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Abstract

Background Adverse childhood experiences can have immediate effects on a child’s wellbeing and health and may
also result in disorders and illness in adult life. General practitioners are in a good position to identify and support
vulnerable children and parents and to collaborate with other agencies such as child welfare services. There is a need
for better integration of relevant services. The aim of this study is to explore GPs'experiences of the collaboration
process with child welfare services.

Method This is a qualitative grounded theory study, with data consisting of ten semi-structured interviews with gen-
eral practitioners across Norway.

Results The doctors'main concern was: There's a will, but not a way’ Three subordinate stages of the collaboration
process were identified: (I) Familiar territory, with a whole-person approach to care by the doctor. (Il) Unfamiliar ter-
ritory, when child welfare becomes involved. Here, a one-way window of information and a closed door to dialogue
perpetuate the doctors'lack of knowledge about child welfare services and uncertainty about what is happening
to their patients. (Ill) Fragmented territory, where doctors experience lost opportunities to help and missing pieces
in the patient’s history.

Conclusion General practitioners are willing to contribute to a collaborative process with child welfare, but this

is hampered by factors such as poor information flow and opportunities for dialogue, and limited knowledge

of the partner. This implies lost opportunities for doctors to help families and contribute their knowledge and poten-
tial actions to a child welfare case. It can also impede whole-person care and lead to fragmentation of patient path-
ways. To counteract this, electronic two-way communication could enable a collaborative process and relationships
that enhance coordination between the parties. Making space for all parties and their individual roles was considered
important to create a positive collaborative environment.
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Background

Several mental and physical health problems frequently
seen in family/general practice have been linked to nega-
tive childhood experiences. Adverse childhood experi-
ences can have immediate effects on a child’s wellbeing
and health and may result in disorders and illness in adult
life. Improving the childhood environment can help to
prevent development of health problems. The goal of the
Norwegian child welfare services (CWS) is to support
children and adolescents living in conditions that repre-
sent a risk to their health or development.

As early as 1998, Felitti et al. established a strong
dose—effect relationship between the number of adverse
childhood experiences of children and the disease bur-
den they developed later in life [1]. They linked these
experiences to the development of mental health prob-
lems such as substance abuse and depression, but also
to physical diseases such as heart disease, chronic
obstructive pulmonary disease and cancer. Several stud-
ies have replicated and expanded on these results [2—4].
On a global scale, child abuse and neglect have been
estimated to affect every second child [5]. A Norwegian
study from 2019 explored the prevalence of child abuse
and neglect among Norwegian youth and found that
20 percent had experienced physical violence by a par-
ent [6]. Five percent had been subjected to severe types
of physical violence, such as being beaten, and a simi-
lar percentage had experienced psychological violence,
such as repeated humiliation and threatening. In many
cases, a general practitioner (GP) will have some knowl-
edge of families at risk, because this often coincides
with a poor parental state of health. Strong risk fac-
tors included socioeconomic status, parental substance
abuse and mental illness [6].

GPs are in a unique position to uncover and respond
to child abuse [7] and Norwegian GPs consider them-
selves to be in a good position to discuss children’s situ-
ation in consultations with the parents, when a parent
has a medical condition that might affect their caring
ability [8]. Most studies focus on how GPs or primary
care workers recognize vulnerability in children and
their reporting practice to the CWS [9-11], and they
show that GPs generally underidentify and have a lower
reporting rate to the CWS than expected [12-14]. The
barriers identified as preventing GPs from contacting
CWS are among others structural obstacles such as time
pressure and confidentiality, fear of affecting the patient-
doctor relationship, negative prejudices against CWS
and lack of knowledge about risk factors [10, 15, 16]. A
need for better collaboration between general practice
and CWS has been indicated several times [11, 14, 16—
21] and there is a lack of intersectoral communication
between the health care sector and child welfare sector
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[14]. We have not found research that focus directly on
a collaborative process between GPs and CWS, although
studies have been conducted on GPs’ collaboration with
other agencies in the health care sector, such as nurses,
pharmacists, mental health workers, physiotherapists
and social workers working within the health care sector.
They point out several barriers to collaboration, includ-
ing shared information and confidentiality [22, 23]. A
scoping review has been conducted on collaboration
between GPs and social workers that indicated benefits
on behalf of patients, professionals and healthcare sys-
tems, but studies concerning children were not included
[24].There are theories on the concept of inter-profes-
sional collaboration [25, 26]. This has been defined as a
type of relation and interaction where different forms of
sharing (e.g. shared responsibility, shared decision-mak-
ing, shared values or shared data) is used as collective
action towards a common goal. The theory of relational
coordination proposes that coordinated collective action
is best achieved through a relationship of shared goals,
shared knowledge, and mutual respect, supported by
frequent, timely, accurate, and problem-solving com-
munication [27]. Some of these aspects may also apply
to the collaboration between GP and CWS, in particular
shared values and shared data. Shared decision-making
on the other hand is not commonly seen as a key feature
of this relationship. It is also not clear to which degree
GPs and CWS have shared responsibilities beyond the
very general principle of the child’s best interest. For
example, the GP may have responsibilities towards par-
ents as patients that are not shared with CWS. There-
fore, we think it is important to understand the involved
actors’ perspectives on and experiences with the respec-
tive partner.

