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ABSTRACT

KEYWORDS

Persons with mental health problems and substance abuse often have
complex needs requiring many kinds of help concurrently. In Sweden, an
attempt has been made to counterbalance the eﬀects of fragmentation by
means of legislation on collaboration, requiring on the individual level the
use of Coordinated Individual Plans (Sw. Samordnad Individuell Plan, SIP).
The aim of the study is to explore collaboration as it is indicated in SIP and
other case documentation with focus on how SIP is motivated, and what
kind and degree of collaboration is indicated by the documentation. 12
individual case ﬁles have been studied in six local authorities and the results
have been analyzed in relation to a regional collaboration agreement and
local collaboration agreements. The results show unclear motivation for SIP
and that SIP is primarily used for documentation of short-term planning.
Use of SIP and participation in SIP appears also to be uneven. The authors
characterize SIP as an unsystematic form of interagency meeting, with
documentation indicating a relatively low to moderate level of collaboration. The authors question whether SIP is an optimal form for collaboration
and suggest that more distinct models such as case management or multidisciplinary teams could be more eﬀective.

Coordinated Individual Plan;
collaboration; complex
needs; mental health;
integrated care

Abbreviation SIP: Coordinated Individual Plan (Sw. Samordnad Individuell
Plan)

Introduction
Collaboration between service providers for mental health problems and alcohol and drug abuse
has been increasingly discussed in recent years. Individuals with problems in these areas have
need of many kinds of help concurrently, such as psychosocial interventions, specialized medical
care, housing, personal economy and work-related rehabilitation. People with problems in both
areas – characterized as ‘complex needs’, ‘double diagnosis’ or ‘co-occurring severe mental health
and substance use disorders’ – are particularly aﬀected. A summary of international research
shows that as many as 50% of individuals with severe mental disorders are aﬀected by substance
abuse and that double diagnosis is associated with negative outcomes such as high rates of relapse,
hospitalization, incarceration and homelessness (Drake et al. 2001). Research especially emphasizes the importance of integrated social and medical care. But instead, these persons are met by
separate systems of help and treatment which deliver fragmented and ineﬀective care. They are
often excluded from services in one system and told to return when the other problem is under
control (Horsfall et al. 2009).
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These diﬃculties are among the consequences of a fundamental characteristic of the modern
welfare state, which has developed through a process of specialization and diﬀerentiation (Axelsson
and Bihari Axelsson 2006). The eﬀects can be observed in the division of services into sectors,
organizations and professions, often with inﬂexible boundaries (Sullivan and Skelcher 2002; Miller
and Ahmad 2000). In sum, the more complex the individual’s problems, the more fragmented the
service and the more diﬃcult for the person to get coordinated help for his or her total situation.
An additional factor is steering by principles of New Public Management (NPM), which aims
to increase eﬃciency in the public sector by means of greater use of business techniques, often
including increased marketization (Hood 1991; Shanks, Lundström, and Wiklund 2015). NPM
divides services into purchaser and provider units, sometimes in combination with customer
choice models, thereby multiplying the number of organizational units involved both on the
organizational and individual case level.
In Sweden, help for persons with mental health and substance abuse problems involves social
services provided by local authorities (or ‘municipalities’), health care provided by regional
authorities (county councils, Swedish ‘landsting’) and social insurance by the state. The responsibility for housing and economic assistance lies with the local authorities, while responsibility for
work rehabilitation and employment lies primarily with the state (Melke 2010), though in the case
of the latter shared with the local authorities’ social service. The state is responsible for correctional services, which have responsibility for rehabilitation for persons who have been convicted
of certain crimes. The organizational landscape is illustrated by the ﬁgure below (Figure 1).
The latest attempt to address the problems presented by sectorization and fragmentation in Sweden
was introduced in 2009, when legislation was passed requiring local collaboration agreements and the
‘Coordinated Individual Plan’ (Sw. Samordnad Individuell Plan, SIP). A ‘SIP’ is required when it is
judged by the professionals concerned that an individual user has need of interventions or care from
both the local authority’s social service and the county council’s health care sector, and when the
individual agrees to the plan. The plan shall include 1) what interventions are needed, 2) which authority
or care unit is responsible for which intervention, 3) what measures are taken by other parts and 4)
which authority or care unit is responsible for the plan (SFS 2001:453, amended SFS 2009:981). The plan

Figure 1. Sectors and organizations with responsibility for service for adults with mental health problems and substance abuse
in Sweden.
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is to when possible be drawn up ‘together with’ the individual user and the user shall ‘participate actively’
(Governmental Proposition 2008/09:193, 24).
The politically expressed purpose of the ‘SIP’ is to 1) Increase user involvement and inﬂuence in
their own care, 2) Ensure that the individual user receives the help he/she is entitled to, 3) Clarify
questions of responsibility between principals and improve the total care process, and 4) Improve
quality of service (Governmental Proposition 2008/09:193). Unlike the collaboration forms recommended by national guidelines (National Board of Health and Welfare 2011, 2015), local collaboration
agreements and SIP carry the force of law, through identical paragraphs in the Social Service Act (SFS
2001:453, amended 2009:981) and the Health and Medical Care Services Act (SFS 1982:763, amended
2009:979). Economic incentives have also been used to stimulate implementation of local agreements
and ‘SIP’.

