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Abstract
The aim was to explore the implementation of individual care plans in municipal elderly care in
relation to characteristics of staff. Data regarding characteristics of staff were derived through a
questionnaire distributed to all staff working in the care for older people, (N = 908, n = 245) in
four municipalities in Sweden. The number of care plans established during a one-year period was
collected through a contact person in each municipality. In total 47 individual care plans were established during the study year. Significantly more staff in the municipality that had the most
number of established individual care plans agreed that there had been sufficient education (p =
0.017), sufficient time (p = 0.002) and routines established regarding individual care plans (p =
0.014) and had a significantly better job satisfaction (p = 0.001), compared to staff in the other
municipalities. Implementation leaders may need to take the working conditions and the perception of available resources among staff into consideration in the on-going process of implementing
individual care plans.
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1. Introduction
In Sweden, as in other countries, lack of coordination and cooperation between various providers of care poses
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problems in terms of continuity and quality of care, in particular among older people with more complex care
needs. To find a remedy for this problem in Sweden, a new paragraph was inaugurated in the Health and Medical Services Act [1] and in the Social Services Act [2] in January 2010. The paragraph makes clear that the
county councils and the municipalities shall collaborate and establish an individual care plan (ICP) for persons
in need of both social services and healthcare. A successful implementation and use of ICP may contribute to
improved inter-professional collaboration and better continuity in care for older people. However, to transform a
policy into action is rarely a straightforward process and the attitudes and behaviour among frontline staff
should not be underestimated [3]. To fully understand organisational change, it is necessary to understand
changes among the individuals involved [4]. Thus, the influence of staff on the process of implementing ICP in
elderly care needs further exploration.

Theoretical Framework
The Consolidated Framework for Implementation Research (CFIR) [5] provides an overarching typology for
implementation research and has been used as guidance in the design of this study. The framework was developed through a review of published theories about constructs that influence implementation. The framework is
composed of five overarching domains; of which two are analysed in this study, i.e. “Process” and “Characteristics of individuals”. The domain “Process” may be evaluated by the actual execution i.e. the actual use and
spread of the intervention in the organisation [5], in this case the use of ICP.
The domain “Characteristics of individuals” [5] emphasises that organisational change and the implementation of new routines is influenced by the individuals involved. Two constructs in this domain are analysed in this
study and are classified as “Knowledge and beliefs” and “Individuals’ identification with organisation” [5]. The
construct “Knowledge and beliefs” refers to the individuals’ knowledge, thought and opinions about the intervention. The actual use of ICP among professionals (the outcome, execution) can be regarded as a human behaviour. As such it may be predicted by the perceived usefulness and ease of use among the intended users [6].
Yu, Li and Gagnos [7] performed a study about the acceptance of Health IT in long-term care facilities and
found a significant relation between perceived usefulness, perceived ease of use and the intention to use Health
IT among the caregivers. Thus, it may be hypothesised that the acceptance of ICP among staff as a useful and
valuable tool in the collaboration with professionals in other organisations and in the care of older people may
impact their behaviour in using it. However, their use of ICP may also be related to their belief that they have
access to the appropriate skills, resources and support [6]. Since ICP is regulated by law it can be regarded as an
externally developed intervention not originating from those who are expected to use it. This puts demand on a
well performed dissemination process [8] where staff receives the education, information and resources they
need to use ICP in daily practise. Fernandes [9] conducted a study about the process of implementing advanced
care plans in aged care facilities. The results showed that the provision of education to staff enhanced their
knowledge to take part in advanced care planning and that a more formalised procedure for data collection and
documentation improved the number, as well as the quality of the plans that were established. Thus, the acceptance of ICP among staff and their perception of organisational support in terms of education and availability of
resources may influence the actual spread and use of ICP. However, this relationship has not been investigated
and needs further exploration.
The construct “Individuals’ identification with organisation” [5] emphasise that the relationship the individuals have to the organisation they work in may affect their attitudes regarding using an intervention and thus their
willingness to engage in a changing process. An increased workload has been reported among staff in elderly
care with stress, fatigue and job strain common problems cited by employees in these organisations [10] [11].
Emotional exhaustion has been shown to impact work attitudes and job performance among staff [12] and low
job-satisfaction has been shown to be related to the intention to leave the elderly care work sector [13]. Considering that successful implementation is greatly influenced by the engagement among the individuals involved
[14], job satisfaction among staff can be expected to influence the process of change and the use of ICP. However, so far this relationship has not been explored, particularly not in relation to the implementation of ICP in
elderly care.
The aim of this study was to explore the implementation of individual care plans in municipal elderly care in
relation to characteristics of staff.
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2. Method
2.1. Sample

