PT). FG 1–3 was interviewed during an educational introduction week at the university in which some of the
researchers were involved prior to the start of the close-care model. FG 1–3 included the group of enrolled nurses
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who had previously worked in care homes, home help services and hospitals, but had now received the possibility
of being part of the development of this new homecare alternative for older adults with multiple care needs. In FG
4–6, all enrolled nurses worked within the close-care team, which is run collaboratively by the region and
municipal home health care. FG 4–6 was interviewed one year after implementation of the close-care model.

Each FG interview started with the same introduction from the interviewer: To receive care at home can mean
different things to different people. With different views on what good care means, older people may not be given
care interventions at home that make the experience safe and secure. What is good care at home in your
opinion? What do you think when you work?

In the �rst three FGs, the discussion was based on a homecare case. In the remaining FGs, though, mutual work
using the close-care model was a shared experience among the participants.

The corona pandemic came into effect when FGs 4–6 were conducted, so the participants were given the
opportunity to be interviewed digitally, which they accepted. However, the pandemic was not the focus of the
discussions, even though it was mentioned, it was not investigated further. The focus group interviews were
recorded digitally after having received permission from all the participants and they were transcribed later.
Focus-group interviews varied between 30–71 minutes, with shorter times in FGs that did not discuss a
homecare case.

The study was approved by the Regional Ethics Committee in Uppsala, Sweden (D. nr, 2019–05127). The
participants were informed that participation was voluntary, and that any data collected would be handled
without anyone unauthorized taking part. Further ethical considerations were carried out in line with the World
Medical Association Declaration of Helsinki [14] (2002) and The Swedish Data Protection Authority (DPA) GDPR
(2016/ 679) [15].

Analysis
Thematic analysis [16] was applied. Thorough reading of transcribed FG interviews led to �nding themes related
to the aim, from emerging coding, and from patterned responses. Themes were continuously analysed in a
circular process inspired by ethnographic research cycle [17] where contrasts and differences in the �ndings
received speci�c attention. Five often interrelated themes evolved, which will be presented in the �ndings section.
Since these themes were identi�ed through the focus group discussions before the implementation of the close-
care model and after having worked with the model for one year, they could be interpreted as following the
process of implementation of the model when providing close-care to older people with multiple care needs in
their own home. Prior to �nalizing the article, some FG participants commented on and clari�ed some of the
results presented in front of them in a Zoom follow up meeting held 16 March 2022.

Results
The healthcare professionals were asked about their perceptions of quality of homecare and how that could be
recognised in practice. This encouraged them to expand their discussions around what the pros and cons of the
close-care model might include. The participants described the hopes and expectations regarding the need for
tailored time in relation to caring for older adults at home and to be able to share professionality within the close-
care team as well as having a functioning care chain cooperation. When working close to the older adult at home,
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next of kin are often close, and with complex care needs in old age, end of life care might also be present. The
following themes emerged: Secured care satisfaction, Person tailored time, Shared professionalism, Care-chain
cooperation, Caring for the next of kin.

Secured care-satisfaction
The healthcare professionals talked about the opportunity to deliver care-satisfaction at home. The primary aim
is to make it possible for older people to stay at home with high quality care. According to the participants,
quality homecare also needs to have a physician to contact and cooperate with. In the close-care model, the
physician is present one day a week and can be reached on other weekdays, which is a signi�cant difference
compared to traditional homecare service. Delivering homecare through cooperation between physician, nurse,
enrolled nurses, and rehabilitation professionals is explained as being a prerequisite for care satisfaction from
the personnel perspective of care but also something that in their view could secure patient satisfaction. Nurses
have the possibility of �nding direct medical guidance from the physician which makes homecare more
satisfying for those delivering it. Moreover, experiencing more cooperation between care professionals leads to
further care satisfaction. In FG 1–3 the superlatives stand out as they are about to start working in close-care.
They explain that it feels unbelievably luxurious to have such a small group to work with and that nurses and
physicians are there. The experienced care satisfaction is also discussed within the group of professionals after
having worked in the project for a year (FG 4–6) but fewer superlatives are used. Care-satisfaction is expressed
regarding the different professionals in place and that the physician is easy to get in touch with apart from being
there in person one day each week. Knowing one´s caregivers also add to the experienced care-satisfaction in
terms of feeling safe and secure for the older adults. The fact that the care is adjusted to the person is also
mentioned and described. "The patient also knows the staff […] the same people come home to them […] I think it
leads to an increased feeling of being safe and secure” (FG4).

