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Abstract

Background: With rising numbers of elderly people living in nursing homes in Germany, the need for on-site primary
care is increasing. A lack of primary care in nursing homes can lead to unnecessary hospitalization, higher mortality,
and morbidity in the elderly. The project CoCare (‘coordinated medical care”) has therefore implemented a complex
health intervention in nursing homes, using inter alia, regular medical rounds, a shared patient medical record and
medication checks, with the aim of improving the coordination of medical care. This study reports upon the results of
a qualitative study assessing the perceived barriers and facilitators of the implementation of CoCare by stakeholders.

Methods: Focus group interviews were held between October 2018 and November 2019 with nurses, general
practitioners and GP's assistants working or consulting in a participating nursing home. A semi-structured modular
guideline was used to ask participants for their opinion on different aspects of CoCare and which barriers and facilita-
tors they perceived. Focus groups were analyzed using qualitative content analysis.

Results: In total, N =11 focus group interviews with N =74 participants were conducted. We found six themes
describing barriers and facilitators in respect of the implementation of CoCare: understaffing, bureaucracy, complex-
ity, structural barriers, financial compensation, communication and collaboration. Furthermore, participants described
the incorporation of the intervention into standard care.

Conclusion: Barriers perceived by stakeholders are well known in the literature (e.g. understaffing and complexity).
However, CoCare provides a good structure to overcome barriers and some barriers will dissolve after implementa-
tion into routine care (e.g. bureaucracy). In contrast, especially communication and collaboration were perceived as
facilitators in CoCare, with the project being received as a team building intervention itself.

Trial registration: WHO UTN: U1111-1196-6611; DRKS-ID: DRKS00012703 (Date of Registration in DRKS: 2017 Aug
23).

Keywords: Barriers, Facilitators, Nursing homes, Focus groups, Qualitative study, Coordinated medical care, Elderly,
Primary care, Complex health intervention, Implementation research

Background
Demographic transition is in full swing in Germany, with
*Correspondence: rieka.warth@uniklinik-freiburg.de every fifth person being over 66years old [1]. About 2
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[2] and approximately 700.000 people were already living
in NHs in Germany in 2018 [2].

Overall, older age was shown to be associated with
greater health care utilization compared to the general
population [3, 4]. Yet, the level of care needed was nega-
tively associated with the probability of utilizing medical
specialists, showing inequality in the health care system
[5]. Other reports show a lack of primary care in NHs [6],
leading to unnecessary hospitalizations for the elderly
[7-9]. Unnecessary hospital admissions were not only
shown to be costly [8, 10], but also increased the risk of
complications and mortality in NH residents [11, 12].
The insufficient availability of general practitioners (GPs)
and acute care were identified to be the main reasons for
unnecessary hospital admissions in several studies [8, 13].

The project CoCare (“coordinated medical care”) aims
to bridge the gap by implementing a complex health care
intervention to improve primary care in NHs [14]. The
study takes place in the federal state of Baden-Wuert-
temberg, Germany, with 31 NHs implementing the new
intervention, providing it to approximately 1150 resi-
dents. Furthermore, 25 NHs providing survey data will
be used as control group and additionally claims data of
N =8000 of NH residents in Baden-Wurttemberg will
be randomly drawn upon for comparison. Inter alia, the
intervention provides a shared patient medical record
entitled CoCare Cockpit (CCC) and standard courses of
treatment, as operating procedures for nurses and GPs.
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Furthermore, CoCare financially compensates weekly
on-site medical rounds, regular medication checks, case
conferences and the extended availability of GPs. CoCare
also aims at improving communication and collaboration
between GPs and nurses by forming teams of physicians
sharing care duties and by appointing a CoCare contact
person in every NH. See Fig. 1 for an overview of the
project.

CoCare was implemented by kick-off events in each
NH with nurses and GPs attending so that they could be
given information about the content and the process of
the intervention. Furthermore, training regarding the use
of the CCC, the standard courses of treatments and the
management of suprapubic catheters were offered. As a
result of CoCare, an increase in quality of care and care
efficiency due to the intensified health care are expected.
Furthermore, due to less unnecessary hospital admis-
sions of NH residents, a reduction in health care costs is
hypothesized. The intervention was delivered between
January 2018 and September 2020, including NHs in
both rural and urban areas to achieve better representa-
tiveness. Further information on the project and its study
design has been published elsewhere [14].

