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Abstract
Background: When an older patient is discharged from a hospital in Sweden, a care plan in cooperation with the patient
should be made through coordinated care planning (COCP). Previous research has described difficulties in the discharge
process; consequently, it is important to develop additional knowledge and investigate both whether and how patients are
given the opportunity to participate in COCP. The aim of the present study was to determine if older patients are given the
opportunity to participate in COCP meetings, and if so, what characterizes these meetings.
Method: This qualitative, descriptive study is based on non-participant observation of interactions between older patients
and care staff at six COCP meetings. The data collected were analyzed using directed content analysis and critical
discourse analysis (CDA).
Results: The main findings indicate a lack of patient participation in all the COCP meetings held at the hospital. The
dialogues in that context were less information intensive, and a professional perspective dominated. The situation in
advanced home care (AHC) was the opposite; already from the outset, it was evident that the patient was the chief
informant and that the patient’s perspective predominated during the dialogues.
Conclusions: General differences in the way the dialogues were initiated and in how they progressed were observed
between the hospital and AHC. Due to both shortage of time in health care today and financial issues, it is important to find
solutions that incorporate the older patient’s experiences as well as professional knowledge.
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1 Introduction
The growing aging population, with its multi-diseases and multifaceted needs, in combination with a shortened time spent
at the hospital, requires a safe and secure transition to other care settings in the community or the own home. In the
international literature over several decades, descriptions of the discharge process include a wide variety of difficulties for
older patients, such as unmet personal and practical needs as well as lack of information [1-7].
In Sweden, for a transfer to another level of care or to the patient’s home, a care plan needs to be made through coordinated
care planning (COCP) according to Swedish regulations [8]. This planning should be conducted in cooperation with the
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older patient and is intended to coordinate further care. Swedish legislation stresses the right of patients to have major
influence over their own care by expressing needs and determining how the care should be carried out. Since 1986,
Swedish law has made it compulsory for a registered nurse (RN) to document the nursing foundation for a patient’s COCP
in that patient’s health record.
The focus of the present study is on older patients’ participation and communication in the interaction between staff and
older patients during a COCP meeting. Participation should reflect an ongoing dialogue between the care provider and the
care receiver, focusing on patients’ understanding of their health problem and their desired health situation [8]. Various
dimensions of patient participation are presented in the literature: participation as comprehension (i.e., comprehension of
how the own body works, what happens when symptoms occur, etc.), participation as productive communication,
participation as confidence, and participation as achieving control [9, 10]. Patients have reported experiencing participation
when they were shown respect [11] and when knowledge was shared with health care professionals [11-14].
Communication in the process of care planning is essential if the outcome of this process is to be patient centered [15, 16].
Obstruction of patient participation has been identified in relation to lack of competence, insight, or knowledge on the part
of staff and significant others’ attempts to control the situation [11]. A scientific basis, on how all these elements come
together to provide a solid evidence base for clinicians’ practice aimed at ensuring continuity of care across settings, is
lacking. Consequently, while it is possible to find information on some elements of planning, such as patient participation
in COCP meetings, it is more difficult to grasp all the interacting parts of this process.
Older, hospitalized patients often have complex health situations involving many different care needs. Their rehabilitation
and medical follow-up must be managed outside acute hospital settings. Swedish law states that patients should have the
opportunity to participate in this process of COCP during their transfer from one level of care to another [8, 17, 18]. Several
studies in the Swedish context have shown that older adults are often referred from community care to acute care and
back [19, 20], or between different care levels [21]. Thorslund and Wånell report on the widespread occurrence of fragmented
care for older adults [22]. Lack of information at discharge and lack of continuity of care planning at COCP meetings have
been reported by Kihlgren and coworkers [19, 23]. Because these difficulties are evident in the discharge process, it is
important to develop additional knowledge and investigate if, and how, patients are given the opportunity to participate in
COCP meetings. Therefore, the aim of the present study was to determine whether patients are given an opportunity to
participate in COCP meetings, and if so, what characterizes such meetings.

2 Methods
For increased knowledge and a better understanding of the communication pattern in COCP meetings, we chose a
descriptive design with a qualitative approach and conducted non-participant observation [24] of the interaction between
patients and staff during COCP meetings. The data collected were analyzed using two complementary procedures: firstly,
we performed a directed content analysis [25] to develop an intuitive framework [26] concerning the nature and perspective
of the interaction, as well as the process. This analysis also included descriptive data of frequencies of utterances at the
COCP meetings [27]. Secondly, we analyzed the data from a communication perspective using critical discourse analysis
(CDA) [28].