Despite empirical and theoretical knowledge about
collaboration processes in general and between general
practitioners and public services specifically, the condi-
tions, challenges, and consequences for a collaboration
process between GPs and CWS is not yet understood.
With this study we aim to explore GPs’ experiences of
the collaboration process with CWS. A grounded theory
approach is therefore considered appropriate.

Methods

Study design

We conducted a qualitative grounded theory study
to explore GPs’ experiences of collaboration with the
CWS, with an analysis based on Corbin and Strauss [28].
Grounded theory is a well suited method for exploration
of a phenomena, subjective experience, social processes
and interactions [28] and where existing models have
been developed but not tested on the respective study
sample [29].
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The data corpus consists of semi-structured interviews
with GPs. This approach was chosen because GPs often
work and make decisions alone. Their individual opinions
and experiences are fundamental to their actions and
decisions on collaboration with CWS. The research team
had an open approach to the research questions, and no
hypothesis was established for the study, in accordance
with the methodology. However, the first author’s experi-
ence in the research field from working as a GP, gave rise
to the motivation for the study with an assumption that
the collaboration between GPs and CWS had room for
improvement. This paper follows the Consolidated Crite-
ria for Reporting qualitative Research (COREQ) [30] (see
Supplementary file 1).

Context/setting

In Norway, general practice is the patient’s first point of
contact with many health services. Citizens have a right
to belong on a GP’s list, and most contacts with health
care go through that specific GP. The GPs have a key role
in coordinating care with other health and social ser-
vices on behalf of their patients. The GPs’ duty of confi-
dentiality is defined in the Health Personnel Act, which
allows for exceptions in cases regarding factors that could
harm a child, and Norway has mandated reporting for all
professionals when there are concerns about child mal-
treatment [31]. The threshold for reporting is generally
low and most reports are investigated by the Norwegian
CWS [32]. When the CWS decides to open an investiga-
tion, they may ask for parental consent to collect infor-
mation and cooperate with other parties such as the GP.
If such consent is given there are no legal restrictions
for the exchange of confidential information between
the parties. If there is no parental consent the CWS can
only require information from a GP if the case is serious
enough to warrant a court petition for child removal or
mandatory medical treatment [31]. The CWS is decen-
tralized to the municipalities, but services can be inter-
municipal in rural areas, or organized in local districts in
cities. Larger CWS often have specialized teams, while
employees in smaller CWS work as generalists.

Participants

We purposefully sampled GPs from urban and rural areas
in Norway, with at least five years of experience as a GP
to increase the chances of their involvement with CWS
cases. We used our professional extended network to
reach possible informants from locations that fitted the
geographical profile. The first author (OM@) contacted
suitable GPs via e-mail. Four of the informants were
partly known to the first author, through an extended
professional network. We contacted 14 GPs during our
sampling period. One did not reply, and one declined the
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invitation based on her work experience. Thus, 12 GPs
agreed to be interviewed, but two of these did not have
time during the data collection period. Of the ten inform-
ants, seven were female, and three were men. They were
aged from 40 to 70 years old, most of them being in their
forties. One worked in the biggest city in Norway (over
700 000 inhabitants), two in bigger cities (between 70 000
and 90 000 inhabitants), two worked in medium-sized
towns (between 20 000 and 50 000 inhabitants), and five
in small towns and villages in rural areas (between 2000
and 8000 inhabitants).

Data collection

The data were gathered from February 2020 to April
2021. OM® conducted all ten interviews; six took place
in the GP’s surgery or a nearby suitable location and four
were held online. No other participants than the partici-
pating GP and the interviewer were present during the
interview. All the data were recorded, and the duration
was approximately an hour. Field notes were not made
during the interview session, but reflective notes were
made after the interview was conducted. Eight interviews
were transcribed and anonymized by OM®, and two by
an external party. The transcripts were not presented to
the participants for comments. The first author worked
as a GP and a part time PhD-student at the time of the
interviews. As part of her PhD-studies she received train-
ing in qualitative research methodology and interview
techniques. The interviews were based on a study-spe-
cific interview guide with stimulus material, developed
by OM® and MBR (see Supplementary file 2). The pilot
interview provided rich data and was thus included in
the data corpus. The interview guide underwent several
minor revisions in response to the initial coding and cat-
egory identification during the ongoing parallel analysis.
These changes were especially relevant in the beginning
of the data gathering, in order to adjust the interview
guide to the theoretical sampling, and at the end, to
reach theoretical saturation of our core concepts [28].
When this was achieved, we stopped collecting data. No
repeated interviews were conducted. The participants
were orally informed about the interviewer’s background
and motivation for the study at the beginning of the
interview. The consent form also included written infor-
mation about the background of the study.