In accordance with the guidelines for complex inter-
ventions by Moore et al. [15], a formative process evalu-
ation has been conducted for this project. Acquiring
specific information on the implementation process is
crucial for decision makers before implementing the

Input Outputs

Activities Target Group

CoCare contact
person in each NH

Weekly medical
rounds with GPs

Standard
procedures

Quarterly medical
rounds with
medical specialists
Affiliated GPs and
medical specialists
in each NH

Case conferences

Outcome-Impacts

Financial
compensation for
NHs and doctors

Computerized
documentation
system (CCC)

Sonography
devices

Standard courses
of treatment

Medication checks

Extended
availability

Managment of
suprapubic
catheters

NH residents

Increased health-
related quality of
life

interprofessional
communication
and collaboration

Health care
Resident level NH level system level
Increased
satisfaction with Reduced hospital
Improved .
[:> health care admissions

Reduces health
care costs

Fig. 1 Logic Model of all modules of the CoCare intervention and the expected outcomes; GP = General practitioner; NH=nursing home
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intervention on a larger scale. A process evaluation will
therefore investigate how the fidelity, dose, adaption and
reach of a newly implemented complex health interven-
tion are and will further investigate the underlying theory
of change [16, 17]. In CoCare several approaches were
chosen to conduct the process evaluation, such as a)
quarterly telephone interviews, b) annual audits with the
nursing management to assess the fidelity and c) focus
group interviews with NH residents to assess the reach
of the intervention. Furthermore, focus group interviews
with GPs, nurses and GP’s assistants were conducted to
assess barriers and facilitators for implementation. The
team conducting this process evaluation is part of a big-
ger CoCare project team, with the Association of Statu-
tory Health Physicians Baden Wuerttemberg (KVBW)
providing the CoCare infrastructure, and the Centre for
Geriatric Medicine and Gerontology, Faculty of Medicine
and Medical Center — University of Freiburg providing
expertise in long-term care. Regular project meetings
of all these participants were conducted to monitor the
implementation process. At the end of the project, a
summative evaluation will be conducted, based on claims
data and questionnaires, addressing the costs of care, the
quality of life of residents and satisfaction with the medi-
cal care provided.

This paper seeks to describe the results of the focus
group interviews with GPs, nurses and GP’s assistants
describing barriers and facilitators of the implementation
process.

Methods

This research was funded by the Innovation Committee
at the Federal Joint Committee (G-BA), Germany under
grant number NVF1_2016-080. The process evalua-
tion was conducted at the Medical Center — University
of Freiburg. Ethical approval for this study was granted
by the Ethics Committee of the University of Freiburg
(Approval Number: 333/17). The study was registered
at the German Clinical Trial Register (DRKS00012703).
Results are reported complying with the Consolidated
criteria for reporting qualitative research (COREQ)
checklist [18].

Study design

Focus group interviews were conducted in mixed groups
with GPs, GP’s assistants consulting a NH and nurses
working in a NH enrolled in CoCare. Participants in
each focus group were from the same NH and knew each
other. Participating NHs were asked to send nurses, GPs
and GP assistants engaged in CoCare. Focus groups were
conducted between October 2018 and November 2019.
All participating NHs were asked to participate in the
focus groups. However, most NHs could not guarantee a
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sufficient sample size per focus group (5-6 participants)
and thus, focus groups were only conducted in N =11
NHs. Participation was voluntary and no disadvantages
arose from non-participation. Participants were supplied
with information on the objectives of the focus group
interviews and written informed consent was obtained
from all participants. The planning of this qualita-
tive study, analysis of data and the interpretation of the
results was solely done by the authors of this manuscript.
As the authors used various methods for the evaluation
of CoCare [14], some of the participants and researchers
knew each other from previous contact.

Focus groups were conducted using semi-structured
modular guidelines, which were chosen as CoCare com-
prises many modules. Using a modular guideline, par-
ticipants were able to pick which of the many aspects
from the intervention they felt were particularly impor-
tant to discuss. The interview guidelines were developed
for this study by the authors based on the study design
of CoCare [14]. For this purpose, the CoCare modules
served as main themes for the interview guidelines, ask-
ing questions about the benefits, barriers and facilitators
for implementation in each module (e.g. Medical Rounds:
What benefits did you experience with the CoCare-
rounds?). The development was done in an iterative pro-
cess, with the project team discussing and changing the
interview guidelines until all team members agreed on
it. Each interview began with a short introduction by the
researcher, followed by a set of predetermined discussion
topics (CoCare Modules) to choose from, based on the
participants’ experience with the modules. Participants
were asked to agree on topics they wanted to talk about,
based on their experience of barriers/facilitators. The
researcher then asked open-ended questions about the
chosen topics. The interview guidelines had been previ-
ously published in Brithmann et al. [14] and can further
be seen in Additional File 1.