Healthcare professionals being able to create relations and continuity to promote wellbeing for the older person
with multiple care needs is an important part of secured care-satisfaction according to the professionals’
perspectives. “...that we create relations […] also support their mental health.” (FG5) This is related to the fact that
the patients feel safe with those who come to work in their home. Continuity in care and feeling safe and secure
are discussed in all focus-groups.” …that we create relations […] also promote their mental health through the
assurance of those who come they feel better” (FG 6)

Securing care satisfaction is also related to holding on to person-centred care, which is mostly discussed
indirectly in the focus-groups before the start of the project. However, person-centred care is only mentioned
explicitly once as a concept (by FG 2) even though there is a lot of discussion about putting the person in centre
and adjusting the care to the person. The enrolled nurses discuss the person’s in�uence in care and there are
some differences in how much that is possible in every situation. Being there for the person caring with heart and
feelings forming alliances and mediating trust in the person is described as also giving the person the possibility
to decide about their own life.” To work with heart and feelings and mind and really let the person herself […]
decide about their life. That we have an alliance” (FG1). The nurses discuss this in terms of trust (FG 2).
Participants in FG 1 talk about their own feelings of care satisfaction: “It should feel good in your heart when you
go home at the end of the day”.

Person tailored time
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The focus group discussions present the close-care model in terms of caring with having enough time. There is
agreement that person tailored time is important when developing a close-care model (FG 1). With more time to
form individually there is time to see and care for the whole person. An example is told by an experienced
homecare worker, an enrolled nurse who argues that to be able to support a person to walk, you simply support
the person walking around a few times in the person's home, with a walker- each visit. When cleaning, you can
include the person to do some dusting or in personal care to comb their own hair (FG 3). Unscheduled time is
needed to enable caring for the whole person. Being �exible in one’s care, actions steered by the needs and
feelings of the persons are preferred by the participants. Having person tailored time is often repeated. But there
are also voices of doubt about whether everyone is going to be equal in this new close-care model.” That there
will be time, this is most important for good care […] I don´t think there will be time […] no, but I hope there will be”
(FG 3). The participants’ comments show the ambivalence, the need for person tailored time, time not allocated
to a particular task and doubts that it would really happen. “I think it is that (time) which is what we all worry
about, because we have our backgrounds from a stressful environment, both from care homes home help/care,
hospital” (FG 3).

A different voice among them comes from an enrolled nurse who has experience of having plenty of time, thanks
to structured tasks, the worry was now if it was enough time when doing her duties. In FG 3 the discussions
centre around time and how the close-care model works. Since the patients have varied needs and their
conditions can vary, �exibility in work is needed according to them. “How the hell can we put a time frame on ill
persons”? (FG 3) It is worth noticing that this is said before the implementation of the close-care model and after
a lively talk on this theme the conclusion is that they will take the problems when they come. In FG 4–6 time is
also mentioned a bit more concretely as a necessary requirement for quality of care. For example, having person
tailored time is related to the person/patient feelings of trust in experiencing a safe and secure situation.

I think it is important that one makes them feel safe and secure with oneself (the care personnel) when one
comes. That one not only comes in and is super stressed; that one comes in and has tranquillity after all. […] yes,
that we have the time […] I am in a patient´s home and something happens that makes me need to stay longer. I
will then simply call some of my colleagues and they will take my next visit, because we have the possibility to
do so (FG 6).

Time to listen and to help, not being in a hurry, is emphasized in FG 5. This is related to new work challenges,
such as feeding with a tube. Discussions also question whether there will be time to learn new skills, or whether
they will be allowed to work side by side. However, it is also possible to save time as the following quote from FG
5 shows: “To not have to go to the primary care centre […] here once again time is very, very important. It often
depends on it.” The participants underlined that caring and safe medical conditions really depend on having
enough time. After a year of the project con�dence is expressed from experience that the close-care model works
in relation to the person tailored-time goal, and this really pleases the healthcare professionals. In relation to
distance and travel time between patients’ homes there are still some di�culties with the planning.