Aim
This study aims to explore collaboration in individual cases as it is indicated in coordinated plans
(SIP documents) and other case documentation with regard to the target group. The study has
been guided by the following research questions:
– How is collaboration motivated, in other words, why collaborate?
– What kind of collaboration and what degree of collaboration is indicated by the SIP
documents and other individual case documentation?
The study is explorative and the authors hope that the results can contribute to a deeper understanding of the role of SIP in collaboration.

Theoretical perspectives on collaboration
Collaboration is usually used as an overall concept for an organizational area also involving the
related concepts ‘coordination’ and ‘cooperation’. These concepts are used in the legislation on
collaboration agreements and SIP, although the deﬁnitions and intended meaning of the concepts
is not always clear. Andersson and colleagues (2011) have identiﬁed seven basic models of
collaboration, which they have arranged according the following scale (simplest to most complex):
‘Information exchange’, ‘case coordination’, ‘interagency meetings’, ‘multidisciplinary teams’,
‘partnership’, ‘co-location’ and ‘pooled budgets’.
Axelsson and Bihari Axelsson (2006) analyze collaboration based on concepts of organizational integration from contingency theory as deﬁned by Lawrence and Lorsch (1967).
According to contingency theory, increased diﬀerentiation (or specialization) between organizations and functions leads to a greater need for organizational integration. Lawrence and
Lorsch deﬁne organizational integration as ‘the quality of the state of collaboration that exists
among departments that are required to achieve unity of eﬀort by the demands of the
environment’ (Lawrence and Lorsch 1967, 11). Axelsson and Bihari Axelsson (2006) interpret
this deﬁnition to apply to integration between diﬀerent organizations and sectors, which is a
deﬁnition appropriate to this study.
Axelsson and Bihari Axelsson also provide a conceptual model for understanding collaboration
as a form of organizational integration (Axelsson and Bihari Axelsson 2006). The model involves a
vertical axel within each organization and a horizontal axel between corresponding levels of the
organizations involved. The vertical axel follows the organizational hierarchy, from higher management to front-level operations. Specialization of departments and organizational units occurs
along this axel. Contacts which are mainly on the vertical axel can be characterized as coordination, rather than actual collaboration, and involve, for example, parallel operations rather than
integrated operations. Integration on the horizontal axel often takes the form of informal
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Figure 2. Model for analysis of collaboration structure (adapted from Axelsson and Bihari Axelsson 2006).

cooperation in front-level operations, where it has to do with the degree of autonomy for
individual professionals and room for discretion in individual cases. Organizational forms such
as multidisciplinary teams can also be created along the horizontal axel. Figure 2 below shows an
interpretation of Axelsson and Bihari Axelsson’s conceptual model, as adapted by the authors.