Data analysis

In accordance with the grounded theory method, the
analysis runs parallel to data collection [28]. (see supple-
mentary material for figure of analytical process). After
having conducted the first interview, OM@ wrote analyti-
cal notes (memos) and identified, labelled and coded seg-
ments of meaningful raw data (open coding) [28]. NVivo
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There’s a will, but not a way

CWS become involved in the case

Familiar territory Unfamiliar territory Fragmented territory

One-way window of information
Closed door to dialogue

Whole-person care
Extensive relationship with patient

Lost opportunities to help
Missing pieces

Fig. 1 A model of GPs'experiences of collaboration with CWS. This is a conceptual model describing the GPs'main concerns

regarding collaboration with the CWS, based on the concept of There’s a will, but not a way. The figure illustrates shifting stages of GPs'experience
with their patients in situations where the CWS become involved. The first stage describes the GPs' familiar territory, providing health care to their
patients, with an emphasis on whole-person care and often consisting of a long and extensive relationship with a patient. In the first stage, the CWS

is not part of the care, but when they become involved with a patient or family on the GP’s list, the conditions change to the second stage.

This is characterized as unfamiliar territory by the GP. Obstacles such as a one-way window of information flow and a closed door to dialogue help
to perpetuate the GPs'lack of knowledge of the CWS' procedures and work methods, as well as direct information on what is happening to their
patients. This leads to fragmented territory, affecting GPs' possibilities to do their job, expressed as lost opportunities to help and missing pieces

in the patient’s history

12 [33]. was used for some of the initial/open coding, but
not for the later analytical process. The data corpus and
initial codes were discussed with MBR. Partly parallel to
this process we discussed how already identified codes
could be related and categorized (axial coding) and all
four authors participated in this of selected parts of the
corpus. Analytical strategies included analysis of simi-
lar issues and situations from different parts of the data
corpus in order to differentiate and nuance the emerg-
ing categories (constant comparative analysis) [28, 34].
and examining and elaborating on an issue’s or situation’s
meaning by relating it to existing literature or experience
(theoretical comparative analysis) [28]. In the final step,
we identified and developed core concepts and integrated
them into a model (Fig. 1) (selective coding and theoreti-
cal integration). The participants have not been asked to
provide feedback on the findings.

Results

‘There’s a will, but not a way’

In this study the GPs’ main concern about their collabo-
ration with the CWS was that they had a will to contrib-
ute, but a feeling that there was no way to do so. The main
theme is illustrated through the model seen in Fig. 1. The
GPs described that they missed opportunities to con-
tribute in CWS cases, in the interest of the patient, the
CWS and themselves as GPs. The problem was partly due
to systemic factors such as a lack of effective (electronic)
communication, what they felt to be different levels of
confidentiality and a general lack of knowledge from the

GPs themselves about CWS work and function. Some
GPs had stopped getting involved in these cases, even
though they believed that cooperation with CWS would
benefit all parties involved, because they were not being
provided with sufficient information and had a feeling of
being left out.

1 feel that they definitely don’t want me as a team
player in supporting vulnerable children and fami-
lies. (GP4).

Familiar territory

An extensive relationship with the patient

The first stage of the model represents the daily prac-
tice of the GPs with their patients. All GPs in this study
emphasized that they usually had a long and/or exten-
sive relationship with their patients, over a long period
of time and including much information from different
sources. The GPs were often involved in a variety of situ-
ations with their patients, collaborating with different
agencies.

I've known these people for over thirty years, and
the ones who come now with little children, I've seen
them myself at the infant health centre. So you have
a long-term perspective on how families are knit
together and function. (GP5)

Notably, when using the word patient(s), the GPs in
this study often referred to the parent on their list or
the family as a whole. They seldom referred to the child
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alone. The GPs talked generally about their experiences,
but most of the examples they used referred to highly
complex situations of cases involving CWS.

GPs occasionally received a letter from the CWS about
a family they hardly knew, but in many cases the patients
who became involved with the CWS already had a his-
tory of contact with their GP or other health care ser-
vices. This meant that the GP was familiar with the
patient’s history and situation. The GPs experienced that
their knowledge of the patient would be useful for the
CWS case, such as contributing a piece to the jigsaw puz-
zle and expanding the perception of the patient.

I found that the CWS came in with a very stereotyp-
ical and moralizing approach. And then I told them
that this mother had a very, very strong will to get
by. She had a lot of will to cope, relatively good abili-
ties, so there were a lot of strengths to use (...) her
mother was a resource, and there were friends that
I knew of around her (...) and after a while the CWS
was able to activate those resources. (...) This is just
an example of one of the times I've found that my
knowledge of the patient from several years back can
be of use, to the CWS as well. (GP3).