The study was conducted in four municipalities in southern Sweden. All staff working in nursing homes, or with
home nursing care for older people, were included (N = 908). All working places were operated by the municipalities except for three nursing homes and one staff group providing home-help services to older people that
were operated by private agencies.

2.2. Data and Data Collection
2.2.1. Process
The concept “Process” was operationalised through the actual use of individual care plans and thus the number
of established individual care plans in each municipality in collaboration with the county council was collected
during a one-year period (November 2013 through December 2014). This was done through a form filled in by
contact persons in the municipalities and the private agencies. The form was filled in continuously by the contact persons regarding the date and the organisations involved in the establishment of each individual care plan.
2.2.2. Characteristics of Staff
Data regarding “Characteristics of individuals/staff” was derived through a questionnaire and distributed to staff
at baseline in November 2013. The questionnaires were distributed by a contact person at each working place
and were returned to the research group in preaddressed envelopes after they were completed. The contact persons were also responsible for reminding the staff to fill in and return the questionnaire. Thus, the research
group did not know the names of those who received the questionnaires and was not in control of how and when
staff was reminded. This procedure made the respondents anonymous to the research group. The respondent
gave their consent to participate in the study by ticking in a box in the questionnaire and by returning the completed questionnaire. The questionnaire took approximately 30 minutes to complete.
The construct “Knowledge and beliefs about the intervention” was operationalised through seven statements
constructed for this study. The statements were intended to capture the subjective opinions and beliefs among
staff regarding access to resources and support in terms of own knowledge and received education (statement 1 2), presence of routines and time (statement 3 - 4) and their overall acceptance of ICP as an effective and useful
tool (statement 5 - 7). The statements were scored on a four-point scale ranging from 1 = disagree completely to
4 = agree completely.
The construct of “Individual identification with organisation” was operationalised through The Psychosocial
Aspects of Job Satisfaction questionnaire [13]. The questionnaire contains 49 questions measuring eight factors
(4 - 11 questions/factor); Workload, Criticism, Cooperation, Expectations and demands, Personal development,
Internal motivation, External motivation and Position in the group. The questions are scored on a five-point
scale ranging from 0 = never to 4 = very often. Total scores are transformed to 0 - 100 for each factor by summarising and dividing raw scores by the highest possible score in each factor and multiplied by 100. This makes
it possible to compare factor scores even if they contain various numbers of items [13]. Higher scores indicate a
more desirable state. The psychometric properties of the instrument have been shown to be acceptable [13].

2.3. Data Analyses
To explore variation in the process of implementing ICP in relation to characteristics of staff the sample was divided into two groups. The division was based on the variation in the process outcome i.e. the number of established ICP in the municipalities during the study year. The municipality that had the most number of established
ICP (municipality I) was compared to those that had fewer and more similar number of established plans (municipalities II-V) regarding the beliefs about individual care plans and job satisfaction among staff. Comparisons
were performed using Mann-Whitney U-test for ordinal data and Student’s t-test for numeric data. A p-value
below 0.05 was regarded as significant.
A total of 46 out of 49 items in the Satisfaction with Work Questionnaire had less than 5% missing values.
The question “cooperation with colleagues” had 5.7% missing values and the question “cooperation with staff in
other units” had 7.8% missing values. These missing values were replaced with the median value of the group
(i.e. municipality with most individual care plans and municipalities with fewer). The items with more missing
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values were: “criticism from subordinates” (33.3%) and “praise from subordinates” (33.9%). Due to the high
number of missing values these two questions were excluded in the calculation of total scores for the factors
they belonged to, i.e. Criticism or Position in the group, and in the calculation of total score for job satisfaction.
The Regional Ethical Review Board in Lund approved the study (Dnr 2013/549).