Another situation that often occurs and which needs person tailored time and continuity in care is at the end of
life. “I myself come from a care home, then we of course we are with the person at the end of life, palliative care”
(FG 6). She tells how she and another carer wash and clothe the dead person, and that next of kin then say
farewell. “We need that time because they will soon die. But if we have too many users, we don’t have the time... It
is in this way that we should work, I think. We should follow then until they say “goodbye” (FG 6). Having worked
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at care homes means that the chance of being experienced in end-of-life care is greater than for an enrolled nurse
/nurse aid working in home help/home care.

Shared professionalism
According to enrolled nurses, caring is related to shared professionalism in the team. Home care enrolled nurses
work closer with nurses and rehabilitation professionals. This lifts the status of home care personnel, creating
opportunities to use everyone’s competences. The mix of professionals in the new project may add further quality
to the close-care model.” That one knows one's job- in a team” Some have experience from homecare, others from
hospital care” (FG 3). This group discusses shared professionalism prior to the start of the close-care model.
Communication with home care/home personnel between, for example, the physiotherapist means rehab
personnel and nurses have the same line of thought. “To share work experiences and together develop
professional knowledge” (FG 3). That smaller interprofessional work groups would enable shared
professionalism is often mentioned to bene�t the older adult receiving care at home. The other professionals
depend on and trust the enrolled nurses and even know them by name “… they know who is coming” (FG 3).
Shared professionalism with respect and trust in different competencies is seen as a prerequisite to close-care.
“That visiting staff are competent, not only to carry out things practically but in the encounters...that one is
professional and competent” (FG 1).

Most focus group participants are enrolled nurses. Shared professionalism is an issue which evokes strong
feelings among some of them. Those who identify healthcare competence as their main competence feel
underestimated.” […] I am terri�ed that the prerequisites we are told to have won´t be there” […] then we would
become an ordinary home help/home healthcare” (FG 3, several voices). Later in the same interview someone
adds that” we are after all more multi-professional […]” They end by saying” […]no one will send home patients
with us. So, we won´t be able to show our competence.” In FG 5, even after having implemented close-care the
worry is still “[…] Not only wipe” number two” […] that we will have more challenging cases […] more
responsibilities”. Others seem to be satis�ed with their professionalism being part of holistic care, where the `dirty
bodywork´ is included. “I experience that care is all this […] that is around, thus shower and hygiene and eating
breakfast, this that makes the �ow of everyday life.” (FG 3).

The enrolled nurses express in the early stages of the close-care project that �ne goals may not be met or may be
removed. However, focus groups after a year of implementation are more positive about how the close-care
model develops. In FG 5 there are voices of hope that the intention of the close-care model will survive, and this
spirit will continue. Their discussion relates to identi�ed obstacles connected to shared professionalism, since
not all have the necessary medical competencies.

Professionalism is also discussed in terms of how the team structures work. The division of time with separate
responsibilities is developed after a year of practicing the close-care model. The separate responsibilities,
however, are more restricted than were discussed beforehand. At the beginning the assessment decision on care
interventions made prior to close-care was not so strictly followed, care staff helped with everything. But now it is
more structured you must follow the assessment plan, “we follow the decision and do it.” And we talk about it in
the group so that all are aware of” what do we have a decision on”? So, that is something that has changed as
well.” (FG5).
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There is also talk about the improvements they have experienced in comparison with ordinary home help:” It
takes several days less for the patient to receive help”. Discussion continues” Don´t take in too many patients
because it then becomes like normal home help and we would have to run the heck out of us, that is not how it
should be, it won´t be good” (FG 5). So, with experience of the new way of working this quote shows that there is
a risk of going back to the old way, with too many older people to care for and limited visiting time.

The latter focus groups mention both speci�c and interrelated aspects of professionality, the closeness so
conducive to effective communication is exempli�ed by the fact that registered nurses (RNs) and enrolled nurses
sit in the same room (FG 5) and the wish “that it will continue in this spirit” (F6). “The most important thing, is
what we say all the time, it should be close-care.” They mention that their knowledge creates safety and that the
way they encounter each other is so important.” […] they kind of thank God every day for us” (FG 6). The same
group concludes that now they have succeeded with everything, yet they also bring up problems they must deal
with such as language – in a positive way. A detail worth mentioning is that in FG 6 the physician is referred to
by their �rst name, which suggests that after a year of working as a team in close-care, a sense of closeness is
created.