Focus groups were conducted by CR and BB within the
NHs. All of the focus groups were digitally recorded and
transcribed verbatim by an external service provider. The
transcripts were pseudonymized and given a consecutive
ID-number from 1 to 11. As the focus groups were held
in German, participants’ quotes to illustrate the find-
ing were translated into English by the authors of this
manuscript.

Data analysis

Data analysis was based on the content analysis outlined
by Mayring [19] using a mix of deductive and induc-
tive approaches. For this purpose, an initial coding sys-
tem was developed based on the CoCare modules from
the modular guideline to deductively identify results
according to the concept of the intervention. VK and
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RvdW then analyzed the first three interviews indepen-
dently, using the initial coding system and taking notes as
necessary. VK and RvdW adapted the coding system to
the findings to account for the perceived importance of
themes by participants, and discussing the results. This
process was repeated twice before generating the final
coding system. RvdW then coded the remaining focus
groups using the final coding system. The results were
presented to and discussed with the project team at dif-
ferent stages of the data analysis to ensure intersubjective
comprehensibility. In this report, only barriers and facili-
tators for implementation described by participants will
be displayed and discussed. As the focus groups focused
on the team experience of CoCare, differences between
professions were not analyzed. Data management was
done using MAXQDA 2020 [20].

Researcher characteristics

RvdW is a female researcher in the field of health services
research and rehabilitation research. She holds a degree
in psychology and has experience with qualitative stud-
ies. VK is a female master’s student in psychology and
works as a student assistant in the field of health services
research. Both, CR and BB are postdoctoral research-
ers in the field of health services research and rehabili-
tation research. CR is a trained female psychologist, and
BB (male) holds two degrees in health sciences. EF is a
male full time professor in health services research and
rehabilitation research. His work focuses on methods in
health services research.

Results

Overview of focus groups and participants

N =11 focus groups with a total of N =74 participants
were conducted. Seven focus group interviews were con-
ducted in non-profit NHs and four in private adminis-
trated NHs. The focus group sessions lasted between 20
and 59 min, with an average of 39 min. 78.8% of all partic-
ipants were female. Most of the participants were nurses
working within the participating NHs (n =48), followed
by consulting GPs (n =20). A full overview of the distri-
bution of participants can be seen in Table 1.

Barriers and facilitators

In total, we found four themes describing barriers for
the implementation of CoCare: “understaffing’, “bureau-
cracy’, “complexity’, and “structural barriers” In some
cases, participants described how they overcame per-
ceived barriers. As facilitators, participants perceived
“communication and collaboration” and “financial com-
pensation”. Furthermore, the need of incorporation into
standard care was described concerning the implementa-
tion of CoCare.
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Table 1 Overview of participants
Male Female Total
General practitioners (GPs) 13 7 20
GP assistants 0 6 6
Nurses at the nursing homes 3 45 48
Total 16 58 74

Understaffing

According to the participants, one of the biggest barrier
for frictionless implementation of CoCare was the lack
of available human resources to devote to the interven-
tion. In accordance, the issue of understaffing within the
nursing team due to sickness or training was repeatedly
mentioned.

»It would be possible during normal operation. But
then? Someone gets ill, someone is absent, someone
is in training. And then suddenly nobody is here
or nobody, who can....nobody has time to do these
additional tasks” (Focus group 1).

Furthermore, understaffing was a barrier for the
extended availability of GPs during the evening. Whilst
extended availability even in the evening was natural for
some GPs and NHs, some GPs would not do it due to the
high workload. All participants agreed that, in order to
ensure extended accessibility, more GPs supplying medi-
cal care to a NH would be needed to distribute the work-
load better.

Bureaucracy

Participants mentioned that there was a great deal of
bureaucracy in CoCare itself, which accounted for the
high workload. It was not acceptable on a day-to-day
basis for nursing staff to have to fill out various forms
with residents before they were included in the study.
In addition, one nursing home mentioned that it was a
disproportionate amount of work to sort through docu-
ments for the project and do other formal things for
CoCare. Thus, some participants feared that if CoCare
will be implemented in standard care, it would pose a
bureaucratic hurdle.