Research on collaboration and individual plans
Collaboration has internationally become an extensive area for research (see for example
Sullivan and Skelcher 2002; Miller and Ahmad 2000; Andersson et al. 2011). Research more
speciﬁcally concerning the target group for this study has mainly focused on integrated
models for treatment and support, such as case management or multidisciplinary teams (see
for example Drake et al. 2001). Horsfall and colleagues (2009) have shown that integrated
models can be important in helping individual treatments to be eﬀective. In Sweden, Lindberg
and Wikström (2013) have analysed the problems in care and support for persons with
substance abuse which can occur when collaboration is implemented in the form of timelimited projects.
A few recent studies have focused speciﬁcally on coordinated individual plans, SIP. In a local
evaluation, Ekendahl and Karlsson (2013) found that users were often unclear about which
authorities were responsible for which needs. A regional evaluation (Winquist 2016), concerning
use of SIP with both adults and with children or families, found that professionals and users were
positive to SIP, but that implementation was uneven. Källmén and Elgán (2016), in a survey
evaluation concerning adults with mental health problems and substance abuse, also found
uneven use of SIP.
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Method
Setting and local conditions
There are 26 local authorities in the Stockholm region, all of which belong to a branch organization, the Stockholm Association of Local Authorities. The corresponding regional organization
responsible for health care is the Stockholm County Council. Since 2008, the Association of Local
Authorities and the Stockholm County Council have an overarching collaboration agreement in
the area of substance abuse. In 2012, the regional agreement was expanded to include mental
health. The regional agreement establishes an overall structure for collaboration, as a way of
coordinating the local agreements which are required by law (Matscheck and Fleetwood 2013).
The regional organizations have also prepared a manual which recommends that SIP be prepared
in consultation with the user (Stockholm Association of Local Authorities (KSL) and Stockholm
County Council (SLL) 2014).
The authors have studied SIP in six local authorities in the Stockholm region, examining
collaboration agreements and individual case ﬁles. The local authorities vary in size and character,
from about 25 000 to 75 000 in population and from urban to countryside. All six have a
purchaser-provider organization, with a section for assessment and follow-up, and either separate
units for service provision or contracts with private providers. At the time of the study, all six had
signed the regional collaboration agreement (Matscheck and Fleetwood 2013).
The regional collaboration agreement created a collaboration structure involving a regional
‘coordinating council’ and local coordinating councils with representatives from the social service,
local clinics for addiction treatment and mental health and the probation division of the correctional
services.1 Five of the local authorities had current local agreements with collaboration partners in
the health care sector, while the sixth local authority referred to the regional agreement. Four local
agreements included the social service’s substance abuse and mental health units and their corresponding units for service provision, and the county council’s local clinics for addiction treatment,
psychiatric care and primary health care. Two agreements were also signed by the probationary
division of the correctional services and one by the state social insurance agency. One agreement
included only the social service’s mental health unit and the local psychiatric out-patient clinic.
In accordance with the regional agreement, the local agreements all had a structure involving a
local coordinating council for overarching issues. Representatives in the local coordinating council
were usually second-tier managers2 for the respective units. The local agreements also established
work-groups for front-line managers and provisions for SIP as a means of handling individual cases.
Data selection
Individual case documentation is usually written relatively soon after the events have taken place. For
this reason, studying case ﬁles can be a way of coming closer to events than is possible in, for
example, surveys or interviews, and thereby achieve greater validity (Merriam 1988). The results can
also lay groundwork for coming studies. A limitation is that cases ﬁles are a social construction
adapted to an administrative process, in which a professional person documents what he or she
judges to be important for the immediate purpose. The documentation can therefore not be regarded
as a balanced account (Billquist and Johansson 2007). Nevertheless, case ﬁles have the advantage of
being a stable source of data with a high level of authenticity and credibility (Scott 1990).
The authors have examined 12 individual case ﬁles. The social service sections for assessment
and follow-up were responsible for the case ﬁles in the study. Two ﬁles were selected from each
local authority, all concerning persons between 18 och 65 years of age. The criteria were that the
ﬁles contain at least one SIP, and that one ﬁle include the last SIP done before 30 June 2014 and
the other the last SIP before 30 June 2015. The purpose of the second criterium was to ﬁnd a clear
and stable data selection over a limited period of time. The study was approved by the Regional
Ethical Review Board in Stockholm (Reg. Nr. 2015/441–31/5).
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Model of investigation
The regional collaboration agreement and the local agreements were examined for key formulations concerning aims and how collaboration was motivated and providing a background for the
main focus of the study, the individual SIPs.
The regional health care services in Stockholm County used a standard form for SIP, with
boxes for speciﬁc questions. This form was used for nearly all the SIPs in the study. But the
authors expected, and the evaluations conﬁrmed, that the SIP documents themselves would not
contain enough information to answer the research questions. It was necessary to study the entire
ﬁle, including investigations and assessments, care orders to service providers, journal entries and
correspondence. In particular, background information on social situation and what interventions
or other help the person already was receiving could be found in other documentation. Follow-up
of SIP was also sometimes documented only in journal entries. Initially, to get a picture of which
persons received SIPs, the following data was compiled: Age, sex, marital status, whether born in
Sweden, mental health problems, substance abuse problems, physical health problems, employment, type of residence and other social circumstances. In addition, data was compiled concerning
what help and interventions these persons received before the SIP.
Further, a protocol was designed to answer the study’s research questions according to the
following subqueries:
How was collaboration motivated in the individual case ﬁles?
– Was there an explicit motivation for the SIP?
– If the SIP was not explicitly motivated, what appeared to be the reason for the SIP?
– How were the needs and problems formulated?
– What actions and interventions were agreed upon?
– What goals were agreed upon for the SIP?
What kind of collaboration and what degree of collaboration is indicated by the
documentation?
– Who initiated SIP?
– Which organizations (social service units, health care services and other agencies) participated in the SIP?
– How often were the SIPs updated?
– How active were the users according to the documentation?
– Which professionals (level of leadership and autonomy) represented the agencies and
services which participated in SIP?

Model of analysis
To analyze how SIP was motivated, formulations in the collaboration agreements and in the case
ﬁles (including the individual SIPs) have been examined.
To analyze what kind of collaboration is indicated, the data was analyzed using Andersson et al.
(2011) scale for models of collaboration (see above). To analyze what degree of collaboration is
indicated, the authors have adapted Axelsson and Bihari Axelsson's (2006) conceptual model
(Figure 2). Use of SIP on the horizontal axel, based on the data compiled according to questions
above, was analyzed in relation to the support provided by collaboration agreements.