2.1 Setting
In the Swedish health care system, responsibility for care of older patients is divided between the county council and the
local municipality. The primary responsibility lies with the local municipality, and when acute care is required, the county
council takes over. When older patients are discharged from acute care and still need medical or nursing care, the
responsibility is then transferred to primary health care (PHC), the municipality, or advanced home care (AHC). Primary
health care is organized within the county council, but has no responsibility for institutional care. Advanced home care is
responsible for advanced care in patients’ homes. The AHC team can be organized within the county council or by a
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private entrepreneur, depending on decisions made in the different Swedish county councils [29]. The physician responsible
for discharge is also responsible for arranging the COCP meeting, and for inviting representatives from other levels of care
to the COCP meeting at the hospital [8]. The discharging physician has access to the patient’s relevant documentation. If
the patient is referred to AHC, this physician holds a COCP meeting of his/her own with the patient. The purpose of the
COCP meeting is to ensure continuous, quality care for older patients. According to Swedish legislation, the older patient
and/or a relative should have the opportunity to participate in this meeting. In practice, physicians often delegate their
responsibility to an RN. However, AHC organizations differ with regard to their referral process, which involves several
AHC teams to whom physicians send referral letters. A member of the AHC team then contacts the patient at home and
registers as responsible care supplier for the patient at a COCP meeting. Since we started the data collection for this study,
no significant changes have been made in the process in terms of either regulations or settings.

2.2 Sample
During a period of 1 week, all older patients at one hospital ward in one large and one medium city hospital in central
Sweden about to be discharged were asked by their ward nurses if they wished to participate in the study. The first six
patients ≥75 years old, four women and two men, who agreed to participate were included in the study. Of these patients,
four were discharged to their homes. Two were discharged home while awaiting contact from AHC. Observations were
made during four COCP meetings at the hospital and two COCP meetings at AHC. In addition to the included patients,
health care professionals and relatives attended the COCP meeting, altogether 28 participants (see Table 1).
Table 1. COCP meeting participants
COCP meeting

RN

Physician

Physio-/occupational therapist

RN at PHC

Social officer

Relative/ good friend

Patient

At hospital
A
B

Yes
Yes

-

-

-

Yes
Yes

Yes
Yes

Yes
Yes

C

Yes

-

Yes

Yes

Yes

Yes

Yes

D
AHC at home
E
F

Yes

Yes

Yes

-

Yes

Yes

Yes

Yes
Yes

Yes
Yes

-

NA*
NA*

-

Yes
Yes

Yes
Yes

*NA = Not Applicable

2.3 Data collection
In connection with the COCP meetings, one of the researchers (T.G.) was invited to the hospital ward when the COCP
meetings were due to take place (cases A–D). At AHC (cases E–F), the same procedure was followed, but the meeting was
held in the older patient’s home.
The data collector (T.G.), an RN, who had previous experience of working in nursing care, had competence in the method
and acted as a non-participant observer. The observer took notes on who made an utterance, to whom it was directed, the
content of the utterance, and any contextual information that could influence the conversation, such as gestures or body
language [24]. The observer’s focus was on communication and social interaction, as well as content. The content of every
utterance was recorded, transcribed into an electronic file, and subsequently checked for correctness by the observer.

2.4 Data analysis
Two complementary procedures were used for data analysis: a directed content analysis [25] was performed, with additional
descriptive analysis of frequencies of utterances in the COCP meetings [27]. Further, the data were analyzed from a
communication perspective using CDA [28].
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2.4.1 Directed content analysis
The directed content analysis [25] involved two phases: firstly, the entire dialogue text was read several times and an
intuitive framework was developed using inductive method and prior knowledge [26] concerning the nature of the
interaction: the perspectives used, and the process. There were two perspectives, the professional view and the patient’s
view. Four categories were included under process: seek information or give information, and involving the patient or
initiated by the patient. In the next phase, the text was divided into meaning units, i.e., text units with a similar meaning.
Each meaning unit of the observations was placed into categories using this framework. The researchers independently
categorized the meaning units and then discussed differences within the research group until full agreement was reached.
2.4.2 Critical discourse analysis
A further analysis was then performed using CDA to study the interactions in the dialogues. During the participant
observations, information was recorded on who made an utterance and to whom it was directed. Observation notes
regarding the caregivers’ body language or eye contact were used to identify and confirm the intended receiver, thereby
revealing the direction of the flow of information. Sometimes the receiver of an utterance was understood to be
“everyone,” in which case the utterance was a rhetorical question or a general statement made to all present. To illustrate
the dialogue, a graphic visualization was developed [28].