3. Results
In total 245 staff returned the questionnaire giving an overall response rate of 26.9%. Fifty-two persons declined
participation by returning a form stating that they didn’t want to participate. The reasons given for not wanting
to participate were not having the time (n = 8), newly employed (n = 2), not interested (n = 4) and not relevant
questions (n = 1). A total of 76.3% of the respondents were assistant or auxiliary nurses, 13.1% were registered
nurses, 5.7% were occupational therapists and 4.1% were physiotherapists. Five percent of the respondents had
nine-year compulsory school education, 62% had upper secondary school education and 32% had university
education. Ninety-five percent were women and the mean time working at the present working site were 10
years (range 0 - 38 years). There were no significant differences between the four municipalities regarding the
proportion of each profession that responded to the questionnaire.

3.1. Process
In total 47 individual care plans were established in the four municipalities during the study period. Of these, 31
were established in municipality I, three in municipality II, seven in municipality III and six in municipality IV
(Table 1). A total of 39 were established in collaboration with primary healthcare and eight in collaboration
with specialised hospital care.

3.2. Characteristics of Staff in Relation to Process
Overall it was found high agreement and no significant differences between groups in the statements regarding
knowledge about which information that should be written in a individual care plan (90.2% stating partly agree
or agree completely); that an individual care plan is an effective tool to provide high quality care and service
(91.9%); that an individual care plan is useful in collaboration with professionals in other organisations (90.1%)
and that there should be more individual care plans established than at present (65.5%) (Table 2). A significantly larger proportion of staff in the municipality that had the most number of established individual care plans
agreed that there had been a satisfactory amount of education about how to establish individual care plans (80.4%
vs 63.8%), that there is sufficient time to establish them (58.9% vs 39.1%) and that there are routines in the organisation about how to establish the plans (73.2% vs 67.8%).
Overall the staff rated the highest value for internal motivation (mean 78.7) and the lowest for external motivation (mean 47.3) (Table 3). Staff working in the municipality that had the most number of established plans
had a significantly higher (better) mean value compared to staff in the other municipalities regarding personal
development (mean 71.1 vs 65.9), workload (mean 63.8 vs 56.5), expectations and demands (mean 65.7 vs 61.1),
cooperation (mean 76.9 vs 70.1), position in the group (mean 66.4 vs 61.3) and total job satisfaction (mean 67.8 vs
62.5). There were no significant differences in the factors: criticism, internal motivation or external motivation.
Table 1. Inhabitants, number of established Individual Care Plans (ICP) and the number of respondents in the four municipalities.
Inhabitants
n/% aged 65+

Established ICP
n

Staff
N/n respondents

Municipality I

20 248/17.3

31

250/73

Municipality II
(including one private nursing home)

17 211/17.9

3

283/72

Municipality III
(including one private provider of social
care and two private nursing homes)

22 994/18.9

7

181/37

Municipality IV

13 460/18.8

6

194/63
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Table 2. Beliefs about Individual Care Plans (ICP) among staff in the total sample and comparisons of the municipality with
the most established ICP and those with fewer.
Total sample
n = 245

Municipality I
n = 73

Other municipalities
(II-IV) n = 172

It is clear to me which information that should be written in an
ICP (%) (n = 174)

p-value*
0.154

Disagree completely

2.9

0

4.2

Partly disagree

6.9

3.6

8.5

Partly agree

47.1

44.6

48.3

Agree completely

43.1

51.8

39.0

There has been a satisfactory amount of education about how to
establish ICP (%) (n = 172)

0.017

Disagree completely

9.9

0

14.7

Partly disagree

20.9

19.6

21.6

Partly agree

47.1

51.8

44.8

Agree completely

22.1

28.6

19.0

There is sufficient time to establish ICP (%) (n = 171)

0.002

Disagree completely

12.3

0

18.3

Partly disagree

42.1

41.1

42.6

Partly agree

36.8

44.6

33.0

Agree completely

8.8

14.3

6.1

There are routines in the organisation about how to establish ICP
(%) (n = 174)

0.014

Disagree completely

7.5

0

11.0

Partly disagree

23.0

26.8

21.2

Partly agree

45.4

39.3

48.3

Agree completely

24.1

33.9

19.5

ICP is an effective tool to provide high quality care and services
(%) (n = 174)