Findings
Eight of the ﬁles studied belonged to the social service’s sections for assessment of cases
concerning substance abuse, three to sections for assessment of cases concerning mental health,
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and one (regarding a young person with substance abuse problems who had recently turned 18) to
a section for assessment of cases concerning children and young people.
What was documented in the sips and case ﬁles
Bakground information on the needs and social situation for the individuals was often found in
assessments or journal entries, rather than in the SIP. All 12 users had, in some respect, complex
problems and needs. Most had substance abuse in combination with some form of mental health
problem. Psychosis, bipolar syndrome or depression, autism spektrum disorder and ADHD were
the most usual mental health problems, sometimes in combination. Problems with physical health
ranged from hepatitus to knee or hip problems. One of the 12 individuals had regular employment, while seven had no form of work or regular activity. Four owned or rented regular housing,
ﬁve had social housing, two lived with family and one was homeless. Seven had other social
problems such as crime or prostitution. (Table 1)
How was collaboration motivated in the individual case ﬁles?
The individual SIPs were in general not directly motivated at all. Other formulations, either in the
SIP or in journal entries, sometimes revealed changes in the person’s circumstances, or simply
that the individual already had contact with both or several parts and it seemed reasonable that
they should meet.
Table 1. Summary of ﬁles/users in study.
Category/problem
Sex
Female
Male
Marital status
Single
Married/couple
Born in Sweden
Yes
No
Not documented
Substance abuse problems
Alcohol
Narcotics
Farmaceuticals
Mental health problems
Yes
No
Physical health problems
Yes
No
Employment
Full or part-time employment
Occupational training
Daily activities (social service)
None
Residence
Regular housing (own or rental)
With parents or other family
Social housing
Homeless
Other social problems
(Crime, prostitution)
Yes
No

Total
7
5

12

11
1

12

7
2
3

12

2
10
4

12

10
2

12

6
6

12

1
2
2
7

12

4
2
5
1

12

7
5

12
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The aim of the SIP was usually formulated as a list of needs, or as a general formulation such as
‘to be free from drugs’. It was not possible in any of the SIPs for the researchers to distinguish
between immediate goals and interventions, as opposed to more long-term goals and planning.
Most individuals already received some form of help and nine of the 12 already had parallell
interventions from both the social service and either specialized addiction treatment or psychiatric
care. According to the SIPs, all of the individuals were to receive some form of assistance. In most
cases the interventions agreed upon meant some kind of change or addition to the already existing
help. There were no SIPs which resulted in interventions by both addiction treatment and mental
health care. Follow-up SIP-meetings or other documentation in the ﬁles showed that most of the
planned interventions were wholly or partially implemented. (Table 2)
Journal entries suggest that many new interventions were planned already before the SIPmeeting or had actually been started, such as in connection with a move from residential care to a
training apartment.
What degree of collaboration is indicated by the SIP and other documentation?
Four SIPs were initiated by the social service, in every case by a section for assessment and followup. Six were initiated by the health care sector, four of which by addiction treatment and two by
out-patient health care. (Table 3)
In every SIP, the social service was represented by a social welfare secretary. The local
authorities all had separate units for assessment of substance abuse and mental health assistance,
but both were seldom represented in the same SIP. Representation from the social service’s care
and support units was less usual, whether operated within the social service or by private contract.
There were cases in which only the social welfare secretary for substance abuse assessment and a
nurse from addiction treatment were present at the meeting and there were also cases in which
only the social welfare secretary for mental health and a psychiatric nurse were present. From the
health care sector, all representation was from care providers, which is in accordance with the way
in which the purchaser-provider split has been implemented by the county council. There were
Table 2. Help, care and support before and after SIP.
Before SIP

After SIP

7
5
2
0
10

8
4
2
5
12

6
4
1
1
9

7
5
0
1
13

Social service
Substance abuse
Mental health
Economic assistance
Other social service **
Total with help from social service*
Health care
Addiction treatment
Outpatient psychiatric care
Inpatient psychiatric care
Primary care
Total with health care intervention *
Help according to SIP
Total received help
Changes in help
Help totally implemented
Help partially implemented
Parallell interventions
Total social service and health care
Substance abuse (soc service) and addiction treatment (health care)
Mental health (soc service) and psychiatric care
Addiction (health care) and psychiatric health care
*

Several users had two or more interventions.
Number with any kind of change in interventions or help after coordinated plan.