2.5 Ethical consideration
Permission for the study was granted by the Ethics Committee of Linköping County Council (DNR CF 2003/772). The
study protocol was approved by the hospital board, which recommended the project and informed the staff on the ward at
ward meetings, during which members of staff had the opportunity to ask questions. The same verbal and written
information was provided to all staff members. When a COCP meeting was scheduled, a staff member verbally invited the
patient to participate in the study. Patients received written information from the staff nurse and agreed to participate
before meeting the researcher. The researcher then provided further information about the project and asked for individual
consent from all the participants in connection with the COCP meeting.

2.6 Trustworthiness
To ensure quality of the findings, methodological considerations have been taken into account related to principles
described by Lincoln and Guba [30]. To ensure credibility as well as dependability, several steps have been taken, such as
purposively selecting the participants, and including different contexts of COCP meetings.
In qualitative studies, the researchers themselves serve as data gatherers and interpreters [31]. There is therefore the risk that
the observer may have influenced the quality of the data. Hence, the observations were discussed within the research group
to increase awareness of possible influences in the data collection and to provide as natural a situation as possible in any
subsequent observation. To ensure confirmability of the analysis and categorization of data, discussions between the
researchers were taken throughout the whole process of analysis.

3 Results
To give a comprehensive picture, our findings are presented in the following order: first, we present two cases, one from
each kind of setting: case COCP-A is from a meeting in the hospital setting, while case COCP-E is from a meeting in the
AHC setting, i.e., the patient’s home. Within the report for each case, a table (COCP-A: Table 2, and COCP-E: Table 4)
illustrates selected examples of meaning units, classified using the categories covering the nature of the interaction. These
are examples of the analysis presented verbatim from the field notes. The table shows whether the meaning units were
categorized according to perspective, i.e., the professional’s view or the patient’s view, or whether the content of the
meaning unit represents a process, i.e., (a) searching for information or giving information, and (b) involving the patient or
initiated by the patient. Each case description concludes with a summary table that displays the frequency of meaning units
for the two cases, COCP-A and COCP-E (see Table 3 and Table 5).
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Table 2. Case COCP-A dialogue: Examples (17/69) of meaning units classified by nature of interaction. Some meaning
units are counted in two columns, e.g. professional view and give info or searching info and initiated by the patient.
Perspective **
Meaning units*
RN: -NN has got a stroke 11 days ago.
The consequences are weakness in the right side
and paralysis in the face.
She takes care of herself on the ward.
NN sees slightly doublet
and has difficulties to see straight ahead
SO: -NN wants a security alarm installed.
RN: NN will bring a walker at home
SO: -I promise to check with the housekeeper so
the elevator will work
RN: The patient will also borrow a chair from
the hospital to use in the shower.
RN: We will send prescription note with
medications. It might include antibiotics.
SO: You can try a couple of days and find out
what kind of help you want.
You can get help with shower in connection
with cleaning help.
P: Who is coming?
SO: You will know them.
R: Can we also ask for transportation service?
SO: Yes, it can be arranged. When I arrive on
Thursday, we’ll take care of that.

Professional
view

Patient
view

Process **
Search info

Give
info

C

C

C

C

C
C
C
C
C

C
C
C
C
C

C

C

C

C

Involving
patient

Initiated
by patient

C
C
C

C
P

P
C

R

R
C

*Column 1: RN is Reg. Nurse of the ward, SO is social officer, P is patient and R is relative (daughter). ** Columns 2-7: P is for patient, R for relative and C for care supplier

A graphic visualization, derived from the CDA, of these sample meaning units is presented next, to show the interaction in
the dialogue (COCP-A: Figure 1, COCP-E: Figure 2, all COCP meetings: Figure 3). The introduction by the nurse is not
marked. In Figures 1–3, the professional staffs are placed on the left, and the relatives and patients on the right. The first
column on the left is for the nurse who took charge and led the COCP meeting, followed by the municipal representative.
This is followed, in the middle, by “everyone” (or no-one), with the patient’s relatives followed by the patient him/herself
on the right. The arrows are in chronological order starting at the beginning of the COCP meeting, each arrow representing
an utterance.
Tables 3-5 show the dialogues with examples. Table 6 is a summary table reflecting the nature of interaction in all COCP
dialogues. Finally in this section, we present a graphic visualization of each of the six COCP dialogues (COCP-A–E),
which was derived using CDA. Each arrow in this depiction is used to represent one utterance as well as the direction of
the information flow. This conceptual representation of the dialogues allows some preliminary comparison across the six
COCP meetings.