Whole-person care

The GPs in the study highlighted their patient-centred
approach, with examples that may theoretically be under-
stood as whole- person care, holistic patient care or a
biopsychosocial approach [35]. They emphasized that
information about various aspects of the patient was
important for them as GPs, such as the patient’s psycho-
logical, social and cultural background. This informa-
tion complemented the biomedical understanding of the
situation and the symptoms of the patient. GPs had the
power to act on some of these aspects, while others were
helpful in understanding the complexity of the situation.

I think it’s always important to explore all the sides of a
situation to get the whole picture. It’s no use just asking:
Are you having any side effects from your medication?
You must have a—we must always bring the patient’s
whole life into the consultation, in fact. (GP10).

In complex cases, the patient/family often had a com-
bination of conditions that influenced each other, such
as medical conditions (mental and/or physical), social
vulnerability and cultural challenges. The GPs described
that being in good health meant more than not having a
disease. Hence, they often saw the need to cooperate with
other agencies outside their surgery to contribute to a
health promotion process.

You're trying to form a ring around that family to
help it function well - my idea is that you have to
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make an arrangement around them, which natu-
rally involves others [other agencies]. (GP2)

I think it could be useful to collaborate more. (...)
1 think there’s a risk of silo thinking. We think about
our things, and the child and youth mental health
services think about their things, and the CWS about
their things. And then it’s difficult to have a holistic
approach to these patients. (GP9)

The GPs were used to linking up different systems around
individual patients or families, involving several agencies,
usually in primary care, such as home nursing or primary
mental health care. This whole-person approach gave the
GPs a powerful tool to do their job in complex cases. They
saw this as one of the pillars of their profession as GPs, and
part of their responsibility to their patients.

The core of GPs’ work with vulnerable patients and
families were optimally an extensive relationship with the
patient, and an integration of knowledge from that rela-
tionship into whole-person care. Even though cases could
be difficult and complex, this was perceived as comfort-
able and familiar territory to GPs.

Unfamiliar territory

GPs in this study described that they had little knowledge
of CWS’ procedures, work methods and how they evalu-
ated cases. This led to unfamiliar territory when CWS
became involved with a patient.

A one-way window of information

The unfamiliar territory described by the GPs is maintained
by a limited information flow between them and the CWS.
This is conceptualized as a one-way window of informa-
tion. Unlike the feedback the GPs were used to receiving
from partners, such as discharge summaries from hospitals,
they felt they did not receive any response to their assess-
ments in a CWS case. This lack of feedback made it difficult
for them to learn from the cases and improve their ways of
contributing. Moreover, rarely receiving details of what had
happened in a case resulted in a general lack of knowledge
about the procedures and work methods of the CWS.

Interviewer: Can you think of anything else that makes
collaboration more difficult? GP: Well, it's the thing
that you don'’t get any — you get very little — you sit
there like a satellite, and then you give information
and you never get any feedback. (GP6)

The GPs were frustrated with a feeling of having to give
everything but not getting anything back. This was per-
ceived as a huge obstacle to collaboration, with various
consequences, such as limited opportunities for the GP to
help the patient and the case.
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A closed door to dialogue

In addition to the one-way window of information, the
GPs felt that they met a closed door to dialogue, resulting
in a feeling of secrecy and difficult collaboration.

I feel it’s like a closed door, with a lot of secret things
going on behind it (...) But of course, those are per-
sonally sensitive things, so it might be okay that that
door isn’t — that door is — you don’t really know
what'’s happening behind it. (GP1)

They understood and respected the fact that the CWS
worked with personally sensitive material, and that
confidentiality was important. Several of them had no
interaction with the CWS caseworker at all, except for a
possible letter with a request for information. The main
reason why the CWS did not exchange information and
did not engage in a collaborative dialogue as much as the
GPs would have liked was thought to be confidentiality
legislation.

I think there’s legislation behind it, that’s the reason
why they can’t have two-way communication. (GP4)

The GPs did not perceive their confidentiality as an
obstacle to potential collaboration. Furthermore, having
consent from the patient meant that they could collabo-
rate more freely. The GPs assumed that the CWS had a
stronger duty of confidentiality than they had themselves.

The closed door included systemic factors such as the
lack of an open, simple channel of communication and
the possibility of an ongoing mutual dialogue when work-
ing simultaneously with a patient or a family. Collabora-
tions that worked well for the GPs were easy and effective
access to means of communication for both parties, opti-
mally via electronic channels or in some situations with
a phone call, where it was easy to reach the right people.
This contributed to the general feeling of familiar ter-
ritory, where the GPs had sufficient knowledge of and
communication tools to reach their partners.