**

Total help**

12
9**
6
3
9
6
0
1

11
4
4
0
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Table 3. Overview of participation in SIP.
Total
File
Substance abuse
Mental health
Child and family
Number of SIPs
Four
Three
Two
One
Mean value
Initiated SIP
Social service
Substance abuse – assessment
treatment providers
Mental health – assessment
care/support providers
Health care
Addiction treatment
Outpatient psychiatric care
Not documented
Representation – social service
Substance abuse – assessment
treatment providers
Mental health – assessment
care/support providers
Child and family – assessment
Economic assistance
Representation – health care
Addiction treatment
Outpatient psychiatric care
Inpatient psychiatric care
Primary care
Other representation
Correctional probation
Social insurance
State employment service
User participation
User participated
Relative to user participated

8
3
1

12

3
1
5
3
2,2

12

4
0
0
0
4
2
2

12

8
3
3
3
1
1

19*

10
5
1
0

16*

1
0
0

1

12
1

12
1

*Total representation from social service and health care respectively. Several departments or
clinics from each may be represented at the same meeting.

only three cases in which both addiction treatment and psychiatric care participated. Other
representation, from for example the social service’s economic assistance, primary medical care,
correctional probation, social insurance or the state employment agency, was found seldom or not
all. (Table 3)
There were few SIPs in which all the relevant health care and social service agencies were
represented. SIPs sometimes resulted in substantial changes in help and care, though many
changes appeared to have been already planned, and other times in small adjustments or no
changes at all.
For 10 of the 12 SIPs, follow-up meetings had been held. Time periods for follow-up varied from
about one month to 12 months, with the longest periods concerning persons with mental health
problems without concurrent substance abuse. Most follow-ups were planned, but in other cases it
could be understood from journal entries that the follow-up was due to a change in the person’s
circumstances. Most follow-ups resulted in a new SIP, but though some included substantial changes,
other new SIPs did not result in changes or only in what might be considered details (‘home support
three times a week’ instead of twice, or ‘possible adjustments in medicine dose’).
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It was not possible to determine how active the user had been or whether the user had been
allowed to inﬂuence the interventions agreed upon. There was no ﬁle in which it was documented
that the user had asked for a SIP. The standard form includes a box for the individual to ‘approve
information transfer’ between organizations and in every case, it was documented that the user
had been present at the meeting and in most cases the user had signed the SIP. But the SIPs
themselves did not record the processes in the meeting and in most cases information in journal
entries was limited to noting that the meeting had taken place. No trace was found in any of the
ﬁles of the type of preparation in consultation with the user recommended by the Stockholm
Region’s manual (Stockholm Association of Local Authorities (KSL) and Stockholm County
Council (SLL) 2014).
In many cases, the professionals who participated in the meeting did not have a mandate to
make formal decisions about the interventions discussed. For example, addiction treatment was
usually represented by a nurse, while the interventions discussed often concerned medicine, which
can only be prescribed by a doctor. When interventions involving care outside of the home were
discussed, those responsible for making the decision were often a political board, a doctor with the
relevant mandate, or a court, none which were represented at SIP-meetings. In other cases, such
as ‘support in the home’ from the social service, the responsible social welfare secretary was
present at the meeting, but could only make the formal decision later. The formulations were
sometimes short and concrete, but other times tentative, such as ‘possible CBT-therapy’ or
‘consider 12-step treatment’.
Although speciﬁc information on how often SIPs were used was not gathered in this study, it
was obvious that the frequency varied greatly between local authorities. Only one local authority
had registered which ﬁles had a SIP, and the department could therefore inform the authors that
they had 33 current SIPs. One of the local authorities which chose not to participate did so with
the motivation that they had no SIPs at all.