3.1 Case COCP-A
Participants in the COCP-A dialogue were the patient (P), two relatives (daughters) (Ds), the ward nurse (RN), and the
municipal social officer (SO). Table 2 contains an excerpt from the dialogue and shows how it was categorized.
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Figure 1 visualizes the dialogue, showing that most utterances were directed at “everyone” or no-one in particular. The
arrows show who made an utterance and who was understood to be the receiver of the utterance. This visualization shows
the interaction between all participants in a general mode.
Reg. Nurse

Social officer

Everyone

Relative

Patient

Figure 1. Visualisations of the interaction in the case COCP-A dialogue.
Table 3 shows a summary of the nature of the interaction for the 69 utterances in the COCP-A dialogue, categorized as 105
meaning units.
Table 3. Case COCP-A dialogue: Summary of nature of interaction displayed by source of utterance, frequency and
percent (n=69 meaning units). Some meaning units are counted in two columns, e.g. professional view and give
information.
Classified meaning
units: by source of
utterance, number and
percent
Caregiver
Relative
Patient
Total number
Total percent

Perspective
Professional
view

Process

Patient
view

Total

Search
info

Give
info

Involving
patient

Initiated by
patient

Total

27

2
2
4

27
2
2
31

3
4
2
9

47
4
7
58

3
2
5

1
1
2

53
9
12
74

87

13

100

12

78

7

3

100

27

Summary of case COCP-A
The case COCP-A dialogue can be described as having fewer than average (for a hospital setting in our study) utterances
(n=69, m=87, with 105 categorized meaning units) and appears to be less information intensive, i.e., not having many
meaning units concerning the patient’s view or situation. In terms of the information framework and the nature of the
interaction, the professional perspective dominated, amounting to 87% (27/31) of the meaning units. Regarding the
process of information sharing, information giving was found in 78% of the meaning units (58/74), while searching for
information was relatively infrequent, amounting to 12% (9/74). The other part of the process aspect, involving the patient
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and initiated by the patient, only occurred in 7% (five instances) and 3% (two instances), respectively, of utterances in this
dialogue.
Most of the conversation in case COCP-A dealt with administrative issues, e.g., what should be done and by whom. The
RN opened the meeting by mentioning the need to have a security alarm installed, an available walker, a key to the
apartment, and food distribution before the patient’s need for help with showering was noted. Only a few questions were
addressed to the patient concerning her view of her situation. No statements were made by the patient concerning her own
capacity for self-care. The RN drew up the agenda for, and led, the conversation.
The patient’s problems were dizziness, diplopia, and the associated risk of falling. The patient understood these to be
problems. Solutions provided were help with some daily activities, e.g., showering.

3.2 Case COCP-E
Participants in the COCP-E meeting were the patient (P), a relative (friend) (R), the physician (Ph), and the nurse from
AHC (RN). Table 4 shows a summary of the nature of the interaction for the 335 utterances made in the COCP-E dialogue.
Table 4. From case COCP-E dialogue: Examples (14/335) of meaning units classified by nature of interaction. Some
meaning units are counted in two columns, e.g. questions that seek to involve the patient.
Perspective**
Meaning units*

Professional
view

Process**
Patient
view

Ph: First NN, I would like to ask you………N are
you called N or X?