I think having the possibility to send digital messages
is a huge advantage. It’s a part of the collaboration
that’s important, and it makes it quicker to com-
municate. Thinking about calling each other, when
everyone — well, that doesn’t work well at all. When
I have patients all day, and the others are often in
meetings, and when I have time to phone them
they’ve mostly gone home for the day. (GP8)

Between the healthcare sector and the CWS there
were no possibilities for electronic messages that corre-
sponded to the GPs’ electronic patient record systems.
The possible contact methods were by letter, phone calls
or physical meetings. All GPs mentioned that it would
improve dialogue if the CWS could be reached with
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electronic messages satisfying confidentiality standards,
which they used with other partners, such as the hospi-
tals, social services and other primary care services. They
saw this as more effective and easier to fit into a busy
schedule, and messages regarding collaboration were
often sent and replied to outside office hours.

The GPs described a one-way window of information
due to a lack of useful information in return from the
CWS, and a closed door to dialogue which limited the
opportunities to work together in the best interests of
patients and families.

Fragmented territory

Limited information flow and options for dialogue with
CWS led to difficulties with fragmented pieces of infor-
mation, described in the last stage of the model (Fig. 1).
The GPs described that this had negative influence on
their ability to provide optimal help to the case and care
to the patient.

Lost opportunities to help

An obstacle expressed by the GPs was their lack of
opportunity to provide relevant information to the CWS.
During an ongoing CWS investigation, GPs felt they ide-
ally could help by providing useful patient information.
With patient consent GPs are not bound by their duty of
confidentiality, but the information they provide should
still be considered necessary for the purpose. When
the CWS has reason to believe that a child is abused,
neglected or has serious behavioural difficulties, GPs are
obliged by law to give information that is requested from
the CWS, irrespective of the patient’s consent. The CWS
makes a legal decision about this, but GPs are not told
the reasons for the decision. Such requests often include
specific questions that GPs need to answer. However, not
knowing the background to the case can make it difficult
to consider what exactly is relevant information neces-
sary for the purpose. One result is that GPs may find that
they are obliged to reveal unnecessary aspects of patients’
privacy.

1 sometimes think the law should be changed, so the
CWS have the chance to tell a doctor a bit more
about why they need information. I've found, in all
cases, that they ask about things that are very pri-
vate, and I can’t understand what they're going to do
with them. Sometimes it seems to me to border on
personal curiosity. (GP3)

Little knowledge about the general procedures in the
CWS adds to this concern about revealing unnecessary
details. It might also add to a mistrust from the GPs
towards the CWS, thus misinterpreting genuine requests
as personal curiosity. This can make GPs wary about
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what patient information they should provide, as they
do not know how it will be used. Another consequence
is that relevant information and assessments a doctor
has made will be unknown to the CWS if not specifically
requested. Medical records are not written on the basis
that they might be used in a CWS case.

Interviewer: So if you have, as you say, some obser-
vations that you've made in the back of your head
because you know the patient, but you haven’t put
them in the record, can you still convey this? GP: Yes,
there is a ‘Do you have any other relevant informa-
tion?’ section, but that’s extremely difficult to com-
plete, because I don’t know what's relevant. (GP10)

Even though the requests often included the possibility
for the GPs to write other relevant information, knowing
what information was relevant for the CWS, but without
knowing the basis for the request, was perceived as a very
difficult task, since GPs have to choose information from
years of medical records and familiarity with patients and
their environment.

The fragmented territory made it difficult for the GPs
to provide appropriate courses of action for their patients
and entails a poor opportunity to communicate relevant
information. The piecemeal information the GPs received
from an ongoing CWS case affected their ability to sup-
port families and vulnerable children in complex life
situations. The GPs in this study had assumed that they
would receive an information request every time the
CWS had a case involving one of their patients, and all
were surprised to learn that the CWS only requests infor-
mation from the GP in a limited number of cases.

Sometimes I think we could, you know — that it’s
fruitful to collaborate a bit more. To exchange infor-
mation and stuff. (...) There was a boy that had been
in the system for many years (...) and at one point
there was a note of concern about the care from the
father earlier on (...) the father has been here and
brought up his anger issues with his GB, and no one
has asked about the children for instance. And the
same GP has followed up the boy for his behavioural
difficulties and challenges, but I don’t think the GP
even knew they were related. And then it’s like — the
child and youth mental health services and the edu-
cational-psychological services have been involved a
lot and nobody’s figured out what’s been wrong with
that boy. And then active violence has been going on
for many years. (GP9)

This GP mentioned the importance of having a com-
plete picture of what is going on around children and in
families in order to provide optimal support.