Analysis – collaboration and SIP in individual case documentation
Documentation in the case ﬁles shows uneven use of SIP, with large variations between municipalities, and no speciﬁc motivation for SIP in individual cases. Problems were usually formulated
simply as a list of needs and it was not possible for the authors to distinguish between immediate
goals and interventions, as opposed to more long-term goals and planning. But the documentation also showed that, when SIP was used, the individual concerned did have a wide range of
complex needs. Most users already had help from both the social service and either addiction
treatment, psychiatric care or both. In most SIPs there were some changes in help, but there were
often indications in the ﬁles that the new interventions were already planned or had actually
started. Agreed upon interventions or help were in most cases wholly or partially implemented
and follow-up meetings were usually held, either as planned or as a result of changed circumstances or diﬃculties in implementation of agreed upon interventions. There was little documentation of user participation in the SIP-meetings, other than that the user was present and had
approved information transfer between the parts.
To analyse what kind of collaboration is indicated, the authors have used a characterization
according to Andersson et al. (2011) scale. SIP can be seen as an ‘interagency meeting’, which
is a model in the middle of the scale involving professionals from diﬀerent organizations who
meet to discuss individual clients or cases and agree on common activities. In the studies
which Andersson and colleagues cite, interagency meetings may be more or less systematic.
SIP appears to have been used very unsystematically. Meetings must be called only when there
is a speciﬁc reason to do a SIP for a speciﬁc person and only professionals who are concerned
with that particular individual are invited. The tendency in this study was that the agencies
already involved or which most obviously could be expected to be involved by reason of the
most immediate problems were those active in the SIP. The individual can ask for a SIP, but in
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this study no user had done so. This, of course, leaves the question of whether to do a SIP to
the respective professional person’s discretion. The other possibility according to Andersson
and colleagues’ scale is ‘case coordination’. But the models for case coordination which
Andersson and colleagues cite are commonly referred to as ‘case management’, which usually
involves a professional person or a team which are deﬁned speciﬁcally as case managers (Burns
et al. 2001). In the cases in this study, the professional who had called the meeting had been
designated only as responsible for coordinating the SIP, rather than having case coordination
as a speciﬁc function.
To analyze what degree of collaboration is indicated, we may return once again to the
theoretical model in Figure 2. According to this model, all meetings concerning an individual
user occur along the horizontal axel. But to achieve a higher degree of collaboration, support is
required from leadership levels along the vertical axel. With regard to SIP, the intention appears to
be that support should be structured by the local collaboration agreements, the requirement for
which, as we have seen, was enacted at the same time and according to the same proposition
(Governmental Proposition 2008/09:193). Such agreements can be characterized as belonging to
Andersson et al. (2011) category ‘partnership’, which is placed fairly high (third from the top) on
their scale of collaboration forms.
In this study, a regional agreement provided the framework for such a structure. A regional
coordinating council included representatives from the social service in the municipalities and
from addiction treatment and psychiatric health care. In accordance with the regional agreement,
the local agreements established local coordinating councils for second-tier managers, workgroups for front-line managers and provisions for SIP as a means of handling individual cases.
However, the agreements motivated collaboration in a way which was somewhat diﬀuse and it is
unclear whether the parts involved actually had the ambition to achieve collaboration in the sense
of organizational integration. Much space was devoted to deﬁning the respective organization’s
area of responsibility, which tends rather to clarify questions of ‘coordination’ between their
respective operations than aim to eﬀective collaboration (Axelsson and Bihari Axelsson 2006).
Nevertheless, the structure which had been built up could indicate a high degree of collaboration, were it not for the uncertain use on the level of the individual user. Even with reservation for
diﬀerences which can be expected in legal requirements that are based on professional discretion,
the variations found in this study appear to be surprisingly large. There were diﬀerences between
local authorities in how often SIPs were done as well as which parts participated and representation from the respective parts. It should also be noted that these variations existed inspite of the
availability of a manual published by the regional council.
The uneven use of SIP and the lack of mandate for some of the representatives in SIP-meetings
show uncertain room for professional autonomy. These results indicate a fairly low to moderate
level of contact between organizations and professionals on the horisontal axel, at the lowest
organizational level of the vertical axel. This places SIP in a position C2, between positions CO
and CI, somewhat closer to C0 (Figure 3). That is to say, SIP appears to have achieved a relatively
low to moderate level of collaboration.
User participation is emphasized in the governmental proposition on SIP (Governmental
Proposition 2008/09:193). Case ﬁle documentation, whether the SIPs themselves or other forms
of documentation such as journal entries, can of course not be expected to show the full picture of
what participation the individual has been allowed in meetings and discussions. Nevertheless, the
role of the user appeared to be subordinated on the individual level, with more weight given to the
role of the organizations.
In sum, the results indicate that SIPs in the study were primarily used to document short-term
planning for the organizations and professionals involved. What´s missing in the ﬁle documentation is the whole picture of the user’s social and mental problems, and a long-term plan for
rehabilitation in agreement with the user.
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Figure 3. Degree of collaboration indicated by SIP documents and other case documentation.

Discussion
This study has aimed to explore explore collaboration in individual cases as it is indicated in SIPs
and other case documentation, based on the questions of how SIP is motivated in individual cases,
and what kind and degree of collaboration is indicated by the documentation. The authors have
studied individual case ﬁles and found unclear motivation for SIP in speciﬁc cases, with no
attempt to distinguish between short-term needs and long-term goals. The answer to the question
of how collaboration is motivated, or ‘why collaborate?’ cannot be found in the documentation.
The authors had expected to ﬁnd formulations concerning why collaboration was necessary, for
example that cooperation needed to be strengthened in order to plan for rehabilitation, that the
individual had asked for a SIP, or that the individual’s situation had worsened. These kinds of
reasons may, of course, already have been understood by the professionals involved. It may also be
noted that the standard form had no speciﬁc space for these kinds of formulations.
As to the kind of collaboration, the results for the study indicate that SIP can be characterized
as an unsystematic form of interagency meeting, dependent on professional discretion and with
an uncertain level of user involvement. The degree of collaboration indicated, as analyzed by the
authors’ interpretation of Axelsson and Bihari Axelsson’s model of collaboration as a form of
organizational integration (Figure 2), has been fairly low to moderate. Results showing uneven use
of SIP are consistent with results from a survey evaluation in the region (Källmén and Elgán 2016)
and an evaluation of SIP in another region (Winquist 2016).
On the regional level, initiatives have been taken to support local collaboration and there are
agreements between the local authorities and their collaborative partners in the health care sector
which have been reached in accordance with the regional agreement. It is uncertain, however,
what level of ambition the parts which have signed the agreements actually have had. That is,
whether they have aspired to eﬀective collaboration or whether they would rather have been
satisﬁed with a moderate level of coordination between interventions.
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In addition, the individual documentation raised the question whether most of the measures
would have been decided even if a SIP had not been drawn up. The participants representing the
various organizations often did not have a decision-making mandate and formal decisions could
not be taken at the SIP-meetings. Neither was there any consistent way of categorizing long-term
goals and problems as opposed to immediate problems more on a level of detail. SIPs can
therefore further be preliminarily characterized as minutes from meetings concerning individual
cases, with proposals for a wide variety of interventions which may or may not be carried out.