0.668

Disagree completely

1.1

0

1.7

Partly disagree

6.9

5.4

7.6

Partly agree

42.5

41.1

43.2

Agree completely

49.4

53.6

47.5

ICP is useful in collaboration with professionals in other
organisations (%) (n = 172)

0.106

Disagree completely

1.7

0

2.6

Partly disagree

8.1

5.3

9.6

Partly agree

45.9

38.6

49.6

Agree completely

44.2

56.1

38.3

There should be more ICP established than at present (%)
(n = 170)

0.768

Disagree completely

12.4

8.9

14.0

Partly disagree

22.4

25.0

21.1

Partly agree

36.5

35.7

36.8

Agree completely

28.8

30.4

28.1

*Mann-Whitney U-Test.
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Table 3. Psychosocial aspects of job-satisfaction in the total sample and comparison between the municipality that had the
most established ICP and those with fewer.
Total sample
Mean (SD)

Municipality I
Mean (SD)

Other municipalities
(II-IV) Mean (SD)

p-value*

Personal development (n = 231)

67.5 (17.6)

71.1 (16.1)

65.9 (18.0)

0.039

Workload (n = 233)

58.7 (16.1)

63.8 (12.4)

56.5 (16.9)

0.001

Criticism (n = 232)

68.2 (14.5)

67.8 (14.1)

68.4 (14.7)

0.076

Expectations and demands (n = 239)

65.7 (12.2)

65.7 (14.1)

61.6 (16.5)

0.033

Cooperation (n = 228)

72.2 (15.2)

76.9 (11.0)

70.1 (16.3)

0.001

Internal motivation (n = 238)

78.7 (14.6)

79.6 (14.6)

78.3 (14.1)

0.514

External motivation (n = 234)

47.3 (18.0)

50.0 (15.2)

46.1 (19.1)

0.104

Position in the group (n = 238)

62.9 (15.2)

66.4 (12.6)

61.3 (16.0)

0.010

Total job satisfaction (n = 212)

64.2 (11.9)

67.8 (8.9)

62.5 (12.7)

0.001

Factor

*Student’s t-test.

4. Discussion
The process of implementing ICP in municipal elderly care appears to be slow and varies between municipalities. Despite that ICP has been regulated since 2010. The results show a rather great disparity in the number of
plans established, with one municipality having 31 and the other 3 - 7 (Table 1). According to the regulations an
individual care plan should be established when a person has a need for both social services and healthcare,
which means the majority of the elderly people who receive social services in the municipalities. Research has
shown that 75% of elderly people who receive social services also have contact with outpatient care and 58%
have contact with specialist care [15]. Thus, one could expect a higher number of established plans than demonstrated in the result. The problem, however, is that the regulation also states; “The plan shall be established if the
municipality or the county council determines that it is necessary for the individual to get their needs met” [1]
[2]. This wording leaves it open for interpretation regarding when an ICP should be established. Thus, the organisations that intend to implement the legislation are also expected to formulate the policy, i.e. they are policy
makers and policy implementers at the same time [16]. The advantage of this is that the intervention or the policy can be adapted to fit the organisation and thus be easier to implement [14]. The management has a key role
in the interpretation and the development of a clear policy adapted to each organisation. However, the problem
is that there is a risk for disagreements regarding how to define the targeted population between the numerous
organisations and providers involved in the establishment of ICP. Furthermore, it becomes difficult to evaluate
the accuracy in the demonstrated number of established plans. The variation in the number of established ICP in
this study might partly be explained by this problem. This has, however, not been investigated in this study and
thus needs further exploration.
In general, staff within elderly care seemed to have positive attitudes about ICP with the majority in agreement that it was clear what information should be written in an care plan; the establishment of ICP is a useful
document in the collaboration with other care providers; an individual care plan is an efficient tool in providing
good quality in care and that they should be established more often (Table 2). These findings are encouraging
since an acceptance of the intervention among staff increases motivation and the chances of successful implementation and use of an intervention. However, the variations in the process outcome i.e. the use of ICP between
municipalities seems not to be explained by beliefs about the plans among staff, since there were no significant
differences in the questions between the municipality that had the most established care plans and those with the
fewest. The variation in the process seems rather to be influenced by differences in their perception of availability of resources i.e. the education of staff, staff time and the establishment of routines. The municipality that had
the most established care plans had a significantly larger proportion of staff stating that there had been sufficient
education and that there was a sufficient amount of time and routines regarding how to establish ICP (Table 2).
This result is in line with previous research showing that organisational investments in terms of education [9]
[17], time and staff [18] [19] are important in the implementation processes and cannot be ignored. However,
the results in this study indicate that it might be necessary for managers and implementation leaders to pay at-
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tention to the opinion about these investments among staff and not only to the investments per se. This knowledge is of value for future research as well as for managers involved in the ongoing process of implementing
ICP in Sweden. However, due to the low response rate these findings should be interpreted with caution and
more research is needed to confirm these results.
The construct in the theoretical framework referred to as “Individuals’ identification with organisation” seems
to influence the implementation of individual care plans in municipal elderly care. The municipality that had the
most established care plans had a significantly higher degree of general job satisfaction among staff and a higher
mean value in six out of nine factors compared to the other municipalities (Table 3). According to the constructors a mean value above 75 is desirable [13] and this was found in the total sample in the factor “Internal motivation” and in the municipality that had the most established care plans in the factor “cooperation”. The mean
values shown in this study do not differ from previous studies about job satisfaction among staff within elderly
care [20] [21]. Previous studies have found that the caring climate, working environment and the leadership all
have an impact on job satisfaction [21] [22]. Consequently, interventions improving the caring, working climate
and leadership may have a positive impact on job-satisfaction and also the process of implementing individual
care plans.