Page 7 of 12

Others talked about their lost opportunities to help with
different support measures such as sick leave notes for the
parents, help in contacting the social benefit system, psy-
chological support or alternative treatments for mental,
physical and drug-related illness, which could help reduce
the total amount of toxic stress in a vulnerable family.
However, it was again difficult to provide this care and
support when they knew nothing or very little about the
involvement of the CWS. The GPs gave examples of situ-
ations where they had used their professional expertise
in a positive way for both the patient and the CWS. One
example was a debriefing session with a patient following
what they considered a difficult experience with the CWS
to improve future collaboration. Further examples were
to be a neutral third party in difficult meetings with the
patient and the CWS, or to provide psychological support
for a parent after difficult news from the CWS.

I don’t think in any way that I can solve the prob-
lems they have, but at least I can contribute in such
a way that collaboration in the other agencies works
better. (GP4)

GPs perceived it as meaningful work to speak posi-
tively about the CWS to the patient and help prepare the
patient mentally for the process, but these examples were
atypical of their general experience. In most cases the
GPs viewed the scarce information and dialogue as lost
opportunities to help.

Another GP stated that the barriers to collaboration
were structural but had found a way to overcome them:

1 think, well, the fact they keep their cards so close
to their chest is a structural obstacle with a negative
effect on collaboration. But after I've become more
familiar with them, it’s easier to phone them and
get some information after all, without it having to
be so official, because we both think pragmatically
and see that it's more beneficial for the children
involved. (GP8)

Only this GP and one other described their collabora-
tion with the CWS as good. They had both developed
a friendly relationship with CWS staff and were able to
establish personal contact that helped them to obtain
some of the relevant information they needed to do their
job properly. They were also more confident than the
other GPs of obtaining unsolicited information about
health concerns that the CWS might have.

Missing pieces

The unknown territory affected the GPs’ in two ways:
their ability to assist during a case, and in missing pieces
in their knowledge about the patient’s background and
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thus their whole- person approach to care. The GPs
explained how they took the patient’s lived experiences,
diagnoses and environment into account to make sense
of their patients’ challenges, and how best to help them
and their family. However, missing pieces made it difficult
for the GPs to assess a situation correctly. One GP drew
a parallel to assessments of physical health and explained
how knowing about a vulnerability in a family would
affect the assessment of the kind of help to be offered.

Just like I'd want to know if you're in active cancer
treatment before I assess your pneumonia. It's a bit
of the same thing. That father for instance, I would
offer him a sick leave note quite early on, because I
know that when he gets exhausted (...) I know that
the family will function poorly. (GP4)

The GPs perceived the different family members as
pieces of the same system. They felt that by helping one,
they could help ease the total situation for the family, and
thus the children.

No, I've never got any feedback from the CWS, so I
have to ask the patient in order to provide support.
That'’s interesting because it can absolutely — well,
it’s closely linked to the treatment of the patient. If
you want to see the patient in a holistic perspective
(-..) They have very poor finances, and a mother with
all her health issues and challenges who's responsi-
ble for the everyday care of the kids at home. So, to
ensure that they get good enough everyday care, it's
very important to prevent her going into a new seri-
ous depression or serious deterioration of her PTSD,
or whatever diagnosis she’s been given. And that’s
why it’s a bit strange that we're not getting any feed-
back on these things, because it's all about working
holistically with these patients. (GP9)

In addition to complicating the assessment of a situ-
ation, missing pieces in the patient story made it dif-
ficult for the GPs to triage which patients needed most
of their attention. Several of them gave examples of how
they would give priority to a patient they knew was in
a vulnerable position. When they lacked information
about such a stressful process as a CWS investigation, or
important information of concern about the family, the
patients involved were not prioritized as highly as they
would have been otherwise.

Interviewer: Would a CWS case affect your work
with your patients? GP: Yes, it would, and I think
it should. Not to make me more sceptical, but that
— well, the relationship aspect is very important for
people’s health, both the children and the parents,
so a CWS case is very important information to
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include in a holistic assessment. So I think it affects
me, and I think it should. It affects me mainly in
making me more attentive to different things. Not
observant, in order to report them, but in a way of
being more alert if I think that someone needs a bit
more than I would have given otherwise. (GP8)

The GPs perceived this lack of information as a missing
piece in the patient’s story, which made it difficult to pro-
vide optimal care.

Discussion

In this study we found that the GPs had a strong will to
engage and collaborate in cases involving vulnerable chil-
dren and families, based on an approach of whole-person
care for their patients. GPs believed that they had knowl-
edge and information that would benefit the case, and
they had a desire to obtain further information that they
felt could enhance their understanding of their patients.
The work methods and procedures of the CWS were
unfamiliar territory for most GPs, which made collabo-
ration difficult. Most GPs described that they received
very limited or no information from the CWS, almost
like a one-way window of information exchange, where
they had to give, but did not receive anything back. The
door to dialogue was perceived as closed; this was related
both to a perception of different levels of confidentiality
and to structural hindrances such as the lack of effective
electronic communication. These obstacles to collabora-
tion and engagement in cases of vulnerable children and
families led to fragmented territory. They made it dif-
ficult for the GPs to help and contribute for the benefit
of the vulnerable families and made it challenging to fol-
low up the patient afterwards with the same whole-person
engagement.