Bureaucracy was also mentioned concerning the CCC
as NHs and GPs already use their own documentation
system in order to comply with regulatory standards.
Thus, NHs used up to three different systems including
the CCC resulting in double documentation. This double
documentation could potentially lead to mistakes, espe-
cially as no software interfaces are available.

»And if you ask me, that would lead to mistakes,
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because every normal person, when they have writ-
ten or typed the exact same thing for the third time,
they might leave something out, no longer want
to...(several other participants agree in the back-
ground)...every normal person would do that..”
(Focus group 11).

The double documentation resulted in most NHs only
doing basic documentation in the CCC, with the medi-
cal rounds and medication being the most documented
modules of CoCare.

Complexity

With CoCare being a complex health intervention, the
complexity of it as barrier was discussed in respect of
several modules of CoCare. For instance, the standard
courses of treatment were too detailed to learn and fol-
low. Moreover, some participants did not know that the
standard courses of treatment were available as a hard
copy outside the CCC. Furthermore, case conferences as
well as quarterly and annual meetings had not yet been
implemented in most NHs, as participants struggled to
distinguish between the three kinds of meetings. One
participant mentioned that they had been conducting
quarterly talks within the framework of the regular medi-
cal rounds.

»So the medical rounds usually take a long time and
the quarterly talk is supposed to be 90min I think. I
think we do that several times per quarter during the
medical rounds, right?” (Focus group 4).

However, it was also described that the complexity of
the intervention could be overcome by combining two
modules. For instance, participants stressed the impor-
tance of the medication checks and therefore combined
them with the regular medical rounds in discussion with
attending nurses. Where possible, GPs included psychia-
trists and neurologists to talk about psychotropic drugs,
too.

“But now, sitting down during the visits, looking at
the medication plan together and talking about it
with every profession. [...]” (Focus group 9).

Structural barriers
Participants reported some structural barriers for the
implementation of CoCare. For instance, NHs struggled
with their access to the internet and new network cables
had to be installed before the CCC could be used. For
some NHs this took a long time, especially when renova-
tion was necessary.

Furthermore, all participants were of the opinion that
medical specialists’ consultations, such as psychiatrists
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or urologists, are important. However, most participants
said that it was not easy to find specialists for regular
consultations within the NH. Only one NH reported that
they had sufficient collaborations with specialists.

“No other NH believes us when I tell them that we
have a neurologist who comes to see our residents
regularly. That’s not something you see very often”
(Focus group 1).

Additionally, the affiliated GPs had to specifically order
a sonography device if they wished to perform the man-
agement of suprapubic catheters and some participants
mentioned that the delivery took too long. Furthermore,
participants criticized that the sonography device can
only be used on patients, who consented to take part in
CoCare and not for other procedures.

»In CoCare they only play a role for these catheters...
[...]. Apart from that we don’t use it really. However,
we could use it for other procedures.” (Focus group 9).

Communication and collaboration

Communication and collaboration was perceived as
both, facilitator for the implementation of CoCare and a
result of the project. This means, many participants saw
CoCare as a team building intervention, improving the
treatment of residents. Due to the strict framework of the
project and its standard procedures, room for interpro-
fessional communication is given.

For nurses, the access to GPs improved, making it eas-
ier to agree on a resident’s treatment. Participants said
teamwork had become more professional in some NHs
now, resulting in less conflicts and that decisions were
now made with the whole team being involved. Partici-
pants also regarded a consistent contact person, mainly
embodied by the care management of the NH, as positive.

When I come here, I have a number I can dial, 1
have someone who has time for me and is my con-
tact person. Furthermore, I need to say: There is
some structure. When something is not clear, there is
someone I can talk to” (Focus group 2).

Moreover, the contact to the GP’s assistants was per-
ceived as better and more structured, making it easier to
organize treatment and medical rounds.

One participant mentioned that the improved com-
munication and structured arrangements within the
team might lead to the prevention of unnecessary
hospitalizations.

“There is always someone available and we have
also agreed that we will be called first, before the
emergency doctor or the ambulance, and we will



von der Warth et al. BMC Geriatr (2021) 21:632

then come and see whether it is really necessary”
(Focus group 1).