Is SIP an optimal way to stimulate collaboration?- the need for continued research
The authors have studied 12 individual case ﬁles. The data is further limited by the selective
nature of case ﬁle documentation. Nevertheless, the case ﬁles have been studied thoroughly,
reviewing both the SIPs and all other documentation. The results raise the question of whether
SIP is an optimal way to stimulate collaboration for the target groups studied.
For a discussion of this question, it is necessary to consider these results in relation both to
theoretical concepts, previous research on collaboration, and other aspects of the organizational
and legal context in which SIP has been conceived and implemented.
The model shown in Figure 2 would indicate that a high level of collaboration requires
maximum commitment on the horizontal axel in combination with maximum support and
coordination on the vertical axel. In this study, the conditions required for position C1 in
Figure 2, a high level of collaboration, appear to have been only partially achieved. SIP demands
meetings and agreements among a wide range of professionals and organizations. That some of
these have not been represented may be a rational response, since it may simply not be reasonable
to attempt to regularly gather more than the most immediately concerned to a general meeting
with respect to each individual. It may be, therefore, that the position C1 should be regarded as an
ideal goal which can be diﬃcult to achieve in real world situations.
Furthermore, it appears that organizational structures are needed which support and provide
opportunities for necessary collaborative processes. As do other authors, Andersson et al. (2011) discuss
barriers and facilitators for collaboration, often described as ‘two sides of the same coin’. Examples are
communication, which may be better or worse; trust, which takes time to build up but can be quickly
destroyed; and territoriality, for which the opposite is ‘common ground’. Axelsson and Bihari Axelsson
(2006) demonstrate that processes between the collaborating parties are necessary to overcome such
barriers, using the example of a ‘forming-norming-storming-performing’ process which may occur in
multi-disciplinary teams. If several organizations are involved, as is often the case with complex needs,
the diﬃculties multiply (Matscheck and Fleetwood 2013). If a customer choice system is used, several or
many service providers can be involved, further increasing complexity.
In Matscheck and Axelsson’s study (2012,) a local collaboration agreement was the formal basis
for a complex local structure which created arenas for collaboration processes to develop.
Matscheck and Axelsson argue that, to achieve successful collaboration, it is necessary for every
level of each organization to cooperate horizontally with the corresponding vertical level of the
other organizations. To do this, it is necessary to motivate and interest personnel (see for example
Hill and Hupe 2014). Otherwise, one may be left with a top-down model which achieves only
partial implementation and thereby a position in Figure 2 which is closer to C0 than to CI – that
is, the position which the results in this study indicate.
In Matscheck and Axelsson’s (2012) study, the collaborative structure provided ‘arenas’ where
more or less intensive processes could take place, always involving direct contact and dialogue to
improve communication and build trust. This picture suggests that SIP may provide such an
‘arena for contact’ on the individual case level, but more for discussion of expected or already
implemented interventions than a widening of perspective. In this way, SIP may provide opportunities for the kinds of processes which are necessary for successful collaboration.
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Another question which deserves further attention is how regional and local collaboration
agreements can best be formed to provide supporting structures. In this study, there existed
regional and local agreements, but the motivation for collaboration formulated in the agreements
could be described as diﬀuse. In the regional agreement, much focus was instead placed on
Evidence-based Practice (EBP) and other aspects of quality and development (Matscheck and
Fleetwood 2013). The local agreements seemed rather to stress coordination which, as indicated in
Figure 2, is a more limited ambition than actual collaboration, which is a synthesis of the vertical
axel with contacts on the horizontal axel. Deﬁning areas of responsibility is naturally a necessary
basis for contacts and meets legal requirements for such agreements, but does not in itself advance
deeper integration which can be termed as collaboration.
The laws which regulate SIP, the Social Service Act and the Health and Medical Care Services
Act, are both what in Swedish are called ’framework laws’ (Swedish ’ramlagar’). ’Framework laws’
are deﬁned as ’laws which stipulate the general goals of the legislation and leave more detailed
regulation to the relevant authorities’ (Hetzler 1991, author’s translation). This means that speciﬁc
use of SIP must be determined by the professional discretion of the social workers and health care
professional involved in each individual case.
In some ways, however, the legal requirements for SIP are actually fairly speciﬁc. A coordinated individual plan (‘SIP’) must be drawn up when the local authority or the county council
makes the judgement that it is needed and when the individual gives his/her consent. The plan
shall specify which services are needed, which services each authority is responsible for, which