Familiar territory: basic care values of a GP as conditions
for collaboration

The GPs in our study strongly emphasized a whole-per-
son care approach to their patients, where it was impor-
tant to know their background and lived experiences
when assessing new symptoms and situations. However,
a recent study from Norway found that GPs find it dif-
ficult to integrate their patients’ stories about difficult
life experiences into their clinical work, and their views
of the clinical relevance of this varied considerably [36].
This might indicate that our sample of participants had
a particular interest in a whole-person approach to care,
or that they expressed ideal attitudes and perceptions of
this approach. However, another recent study of Nor-
wegian GPs showed that they benefitted personally and
professionally from a close, trusting relationship with
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patients such as that was experienced by GPs in the pre-
sent study in their familiar territory with an extensive
relationship with patients and a whole-person approach
[37]. This was an important reason to choose and stay in
family/general practice over other specialities and the job
could, from a theoretical perspective, be seen as a call-
ing [37]. This implies that the underlying idea of whole-
person care is just as important for GPs themselves, both
professionally and privately, as it is for patients. This can
explain why there is a will from the GPs to help these
complex patients and families, and illuminate the frustra-
tion they convey when they find that there is no way to
do so. GPs lose something, affecting both their patients
and themselves, when the unfamiliar territory results in
a fragmented story. The way GPs represent themselves
and the CWS in this study with a focus on a fragmented
story versus GPs working with whole-person care may
also be understood critically and illustrate an often seen
tendency to idealize one position against another in cases
of potential conflicts and challenging collaborations. Bar-
riers are experienced but also possibly exaggerated as a
very usual reaction.

Unfamiliar territory: challenges to collaboration

In this study the main obstacle to collaboration between
GPs and CWS was unfamiliar territory regarding CWS’
ways of working, their available tools and how they eval-
uated cases. This was upheld by a one-way window of
information and a closed door to dialogue. These obsta-
cles were also seen in the data provided by the inform-
ants with positive experiences of collaboration with the
CWS. However, these GPs had found individual ways to
overcome some of these barriers, such as using their per-
sonal acquaintance with CWS staff to obtain information
in unofficial ways.

With regard to the dimensions in Gittell's theory of
relational coordination, our overall findings indicate low
task integration between GPs and CWS [27]. This theory
distinguishes three dimensions of relationships (shared
goals, shared knowledge and mutual respect) and four
dimensions of communication (frequent, timely, accurate
and problem-solving communication), which mutually
reinforce each other. They form the basis for coordinated
collective action. The concepts of one-way window and
closed door to dialogue demonstrate low levels of shared
knowledge and challenges in communication. Further,
it is difficult to assume mutual respect and shared goals
between the parties, in view of the GPs’ narratives and
reported consequences of poor collaboration. However,
this paper only focuses on data from GPs. The results are
therefore not suitable to say anything about the collabo-
ration process per se, as this is a bilateral process in its
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nature. Further research is needed to look at the collabo-
rative process from both sides.

Our results can be situated in a wider context of inter-
organizational collaboration, where studies show that
one of the important challenges is navigating in unfa-
miliar organizational contexts [38, 39]. which our study
defines as unfamiliar territory. Several studies on the
collaboration between family/general practice and dif-
ferent health and social care agencies report lack of
information sharing as a crucial barrier, as seen in the
one-way window of information [22, 40]. Studies from
Sweden and the USA, focusing directly on CWS and
GPs/health services found similar results [16, 18]. The
study by Campbell et al. even resulted in a new policy
that gave the CWS the possibility to provide a mean-
ingful summary of outcomes and recommendations to
health care personnel [18]. Woodmann et al. found that
GPs are not, but ought to be, routinely informed when
children are referred to social care services, or when
families are followed up by other professionals for mal-
treatment concerns [41]. This is supported by a Danish
study finding that a communicative barrier to collabo-
ration is that important information about a patient’s
social resources (or lack of these) is not communicated
from the social service sector to the health care sector
[42]. In order to address this, the one-way window of
information would need to change to a two-way trans-
fer of useful information. Breimo et al. concluded that
it would strengthen trust between the agencies and col-
laboration if the other party is considered an actual col-
laborative partner, and not just a source of information
and a means to meet a need from the CWS [43]. This
means that the closed door to dialogue would have to be
opened up.