When the roles of the occupational therapist (OT) and physiotherapist (PT) in the team are brought up, FG 1 say
“we hope they (the OT and PT) want to come into the team and have time and engagement.” Their expertise is
important for managing daily life at home, for example the OT has the important role of checking the home
environment to prevent falls (FG 3). The double system of PTs in both municipal and regional employment is
seen as an obstacle to shared professionalism.

Before starting to work in close-care FG 1 express views on how care may improve by sharing professional
knowledge. They emphasize the importance of having a physician who can make assessments in the homes of
older adults with complex needs and that the enrolled nurses can do more health and medical care. Traditional
phone calls and digital solutions are used to enhance communication “nurse, enrolled nurse, physician,
occupational therapist…the cooperation and communication in the group and the competency, to learn from each
other” (FG 2). FG 2 add how important it is to work in the same way, to write in the carry out plan and to share
one´s experiences.

Care-chain cooperation
Before starting close-care FG 1are not sure exactly how the cooperation is going to be formed, beyond
understanding that the primary care physician will be able to contact the hospital in case a person needs to be
moved to the hospital without going through the emergency department. The close-care team can serve as a care
chain, a bridge between the medical organization of the region and the medical care administered at home. FG 3
add “To escape going to the hospital it is necessary to have a doctor nearby who can come home and make an
assessment, and that we can do a bit more a bit more health and medical care… the whole chain as we say,
where home care staff can do delegated tasks.”

Related to care-chain cooperation is attaining the goal of fewer hospitalizations: “There are those who have not
been to the hospital at all since we came into the picture” (FG 5).

System wise communication between the two different organizational systems of region and municipality is a
recurring theme from several perspectives. This is the case in relation to the two categories of professionals of
OT and PT. With one OT and one PT it is in a way easier to introduce them into the team and to the older
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adult/patient. However here an organizational problem is mentioned and there is a wish that the PT from the
region and the PT from the municipality are synchronized, “that the rehab staff are on the same loop of thinking
as we are now” (FG1). Close-care team meetings are mentioned by FG 2 as a safe way of �nding solutions to
such problems. There is some doubt that there will be enough time or interest to attend from OTs or PTs for team
meetings. However, in the focus group containing an OT and PT one participant says they will invite them “we
will also think of you “(FG 4). Dietitian, counsellor and “elder-nurse” are also mentioned. FG 4 also pinpoints, a
special nurse to liaise between the region and the municipality.

The latter groups (FG 4–6) bring up some problems, such as in the evenings when there is less �exibility, and
wish they were “a bit more engaged”. They also ask for more timely technical assistance “it is a bit of slow
motion: one wants more drive... (FG 6). However, there are positive comments “that we as enrolled nurses go out,
that we then have OTs and PTs and physicians and registered nurses backing us up. So that we can feel safe and
ask and... It becomes good work with a team” (FG 4). If cooperation fails such as when not being able to
communicate on how to work with the same line of thought, then there is a problem, and the hope is that team
meetings help them solve such problems. This is discussed speci�cally in FG 1 who also say explicitly: “It is kind
of a whole chain”. A concrete suggestion by FG 5 setting the starting point in the care chain is that the so-called
contact person in the team welcomes and has the �rst meeting with the new person receiving close-care.

There is discussion about the different documentation systems between the region and the municipality and the
barrier these places on effective communication, "It would have been clear as a bell if we used the same journal
(documentation) system” (FG3). There is optimism that they will we be able to enter each other's digital patient
documentation systems. However, having a shared documentation system is a wish outside the care personnel’s
control, where some seemed less optimistic than others.” The only thing we can see is our regional nurse who
can go into […] the regional journals and then she can see when anyone else is there” (FG 6). The implementation
of a shared documentation system is ambitious although several groups talk positively about VIVA as the main
system and other possible ways of bridging gaps between parallel documentation systems. Communication and
team meetings are emphasized as being vital for handling these gaps. FG1 talked about this problem of separate
documentation systems in an easy-going way “...it is so exciting to see how it will turn out”. FG 2 describe VIVA
as supporting communication within the team, through its `message function´, but they �nd it is also important
that there are thorough care plans. The need to build up a system, a routine, for documentation is speci�cally
called for by the same group (FG 2). This is also a general theme in other groups. One focus group (FG 4)
speci�cally talk about the two different laws regulating their care work: social services law and healthcare law,
which create a division in planning and carrying out care.