Search
info
C

P: N
Ph: Well N. What information have you got about
your disease?
P: On the hospital. But I have been there twice
before.
But they don’t know what it is.
I fell on the floor but couldn’t get up. I came to the
hospital.
Ph: Okey. What have they told you then?
P: They have said they don’t know what kind of
disease it is.
Ph: Okey. I could see in the documentation that
you don’t want to be informed.
P: Well… I haven’t heard. They cannot tell me
what disease I have got. Of course I would like to
know
Ph: You want to be informed.
P: Yes, I want. But they don’t know.
Ph: In the stomach there is a…..gland called
pancreas and it produces bile so you could digest
the food. And it takes care of the blood sugar
Ph: Inside you they have found a tumour there.
P: Aha, yes

Give
info

Involving
patient

Initiated
by patient

C
P

C

C
P

P

P

P

P

P

C

C
P

P

P

P

C

C
P

P

C

C

C

C

Column 1: Ph is physician and P is patient. ** Columns 2-7: P is for patient and C for care supplier

Figure 2 visualizes the dialogue, showing utterances involving the patient and information given by the patient.
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Physician

Nurse

Everyone

Relative

Patient

Figure 2. Visualisations of the interaction in the case COCP- E dialogue.
Table 5 summarizes the nature of the interaction, by source of utterance, frequency, and percent (n=335 meaning units).
Table 5. Case COCP-E dialogue: Summary of nature of interaction displayed by source of utterance, frequency and
percent (n=341 meaning units). Some meaning units are counted in two columns, e.g. professional view and give
information or searching info and involving patient.
Classified meaning
units: by source of
utterance, number
and percent

Perspective

Caregiver
Relative
Patient
Total number
Total percent

Professional
view

Process
Patient
view

Total

Search
info

Give info

Involving
patient

Initiated by
patient

35
1
2

1
8
40

36
9
42

34
1
7

119
27
107

36
-

1
9

189
29
123

38
46

49
54

87
100

42
12

253
74

36
11

10
3

341
100

Total

Summary of case COCP-E
The COCP-E dialogue can be described as very information intensive, showing the largest number of meaning units
(n=335) of all six COCP dialogues (range 34–335), its number also being above the average, 325, for the two AHC
dialogues. In this AHC dialogue, unlike the four hospital setting dialogues, the patient/relative view is predominant, with
the patient/relative perspective in place more than half of the time (55%, 47/85).
Similar to the other five COCP dialogues, providing information was the predominant process noted in case COCP-E,
where it comprised well over 80% of the meaning units COCP related to process.
There was “patient involvement,” as part of the interaction process in this dialogue, of 11%, while interaction “initiated by
the patient” amounted to only 3%.
In this dialogue, the schedule shows many utterances involving giving information to the patient and information given by
the patient. The type of questions posed by the staff required more than yes/no answers from the patient. There was a real
dialogue reflecting a sincere interest in answers given. Questions were asked, not to confirm professional statements, but
to gain information regarding the patient’s expectations and knowledge about the actual situation. The topics covered were
self-awareness, autonomy, social relations, symptoms, context, and agreement. The patient was the informant, even
though he had not drawn up the agenda and was not the leader of the conversation.
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Table 6. COCP-dialogues for all patients by setting, classified meaning units, source of information summarized by
frequencies and percent (net number of meaning units n=1007. Some meaning units are counted in two columns, e.g.
professional view and give information or searching info and involving patient.
Classified meaning
units by setting,
source of utterance,
number and
percent
At Hospital
A: Caregiver
Relative
Patient
A: Total (n=69)

Perspective

Process

Professional
view
No (%)

Patent
view
No (%)

Total
No (%)

Search
info
No (%)

Give info
No (%)

27
-

2
2

27
2
2

3
4
2

47
4
7

3

4 (13)

31 (100)

9 (12)

58 (78)

27 (87)

Involving
patient
No (%)

Initiated
by patient
No (%)

Total
No (%)

2

1
1

53
9
12

5 (7)

2 (3)

74 (100)

1
1

139
41
36

2 (1)

216 (100)

B: Caregiver
Relative
Patient

20
1
-

1
10
-

21
11
-

40
5
0

70
35
35

28

B: Total (n=186)

21 (66)

11 (34)

32 (100)

45 (21)

140 (65)

29 (13)

C: Caregiver
Relative
Patient

12
-

1
2
5

13
2
5

12
3
0

20
15
10

4
1
1

C: Total (n=60)

12 (60)

8 (40)

20 (100)

15 (25)

45 (75)

6 (10)

D: Caregiver
Relative
Patient

10
1
-

2
3

10
3
3

5 (31)

1

3
0
0

17
5
8

3

16 (100)

3 (7,5)

30 (75)

3 (7,5)

99 (100)

72 (18)

273 (69)

43 (11)