Furthermore, GPs appreciated the newly set up GP
teams for providing consultation at a NH, as the plan-
ning of visits and treatment were made easier. When
GPs worked in a team at a NH, they left a message for
the GP to lead the next visits or short consultations about
the treatment planning. In this way, a continuous treat-
ment of residents was guaranteed. However, GPs would
not change the medication plan for a patient if the patient
was being mainly treated by another GP. The newly built
GP teams were also a relief for the nurses, as they knew
a GP from the team would be at the NH to provide care
more often than before.

Financial compensation

A positive comment was made about the additional
financial compensation CoCare provided to GPs for sup-
plying medical care in NHs. This has made it easier to
recruit GPs for the project.

“..and now with the project there is the financial
compensation, that needs to be mentioned. It gives
us the opportunity to extend the care, which we do,
and not do things on a minimal level” (Focus group
7).

Even though NHs equally received a financial compen-
sation for their participation in CoCare, it was mentioned
neither as a barrier nor as a facilitator for the project
implementation.

Incorporation into standard routine

CoCare is a complex health intervention with many mod-
ules. Thus, participants in all focus groups mentioned
that the implementation process and incorporation into
standard care took some time. It was therefore not possi-
ble to implement all modules at once. As the NHs entered
the project at different times, the state of implementation
differed across facilities. However, even if single compo-
nents had not yet been implemented in the NHs, the par-
ticipants did emphasize that CoCare builds awareness for
the health care of the elderly and specific topics, such as
the medication checks.

Participant 1: “And there are a few things we still
need to try. That’s too early to discuss.

Participant 2: “So, especially the documentation,
the CCC, that’s something new. We still kind of tip-
toe around it. It is still very new and we need to gain
some experience with it during the coming weeks
and months.” (Focus group 4).
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However, some mentioned that modules, such as the
medical round, were part of their regular routine even
before CoCare. Where medical rounds had to be imple-
mented, the regular scheduling facilitated the imple-
mentation and incorporation of CoCare into standard
care. Participants mentioned that holding rounds on the
same day each week allowed for better preparation by
both, nurses and GPs. According to some participants,
residents would feel much more comfortable if medical
rounds were scheduled regularly. One participant said
that the regular scheduled medical rounds would prevent
unnecessary hospital admissions.

Participant 1:” ...s0 it is of course useful for us to
make these regular rounds and I also think that with
all these hospital admissions, that ... at least how I
seeit... “

Participant 2: “It’s less, I think.” (Focus group 7).

Discussion

Results from the focus groups show that the implemen-
tation of CoCare is complex, and some modules were
easier to implement than others. Participants perceived
and described several barriers which had accounted
for implementation difficulties. However, participants
also reported facilitators and in some cases, how they
overcame potential barriers. Furthermore, participants
reported how barriers and facilitators may have influ-
enced the outcome of CoCare.

Understaffing was seen as one of the biggest barriers
for implementation and participants mentioned they
could not comply with the intervention at all times. Pre-
vious reports had found that NH staff would have to work
overtime to compensate for understaffing and bureau-
cracy [21]. Even though participants in this study did not
mention overtime, the issue of understaffing and over-
time is well-known in Germany with an average of 42h of
overtime per nurse within 6 months [22]. Furthermore,
extended availability was not implemented in every NH
due to understaffing, with some GPs refusing to do it due
to a high workload. Again, this barrier could be overcome
with more GPs being in charge of one NH.

Concerning bureaucracy, some participants feared the
implementation of CoCare in standard care. For instance,
bureaucracy was the reason why the CCC was not used
properly, as it was perceived as complicated and dou-
ble documentation was necessary to comply with regu-
larly standards. Furthermore, the project CoCare itself
accounted for a high administrative workload, with e.g.
residents needed to give consent to receive the interven-
tion. However, the dissolution of most of the bureau-
cracy can be expected once CoCare is implemented into
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standard care as the CCC would be recognized as the
official documentation system and NH residents would
no longer need to give consent.

In a scoping review, the intervention complexity was
a common barrier for the implementation of integrated
care [23], with rising complexity making it more diffi-
cult to implement the intervention [21]. In line with this,
participants mentioned that CoCare and its implemen-
tation was complex and too detailed. For instance, some
participants did not understand the differences between
the case conferences, quarterly and annual meetings
and therefore were not able to describe if these modules
were conducted or implemented as part of CoCare in the
NH. In addition, even though kick-off events and train-
ing were offered some participants did not know that the
standard courses of treatment were available in a hard
copy. Thus, a regular repetition of training, especially for
new staff might be helpful to implement CoCare more
thoroughly and to overcome potential barriers.