Night personnel are speci�cally mentioned by FG 2 and FG 4, where communication barriers are a problem.
These need to be solved to make the care chain complete, since they do not belong to the close-care team and
are not able to communicate directly with them in the team. Likewise, a suggestion to solve the communication
barriers is to have a registered nurse working in the evenings and at weekends, who can transfer messages
between different care personnel. The close-care model does not work around the clock, and takes place in the
last part of life for the older adults with multiple needs in focus here. End of life care is not speci�cally asked
about by the interviewer. However, palliative care is mentioned by several of the focus group participants. While
no explicit comments on the care chain, in terms of the palliative care team, commonly linked to the hospital, are
voiced, FG 4 state that:
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[…] being able to decide from the beginning that I want to die at home…and if we would not be there with nurses
and physicians and occupational therapists and everything behind us…then it would not have gone so well at
home”. FG 5 says that” the good thing with our group is that we have some from home help/ home healthcare,
some from care homes where it is a matter of course to be with them at the end of life, palliative care…this is how
we should work

To be close to the next of kin
One gets to know the family well working in a small group- but that is also the case in ordinary home help (FG3).
Several groups mention the importance of meeting the couple living together at home. Various perspectives
come up related to next of kin to the older adult with multiple needs having care at home. It is noteworthy that
next of kin are part of the care context and an important resource, providing the older patient in focus allows it
(FG 1, FG 2). However, the risk of next of kin taking control from the older adult in focus needs to be considered.
For example, one participant in FG 3 says that it should not be the opinion of the next of kin that decides on pain
relief. FG 1 also mention that safety is created by having the next of kin participate in the care. The importance of
listening to next of kin with sensitivity is emphasized by many.” Next of kin, it can be a great grief for them, that
their husband or wife…they also need care”. But awareness that the relationship is not always good is also
expressed.

Some next of kin you must really push… that they can take help from us, we must remind them that it is their right
to relief care” (FG 4).

“We help each other, so we are as dependent on next of kin as they are on us” (FG 5). This acknowledges that it is
due to the input of next of kin that many older adults can continue to live at home, and that care personnel
sometimes must remind them to ask for help and use the available relief services (there are municipal relief
services for next of kin) “...we somehow work in a team also with the next of kin”. In FG 6, quite detailed reports
on how the care personnel communicate with next of kin are given, regarding house cleaning, laundry, walks,
medicine and inviting them to next of kin meetings (which is another service offered to support them). One voices
that the cooperation with next of kin works so well; “I am so meticulous to call next of kin if something happens
and they can call us even if it is only to ask ´Does anything need to be bought this week? Well then, we check
what needs to be bought” (FG 6).

There is a dilemma when the person with complex care needs dies, and the other spouse becomes alone and
must change care staff (not being eligible to close-care) (FG4).

FG 3 also brings up the feeling of being in safe hands since anxiety can be strong for the spouse at home. The
added competence from all in the close-care team can form a care-chain that lasts until death arrives.

Discussion
The aim of the present study was to describe the pros and cons of the close-care model for older adults with
complex care needs living at home, based on the caring personnel’s perspectives. Five main themes were
identi�ed that are signi�cant indicators of what the close-care model includes. However, these themes also
outline the challenges faced by the model. The themes are: secured care satisfaction, person tailored time,
shared professionalism, care-chain cooperation, and caring for the next of kin.
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The present study identi�ed steps forward in the development of the close-care model. There were more nuances
after one year of the project, such as how to work �exibly when the older person is described as “time bound” or
in evenings where the night staff were not part of the close-care teamwork. Having particular night staff has been
identi�ed as a municipal organization problem in previous research of care interventions related to older people
and reablement [2]. Thus, the central �nding of person tailored time as crucial for securing care satisfaction for
the older adults with complex care needs at home was partly realized. The shared professionalism within the
care team was related to this as well as the fact that all professionals involved were there or at least were easier
to reach. Communication upheld the care-chain relations in between organizations including within the team and
especially with the older adults and their next of kin.

Nurturing the close-care model is about extending communication. The professionals working with the close-care
model also underlined the importance of nurturing trustful relationships with next of kin [c.f.13]. This is
underlined in the palliative care of older people in community care [19]. The close-care model also included the
last part of life. Thus, nurturing relationships with next of kin when preparing for death were important. The close-
care team in the present study experienced within the �rst year of working together that dying at home became
part of the caring process.