-

1

36
20
11

1 (2)

67 (100)

2
2

23
7
10

-

-

D: Total (n=34)

11 (69)

Total: A-D (n=349)

71 (72)

Mean A-D
Total No.
Caregiver
Relative
Patient

18
17
1
-

7
<1
4
>2

25
18
>4
>2

18
15
3
<1

68
39
15
15

11
<10
>0
<1

2
>0
1
<1

At AHC
E: Caregiver
Relative
Patient

35
1
2

1
8
40

36
9
42

34
1
7

119
27
107

36
-

-

28 (28)

4 (10)

40 (100)

9 (2)

397 (100)

1
9

327
99
63
19
17
189
29
123

E: Total(n=335)

38 (44)

49 (56)

87 (100)

42 (12)

253 (74)

36 (11)

10 (3)

341 (100)

F: Caregiver
Relative
Patient

24
1

20
10
26

44
10
27

71
8
1

121
44
78

57
2
86

11

249
54
176

F: Total (n=320)

25 (31)

56 (69)

81 (100)

Total: E-F (n=655)

63 (38)

103 (62)

166 (100)

Mean E-F
Total No.
Caregiver
Relative
Patient

32
30
<1
<2

52
10
9
33

83
40
9
34

80 (17)

243 (51)

145 (30)

11 (2)

479 (100)

122 (15)

496 (61)

181(22)

21 (3)

820 (100)

61
>52
>4
4

248
120
>35
>92

>90
>46
1
43

>10
<1
10

87
410
219
<42
<150

The problems understood by the patient in case COCP-E were stomach pain and digestion problems. The physician
clarified that the problems understood by the staff and the problems understood by the patient were adjusted in the
documentation, often by asking the patient about his experiences and knowledge about the illness. Then he allowed the
patient to elaborate on how this health problem might affect his everyday life, and what different kinds of support he
needed. The RN took part in the dialogue late in the session, in relation to practical nursing issues. Most of the professional
Published by Sciedu Press
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view was presented after permission was given by the patient to the professionals to explain the disease he was suffering
from. Without stepping back from their professional point of view, the physician and RN managed to interweave the
patient’s own understanding of his problem with information on how he could be relieved from pain and suffering.

Cases A:
RN, SO, EO, Rel, Pt*

B:
RN, SO, EO, Rel, Pt*

C:
RN, SO, EO, Rel, Pt*

D:
RN, SO, EO, Rel, Pt*

E:
RN, SO, EO, Rel, Pt*

F:
RN, SO, EO, Rel, Pt*

Figure 3. Visualisation of the interaction in the COCP-dialogues for all six patients, with number of meaning units and time used in
minutes. *RN=Reg Nurse, SO= Social officer, EO=Everyone, Rel=Relative, Pt=Patient
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3.3 Presentation of all coordinated care planning dialogues
On the whole, the four hospital-based COCP dialogues were much briefer than the two AHC dialogues. These COCP
dialogues consisted of the fewest unduplicated meaning units (COCP-A: 69, COCP-B: 186, COCP-C: 60, and COCP-D:
34), whereas the AHC dialogues consisted of 335 (COCP-E) and 314 (COCP-F) meaning units, respectively. A graphic
visualization of all the interactions, organized in the same way as the two cases presented above, is shown in Figure 3, and
the number of times that the different views became apparent in all COCP meetings are presented in Table 6.
The analyses show that each kind of COCP meeting had a similar pattern of interaction within their respective setting (see
Figure 3). In the COCP meetings at the hospital (cases COCP-A–D), the focus seemed to be on presenting information.
The utterances were primarily aimed at everyone present and no real dialogue was seen, in that many utterances were
rhetorical, without any expectation of relevant answers that would give a deeper understanding of the patient’s wishes or
everyday life situation. On the other hand, in the COCP meetings with AHC (cases COCP-E–F), a different approach was
observed. During these, there were many instances of dialogue between the physician or other staff, and the patient. The
AHC staff skillfully placed the patient at the center and put him/her in charge of care planning and of determining what
expectations were realistic.