Yet, some barriers were not present within the project
CoCare itself but were on a structural level. For instance,
most NHs struggled to find medical specialists provid-
ing special medical care to residents. This problem is well
known (e.g. Schiufele et al. [24]), with for example only
17% of NH residents having contact with an ophthalmol-
ogist within the time frame of a year in a previous study
[25]. Legal options to improve medical care by specialists
such as collaboration agreements between medical spe-
cialists and the association of statutory health insurance
physicians (Kassendrztliche Vereinigung) seem to not
have a sufficient effect [25].

All the barriers reported by the participants are well-
known [23] and the implementation of complex health
interventions remains a challenge [26]. Organizational
and individual change processes are required for the
implementation of health services interventions, par-
ticularly complex ones [21]. Completing these processes
takes at least 1 year, or most likely longer [27]. With an
implementation period of 33 months, CoCare provides a
good time frame for full implementation and good incor-
poration into standard care. Furthermore, CoCare finan-
cially compensates for the higher workload for NHs and
GPs and some barriers, such as the double documenta-
tion, will recede after implementation into regular care as
described.

As expected, interprofessional communication and col-
laboration were perceived as one of the most important
facilitators in CoCare according to the participants, with
CoCare being seen as a team building intervention.

Pertinent German organizations recommend using
tools, such as regularly scheduled medical rounds or
extended availability to help improve interprofessional
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communication. Furthermore, nurses play a crucial
role as they are the ones organizing interprofessional
medical care in long-term care homes [28]. CoCare
combines all these tools, providing a solid framework
to facilitate interprofessional communication. Partici-
pants in our study valued the newly built teams of GPs
and the contact persons within NHs. The implementa-
tion of a fixed contact person was not seen as useful in
a previous qualitative study assessing interprofessional
collaboration in nursing homes in Germany [29]. How-
ever, it was noted that the lack of perceived usefulness
was due to NHs already having a fixed contact person
for GPs before the intervention [29]. Thus, it can be
hypothesized that a fixed contact person is perceived
as useful when newly implemented in a NH.

Overall, interprofessional collaboration and com-
munication were found to have an impact on health
outcomes [30, 31]. For the elderly, interprofessional
collaboration has positive effects e.g. on quality of life,
mortality, or length of stay in hospitals [32]. Further-
more, there is some evidence that interprofessional col-
laboration is cost saving [33]. Some participants in this
study had already concluded that the improved collabo-
ration and communication prevented unnecessary hos-
pital admissions and therefore had an impact on health
outcomes for residents.

Strengths and limitations

With N =11 focus group interviews and a total of
N =74 participants, this qualitative study compromises
a relatively big sample size.

Nonetheless, the study design displays some limi-
tations. First of all, results were not distinguished
between professionals, as the aim of this study was
to analyze perceived barriers and facilitators by the
CoCare team as a whole. However, doctors are known
to evaluate collaboration and communication better
than nurses within NHs [34-36] and future research
should focus on that distinction.

Data saturation cannot be discussed, as no stop cri-
teria was defined but a predetermined sample size was
used. The predetermined sample size was based on the
available NHs within the study. However, we would
argue that with the abundance of material, data satura-
tion was reached. As a further limitation, the different
states of implementation within the participating NHs
can be named. This might have affected the results, as
some focus groups may not have talked about all bar-
riers and facilitators. However, all barriers and facili-
tators described are well-known in the literature and
thus, comparability to previous research is given.
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Conclusion

This study is only part of a more comprehensive process
evaluation and thus a final conclusion of the implemen-
tation process cannot be drawn. Furthermore, the final
evaluation of the intervention is still due. The quantitative,
summative evaluation will be primarily based on claims
data and questionnaires and will focus on the number of
hospitalizations, as well as the residents’ quality of life and
health care costs.

Participants in this study describe several barriers for the
implementation of a complex health intervention. How-
ever, some barriers would vanish if CoCare is implemented
into routine care and also some barriers will be overcome
by incorporation them into standard care overtime. Fur-
thermore, participants describe communication and col-
laboration as the strongest facilitators for implementation
and the project itself helped to improve this. Finally, partic-
ipants perceived CoCare as potentially effective for the pre-
vention of unnecessary hospitalizations of NH residents.
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