The GPs in our study saw a need for electronic two-
way communication with the CWS in order to improve
and increase dialogue. A study from Denmark exam-
ined collaboration between GPs and the social service
sector concerning vulnerable pregnant women. They
found similar results and concluded that electronic two-
way communication pathways between the GPs and
the social service sector would facilitate cross-sectoral
communication [42]. Norwegian GPs are used to com-
municating electronically with hospitals, and primary
health and social care services. The CWS offer no pos-
sibility for an electronic dialogue that is integrated with
the GPs’ electronic patient record system or that main-
tains a suitable standard of confidentiality. Much of the
GPs’ collaborative communication took place after work-
ing hours, since they were often too busy during the day
to pick up the phone and reach the right people in the
CWS. Easy access to two-way communication could
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increase the dimensions of communication [27]. Com-
munication could be more frequent and more timely,
and possibly more accurate and better at problem solv-
ing as misunderstandings could be rectified quickly, and
joint challenges could be met more effectively, since sim-
ple interventions could be implemented sooner. As the
two axes of dimensions in Gittell’s theory reinforce each
other, this might also enhance the relationship dimen-
sions, developing mutual respect based on shared goals
and shared knowledge.

We do not aspire to discuss the legal aspects of the GP’s
understanding of confidentiality. However, the percep-
tion from the GPs in our study that the CWS adhere to
a different level of confidentiality concur with the results
of Breimo et al. They found that informants explained the
restricted information sharing by the CWS by a particu-
larly strict duty of confidentiality [44].

Fragmented territory: consequences of collaborative
challenges

Our findings also reveal possible consequence of collab-
orative difficulties for the GPs, namely a feeling of frag-
mented territory that leads to lost opportunities to help
and missing pieces in the patient’s story. Fragmentation
of patient pathways as experienced by both patients and
health professionals is a topic currently seen as a serious
problem for patients’ health in several studies of cross-
sectoral treatment [45]. Along these lines, our findings
point out that GPs find that collaboration is hampered
by factors such as difficult information flow, few oppor-
tunities for dialogue and poor knowledge of the partner.
Moreover, the experience of fragmentation impedes the
ambition of whole- person care and the will to collabo-
rate. Although we found few studies that discuss the con-
sequences in this way, it has been shown that information
about the outcome of a CWS investigation will affect
health care providers’ ability to address the situation in
future encounters [18]. Further, information about meas-
ures taken because of a social report will indicate the
vulnerability of a patient to the GP, and is therefore con-
sidered important [42].

Strengths and limitations

During data collection and analysis, we constantly evalu-
ated the richness and comprehensiveness of the data. We
assessed if the data was sufficient to include all relevant
nuances in the emerging main themes (constant compar-
ative analysis) and sufficient to ground the theory devel-
oped (theoretical saturation). The use of semi-structured
individual interviews provided extensive data on the GPs’
experiences. This included informants with both positive
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and negative experiences of collaboration with the CWS.
We consider that our data is saturated in line with the
grounded theory approach [46].

According to Malterud, a study with a broad aim, no
established theoretical framework (which is the main
point of a grounded theory study) and a cross-case analy-
sis strategy will require a larger sample size in order to
achieve information power [47]. However, a sample with
experience, knowledge and properties specific to the
study aim can reach information power with fewer par-
ticipants. The sampling was purposive, aiming for geo-
graphical variation and sufficient experience in family/
general practice. This also ensured that the informants
worked in areas where the CWS offices had a variety of
organizational structures.

The interviewer had the same professional background
as the interviewee, which can strengthen the dialogue
and increase the information power, because of profes-
sional trust and a shared discourse. This could, however,
also lead to preconceptions during the interview, and
bias and blind spots in the analysis. To mitigate this, the
entire interdisciplinary team was involved in the analy-
sis. MBR was acquainted with one informant but did not
participate in the interview situation. OM@, who did the
interviews, had prior acquaintance with four inform-
ants. This could skew the data, as the informants might
want to please the interviewer or present themselves in
a good light. The acquaintance could also mean that the
informants felt more comfortable talking about difficult
situations. These informants worked in different places of
different size, and data from the interviews were in broad
terms in accordance with data from informants with-
out prior acquaintance to the authors. To the best of our
knowledge we believe that this did not bias the results to
such a degree that they are invalid.

Conclusion

We conclude that GPs perceive collaboration with the
CWS as hindered by factors such as difficult information
flow, few opportunities for dialogue and limited knowl-
edge of the partner. Despite this, they have a positive atti-
tude towards possible collaboration and an ambition to
contribute their professional expertise. Our study is the
first to investigate consequences for GPs’ daily practice
of difficult collaboration with the CWS. This can possibly
lead to lost opportunities for GPs to help families and a
lost contribution of GPs’ knowledge and potential actions
during a CWS case. It can also lead to fragmentation of
patient pathways and of GPs’ knowledge about patients’
history and social situation, which affects their ambition
to provide whole-person care. We suggest that electronic
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two-way communication that is effective and satisfies
confidentiality standards could make it easier to share
information that is relevant for both parties. This could
improve the collaborative relationship between GPs and
the CWS, lead to better integration of their services, and
ultimately benefit vulnerable families.
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