interventions other authorities are responsible for, and which authority has overall responsibility for the plan (SFS 2001:453, amended 2009:981). The obligation to do a SIP is far-reaching
and in the governmental proposition persons with mental health illness and concurrent substance abuse are particularly pointed out as group for whom the norm should be that a SIP is
needed. The possibility for the user to ask for a SIP is also speciﬁed (Governmental Proposition
2008/09:193).
It is possible that professional discretion is a more correct explanation for the uneven use of
SIP than the authors’ suggestion of inadequate structure and collaborative processes. That is, that
some professionals see the need for SIP more often than others, or that the need for SIPs varies
between local authorities and units of operation. Nevertheless, the results of this study show a
tendency to formalization. Nearly all of the SIPs in the study used a form provided by the county
council’s health care organization. Thereby, they followed the same headings, which would
encourage the tendency to use SIP in similar ways. The use of a standard form has made it
possible for the authors to accumulate quantitative data in the study. In the future, the leadership
in the local authorities and health care providers may attempt to improve the form by adding
spaces for motivations and distinctions between short-term goals and long-term planning. In
response, professionals may informally develop a set of standard formulations, thereby leading to
increased formalization.
A preliminary conclusion is that SIP is probably less eﬀective for collaboration than stronger
and more distinct models such as case management or multidisciplinary teams, which are directed
speciﬁcally to those users whose needs require not only coordinated but integrated interventions.
The authors expect that such models also would require organizational support on the vertical
axel in Figure 2 in order to achieve implementation along the horizontal axel, that is to say,
genuine collaboration.
Although quantitative results which can be tested meaningfully for signiﬁcance naturally must
wait for a larger study, this explorative study made one question regarding methodology abundantly clear. There appears to be no possibility to, by means of a ﬁle study, evaluate speciﬁc eﬀects
of collaboration with acceptable validity, with or without SIP. The cases involved have many
similarities but also diﬀerences regarding problems and needs, actors involved, time periods and
other factors which prohibit necessary stringency. One of the underlying reasons for these
variations is the professional discretion discussed above, which steers the use both of SIP and
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other forms of formal or informal collaboration, regardless of policy recommendations or
collaboration agreements. But it is also a fundamental problem for attempts to measure collaboration in areas such as mental health and substance abuse that there are so many individual
variations, particularly when the collaboration attempts to cover the person’s total situation
including both medical and social aspects. Nevertheless, the authors have found that the ﬁles, in
combination with the regional och local collaboration agreements, have yielded large amounts of
material for fruitful study of collaboration.
The ﬁndings related here can be viewed only as indications of various tendencies, pending
results from larger studies and follow-up studies involving, for example, interviews based on ﬁle
study results. The authors have hoped that our explorative study would raise further questions
and some have been identiﬁed. Another such question has to do with the eﬀects of New Public
Management (NPM) on collaboration. There are some indications in this study of how NPM
aﬀects SIPs, particularly the purchaser-provider split. The specialized health care agencies represented were care providers, while the social service was primarily represented by purchasers. This
meant that the representatives for the specialized health care often worked directly with the user,
while the social service representatives were mostly concerned with determining assignments for
providers, whether operated by the social service or privately. What this distinction results in for
the user needs to be investigated further.
Another question is whether SIP leads to increased user participation. With reservation for the
inadequacy of case ﬁle studies as a method for examining processes of user participation in
meetings, the documentation of user participation in this study seems surprisingly low, inspite of
the guidance provided by a regional manual which stressed user participation.
A ﬁnal and overarching question is whether the legislation in Sweden, with its combination of
collaboration agreements on a structural level and SIP on the individual level, can lead to
beneﬁcial eﬀects for users, or whether inadequate organizational support and other factors will
stand in the way.

Notes
1. Representatives from other agencies, such as the state employment service or the state social insurance, may
be invited to participate. A new version of the regional agreement has retained the original structure
(Stockholm Association of Local Authorities and Stockholm County Council 2016).
2. Second-tier managers are deﬁned here as having personnel and budgetary responsibility for their units, as
opposed to front-line managers who are mainly responsible for work supervision (Shanks, Lundström, and
Wiklund 2015).
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