3.4 Summary of results
The number of utterances in the two settings differed. The four COCP dialogues at the hospital contained 349 utterances in
total, with a mean of 87 and a range of 34-186 utterances per dialogue, whereas the two COCP dialogues with AHC
contained 655 utterances in total, with a mean of 327 and a range of 320-335 per dialogue.
The COCP dialogues at the hospital contained 397 categorized meaning units, with a mean of 99 and a range of 40–216,
while the two AHC dialogues contained 820 meaning units, with a mean of 410 and a range of 341–479 (Table 6).
The perspective of the interaction was predominantly professional in all the hospital-based COCP dialogues, as shown in
Table 6. The professionals tended to begin the dialogue with a summary, to aid the patient’s understanding of the problem.
Consequently, they started by focusing on giving information about the patient’s health status and problems and how to
deal with them, all of which was presented from a professional point of view. In these dialogues, the share of meaning
units expressing a professional view comprised 72% (range 60%–87%; mean 18 per dialogue) of all perspective-related
meaning units. This was more than double the share of meaning units expressing a patient view (28%; range 13%–40%;
mean 7 per dialogue).
In the AHC dialogues conducted in the patients’ homes, however, the opposite picture was found for perspective, showing
the importance of the patient’s perspective. The share of meaning units expressing a professional perspective comprised
38% of all perspective meaning units (range 31%–44%; mean 32 per dialogue), versus 62% for the patient’s perspective
(range 56%–69%; mean 52 per dialogue, which is over seven times more than the mean in the COCP dialogues at the
hospital).
With AHC, the COCP dialogue was started by asking the patient about his/her knowledge about his/her illness and
encouraging him/her to describe living with the illness. Immediately, a different atmosphere was created. Using this
approach, the professionals showed that it is the patient who knows and the staff that need to acquire that knowledge.
Our findings visualize the difference in perspective between the two settings for the six dialogues we studied.
The nature of the interaction as process consisted of four parts, of which “searching for information” showed the greatest
differences between the two settings. Twenty percent of the process meaning units in COCP meetings at the hospital were
comprised of information seeking meaning units, with a mean of 18 per dialogue, compared to 15% of all process meaning
units at the AHC, with a mean of 61 per dialogue, i.e., more than three times higher.
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Of all the process meaning units, “giving information” comprised 79%, with a mean of 68 per dialogue, in the COCP
meetings at the hospital, compared to 61%, with a mean of 248 meaning units per AHC dialogue, i.e., almost four times as
many.
“Involving the patient” made up less of the process in the COCP dialogues at the hospital, where it comprised 11% of all
process meaning units with a mean of eleven per dialogue, while the same figures for AHC were 22% of all process
meaning units and a mean of 90 per dialogue, i.e., eight times higher.
The fourth part of the process, “initiated by the patient” showed comparable figures in the two settings, comprising a low
2% and 3% at the hospital and AHC, respectively, with a mean of two per dialogue in the COCP dialogues at the hospital
and ten per dialogue for the AHC dialogues.