Methodological Consideration
There are methodological issues that need to be addressed. The study does not include the characteristics of
managers or staff working in the county council and thus does not cover all those involved in the process of implementing ICP in the care of older people. This limits the generalisations of the results and the conclusions that
can be made regarding the influence of staff during the implementation process. The low response rate also constitutes a threat to the external validity in this study and limits the conclusions that can be made from the results.
The low response rate may be explained by the facts that contact persons and not members of the research group
were used to distribute the questionnaires and to inform and remind the staff about the study. For an increased
control, the research group could have distributed the reminder to fill in the questionnaires to the staff. The low
response rate may also be explained by the high workload and the lack of time among staff indicated in the results. Having more time available for responding to the questionnaire might have solved this problem. This has
implications for future studies where questionnaires are used for data collections among staff working under
pressure. However, despite the low response rate this study adds with valuable knowledge about a process that
has not been explored previously, that is ongoing and involves large parts of the health-and social care sector in
Sweden. Thus, the results are of significance for future research about this process as well as for policymakers
and managers with responsibility for implementing ICP who might need to take the working conditions as well
as the attitudes among staff into consideration.
A high degree of missing values were found in the items “criticism from subordinates” (33.3%) and “praise
from subordinates” (33.9%) in the instrument Job Satisfaction Questionnaire, as were found in another study
[23]. This could be due to the many items of the instrument but it is more likely that these questions were not
applicable in this sample. The sample was comprised mostly of frontline staff, assistant or auxiliary nurses
(76.3%), without any subordinates. For further research within this context it is suggested to take out these questions and further develop the instrument.
The Consolidated Framework for Implementation Research (CFIR) [5] provided this study with a pragmatic
structure for organising the results and their influence on implementation of individual care plans in elderly care.
The CFIR was shown to be useful and can serve as a guide to explore factors that influence the implementation
of care plans. Such a framework promotes comparisons of the results with other contexts and studies over time.

5. Conclusion
The implementation of individual care plans remains a slow process with disparities between municipalities.
Since it is up to each authority to determine when it is appropriate to establish an individual care plan, it is impossible to evaluate whether the established number of care plans is appropriate or not. In general, staff within
elderly care seems to have a positive attitude towards individual care plans. The variation in the process of implementing the plans in municipal elderly care seems to be influenced by the perception of available resources
and job satisfaction among staff. This study is explorative and the low response rate limits the conclusions that
can be made. However, the results indicate that the working conditions and the prerequisite to establish ICP
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among staff need to be taken into consideration in research and in the ongoing process of implementing ICP in
municipal elderly care. Since ICP is regulated by law and a successful implementation may contribute to improved continuity and quality in care, this process is of great importance and needs further investigation.
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