The need to co-work and communicate across health and welfare organizations to secure safe caring and care
satisfaction of older persons living at home is in line with other pieces of research [5]. Likewise, co-work is
needed between different care professionals, especially when delivering home-based care, in which the enrolled
nurses are of great importance in securing the older person’s care satisfaction as well as the professional’s
satisfaction of work. The effectiveness of care could be related to how much shared professionalism was used
in the close-care model and how well the organization of work facilitated interprofessional teamwork [c.f. 6].
Enrolled nurses wanted to use and develop their medical competences and to do more varied tasks than just
home-care and self-care activities. There is a development potential in shared professionalism within the close-
care team members. FGs discussed how the communication with rehabilitation professionals differed between,
for example, OTs and PTs. This was because PTs belonged to another organization making shared
professionalism more of a challenge. The close-care team seemed to nurture interprofessional communication,
enabling shared efforts to give older people, primarily those with complex care needs, the possibility of receiving
integrated care. This is also seen in previous research [4].

However, enrolled nurses also expressed that professional care is holistic and therefore needs to cater to a
manifold of needs which the older person with multiple needs at home may have. A close cooperation between
home care enrolled nurses and nurses was seen to lift the status of home care personnel according to the
participants - a change for the better, that was agreed on. However, enrolled nurses wanted to distance
themselves from the dirty bodywork [c.f 20] (cf Twigg et al 2011) and wanted improved status as well as
recognition of their abilities to do quali�ed care work. A suggested strategy that needs to be developed further
concerns the ambitions of the different members in the interprofessional team. To �nd a strategy of how
interprofessional teamworking could be further developed seems to be needed, at least from the enrolled nurses’
perspectives. Such a strategy has been previously identi�ed as a prerequisite for good quality healthcare [3]. The
way a later focus group talked about the physician, referring to them by �rst names, hints of a more equal
situation and that the interprofessional teamwork was established. The enrolled nurses knew they were a
foundation to the care chain, but still they had to retreat to working based on ordinary care assessment plans
where their work tasks were speci�ed by the social care manger in the municipal organization rather than through
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team decisions. This also points to a need for organizational change within each sector. In municipality
organized care the assessment system hinders close-care teams being able to �nd their own solutions by using
their team resources more �exibly to deliver person tailored time. Morris [11] argues that the integration between
health and social care needs to be the starting point when developing professional care.

Integration is poor, primarily in the different, organizational documentation systems. According to the
participants in the present study, this constitutes an enormous challenge created by the Swedish model which
divides care responsibility between regions (healthcare) and municipalities (social services and homecare). The
digitalization within health and welfare has not made communication any easier. It does, however, give new
opportunities even though these are not critically re�ected on [21]. The present study identi�ed communication
barriers within the different organizational care systems where the participants strongly wished for a joint
documentation system to secure person centred care and satisfaction. Hence, communication and
documentation challenges connect to all the other themes identi�ed in the present study and would, if the
problems of separate documentation systems were solved, enable a better �ow in the care which the older person
in home care could bene�t from. However, shared professionalism and extended interorganizational
communication did limit hospitalization numbers according to the participants in the present study.

The identi�ed themes: secured care satisfaction, person tailored time, shared professionalism, care-chain
cooperation, and caring for the next of kin were repeated in several ways in the focus groups. Before arriving at
these concepts, different lenses which otherwise might have been overlooked were used when thematizing the
results. Some of these were rejected for being too similar. Our �ndings are of course partly formed by the
educational programme that our participants took part in of before the focus-groups were conducted. The quality
and richness of data showed that the participants’ shared lived experiences as well as their discussions about
different views about care work, and presumably, the openness in the discussions, was improved by the
university course. The close-care model was discussed and reformulated through the professionals’ working
experiences before and after their mutual work experiences. Given that the results can only partly be recognized
from the educational course contents, then this is similar to [14] who found that interprofessional skills and
attitudes improved through the educational programme. The present study had only a one-week educational
programme, and the role of it related to developing practice by working with the close-care model was not directly
discussed in the focus-group interviews.

Conclusions
Trust and cooperation dilemmas are yet to be solved regarding shared professionalism and person tailored time
which concerns enrolled nurses working conditions, and stability of sta�ng. Rehabilitation professionals and
care managers also need to be more closely involved in the close-care model to strengthen �exibility and
competency within the close care teams. Existing digital communication boundaries between healthcare and
social care organizations also have to be solved in order to fully develop the close-care model.
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