4 Discussion
The focus of this qualitative study was to determine whether patients are given an opportunity to participate in the planning
of their care, and if they are, what characterizes these COCP meetings. Patients’ participation in their own care is
important, yet there is a lack of literature on patient participation in COCP meetings.
The main finding indicates a general lack of patient participation in COCP meetings at the hospital. The dialogues
appeared to be less information intensive, and a professional perspective dominated the interaction. The meetings started
with a summary of the problem, focusing on giving information about health status, and problems and how to deal with
them, all from a professional point of view. Only a few questions were addressed to patients, and few asked for their views
on their situation. In COCP meetings in AHC, by contrast, the patient perspective predominated. From the outset, it was
evident who the informant was (the patient) and what perspective predominated (the patient’s) (see Tables 2 and 4). The
AHC dialogues began differently, by asking about the patient’s knowledge of and feelings about his/her illness. According
to Virtanen and coworkers, the initiation and progression of the dialogue is basic to creating a dialogue that involves the
patient [32].
Looking at the progression of the dialogues in the COCP meetings at the hospital and with AHC, the focus of the hospital
COCP meetings seemed to be on the patient’s environment, i.e., more on practical questions than on the patient’s
experiences of his/her own needs. The progression of the dialogues at the AHC was based on patients’ assessments of their
own knowledge and abilities, and in this way patients were encouraged to participate in choosing the topic of the
discourse. This gave them the opportunity to reflect on their situation in relation to a particular topic, and they could bring
issues of importance to themselves up for discussion. Furthermore, by giving advice and feedback, the nurses and
physician showed their genuine interest during the dialogue. All this together seemed to create a dialogue that involved the
patient in the process, which is similar to the findings reported by Virtanen and coworkers [32].
Several studies have shown that the patient’s role as an equal and competent participant in dialogue is important in helping
patients get involved, e.g., in planning their own care [2, 32]. Hedberg showed how professionals are in a position of power
and influence in relation to the patient [33]. In a process such as care planning, the patient is being evaluated in some sense.
Thus, in this process, the patient can be subordinated by professionals or choose a subordinated position him/herself in
relation to “the experts”. The persons steering this process often play a central role, while subordinated persons in the
interaction can be positioned as non-persons. This could also be seen as an “I–you–distant provider dominance” in the
interaction between the patient and the professional. This is characterized by the professional being expected to take on the
role of assessing the relevance of problems, and finding a solution for them, and the patient being expected to follow these
suggestions [34]. Perhaps in COCP, the professional position is underlined by the context. The RN might act on delegation
of responsibility by other professionals, such as doctors, physiotherapists, and occupational therapists. However, one
consequence of this limited patient participation in COPC is that not all the patient’s needs are assessed and met, and,
consequently, that the care is not patient centered [35]. In a Danish study, one-third of patients’ problems were not known to
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the nursing staff in the hospital context [36]. Discrepancies between patients’ and professionals’ perspectives have also been
explored in other care contexts [34, 37].
Shared power was observed in the AHC dialogues when patients and nurses actively participated in choosing the topic of
discussion and when patients were given the opportunity to get involved in the dialogue, which also is in line with Virtanen
and coworkers’ findings [32]. This could be seen as “I–you-sorted mutuality,” which has been described as a shared
knowledge between the patient and the professional [34] about the problems, based on “cocreating person-specific
knowledge,” i.e., a concrete insight into each particular person’s reaction to living with illness [38]. The context of AHC
was the patient’s home, which creates a different patient position. The patient was the host and the informant, thus being an
equal to the professionals. The RN, too, can have a more independent and “self-made” role in this context.
Professionals often resort to a biomedical approach, focusing on disease and symptoms, rather than being open to
difficulties experienced by different patients and taking a life-oriented perspective [38, 39]. This is in line with results of a
systematic review of older people’s views of hospital discharge, in which the need for a “life-planning” perspective before,
during, and after hospital discharge was pointed out [2]. This perspective allows older people to re-evaluate how to manage
their life, and not just to focus on physical and safety needs, functional capacity, and risk minimization, which are often
prioritized by the professionals [2]. However, further studies are needed to explore how to increase older people’s
participation in their own care and particularly in COCP. There is also a need for studies with experimental and evaluative
designs to gain more evidence-based knowledge about older people’s participation in COCP.

4.1 Limitations of the study
Non-participant observation was chosen due to the contexts studied [40]. The observer effect is a possible limitation,
because the observer’s presence during the meetings may have influenced the conversations [24]. The observer was well
aware of this risk, and tried to maintain a non-influential position throughout the observations. A combination of methods
was used to give a deeper understanding of the phenomenon and the process [41]. The same researcher who wrote the field
notes for the present study also took part in the data analyses.. As the data were descriptive, we deemed it important to
choose methods of both a deductive and an inductive, interpretative nature.
The researcher’s responsibility is to ensure that interpretations are trustworthy [42] and independent assessments were made
to support the credibility of the interpretation. This result is based on six patients and their relatives and related staff,
altogether 28 participants. This could be seen as appropriate in a qualitative study. However, generalizations cannot be
made and conclusions should be drawn with caution.

4.2 Conclusion
The main finding of this qualitative study is that the degree of patients’ participation in COCP meetings may differ across
settings. How the conversations started seemed to be of great importance in this respect. Questions that may arise concern
whether caregivers are able to spend enough time, and whether patients are given enough time, to reflect over future needs
outside the hospital or whether a solution to practical and other issues has to be found. The context in which the COCP
meetings were carried out was different in these two settings. It is reasonable to believe that the patient is more vulnerable
and has more barriers to participation in the care context at the hospital than in the context of his/her own home. In
addition, there is a shortage of time in health care today, and financial issues are also pressing. There may therefore be a
risk that professional solutions to patient care are prioritized over efforts to find solutions that incorporate both the
patient’s experiences and professional knowledge. The findings of this study can be seen as a base for further research.
Studies using quantitative methods are needed to evaluate statistical differences between groups and allow generalizations.
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