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Abstract
Introduction: In recent years collaboration has become an important part of the delivery of welfare services. One response to these col-
laborative efforts has been the introduction of strategic collaboration between different welfare agencies. Strategic collaboration is argu-
ably the most open-ended form of service integration, as both purpose and membership are open to negotiation. This article will examine 
the work in strategic collaboration councils in the mental health services.

Method: The study is based on observations in eight strategic collaboration councils in Sweden. The councils were observed over 12 
months, and every meeting that was held during that time was observed and tape-recorded.

Results: Four basic activities were identified: the exchange of information, the identification of problems, organizing events and activi-
ties, and organizing the councils. Even though these activities were identified, the main focus was to exchange information. The councils’ 
work also varied in terms of how they make decisions and agreements, and whether their focus is more on internal or external issues.

Conclusion: From the identified activities, the councils can be classified into four ideal types: the information council, the problem-
identification council, the decision-making council, and the self-organizing council.
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Introduction

The coordination of different mental health and social 
services has long been in the spotlight in the Swed-
ish context for several reasons. The general deinstitu-
tionalization of Swedish mental health care has meant 
that some mental health patients have gone from hav-
ing one mental health care provider to receiving help 
from several organizations. As attempts are made to 
integrate these patients into society it becomes more 
important for the human service organizations to coor-
dinate mental health services. Initiatives to (re)habilitate 
psychiatric patients outside of mental health institutions 
have drawn media attention to mental health care; 
so, too, have several violent crimes perpetrated by 

psychiatric patients, the prime example being the mur-
der of Swedish Minister of Foreign Affairs Anna Lind in 
2003. The subsequent government-initiated evaluation 
of the mental health care system concluded that more 
collaboration was needed [1]. The Swedish govern-
ment invested e70 million in one of Sweden’s largest 
socio-political initiatives to promote integration of men-
tal health services [2]. One expression of these ambi-
tions comes in the form of managerial mental health 
councils. Even though the state has encouraged and 
demanded increased integration between the agencies 
concerned with mental health, no designated tasks 
have been assigned to these councils. Instead, it is left 
up to the councils to decide on who should be offered 
membership and what they should work with. It is not 
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compulsory to have these kinds of institutions, and in 
some areas there are no councils of this kind.

Strategic networks represent a special way of organizing 
and governing the public welfare services. These kinds 
of networks have several traits that make them interest-
ing to study. Networks are horizontally organized and 
stand beside the ordinary organizations. They are non-
hierarchical, with decisions made by several actors of 
equal authority in what may be described as a pluricen-
tric system, rather than having a single strong actor as 
the main decision-maker [3]. In more practical terms this 
means that the councils are very self-regulating and that 
the definition of their purpose, tasks, membership, and 
organizational structure are open to negotiation. Anyone 
can, for instance, decide that they do not want to partici-
pate; there are no formal sanctions that can force them 
into the network. In addition, the transparency of the net-
works is often limited. All of these conditions for organiz-
ing the councils make the question of what the councils 
do a very open one. For this reason it is also interesting 
to examine the interactions that occur in the councils. To 
answer the questions of what councils do, observations 
have been conducted in eight strategic mental health 
collaboration councils in three regions in Sweden.

Swedish mental health services offer highly specialized 
and professionalized services divided between authori-
ties at the national, regional, and local levels [4] (Table 1).  
The organizations are managed at these levels, but are 
all represented at the local level. At the national level 
there are actual agencies that operate in Sweden. At 
the regional and local levels, various types of organiza-
tions operate.

Two groups of street-level workers have a special role 
in the coordination of services mentioned above: the 
personal ombudsmen and the case managers. They 
are not members of the councils but are still important 
in the provision of integrated care. The role of the per-
sonal ombudsman is to represent clients in relation to 
different agencies [5, 6], and the case manager has a 
coordinating function between the agencies.

The councils in the study are organized in two ways; 
they may be formally free councils or they may be 
included in a hierarchy of councils. Some are situated 
in small municipalities of about 10,000 citizens, and 
others are in cities with several hundred thousand citi-
zens. The councils generally meet four times a year. 
The managers come from different levels in the orga-
nization, but some organizations are represented by 
someone from the operational level. In several councils 
there are also persons with some coordinating func-
tion either for the work of the council or for the work 
with mental health issues in the municipality. In some 
councils there are also representatives of local user 
organizations. In all, 57% of the council members are 

managers and the others belong to other groups. The 
dominant professional group representing the munici-
palities is composed of various kinds of trained social 
workers, and health care is dominated by medically 
trained staff, mainly nurses. Staff in the national agen-
cies, such as the National Social Insurance Agency 
and the Swedish Public Employment Service, have 
more diverse professional backgrounds, most of them 
holding academic degrees in social science.

Aim and research questions

On the one hand there is an increased trust in net-
work governance but on the other hand it is possibly 
the most open ended form of attempt to integrate the 
services as both purpose and membership is opened 
to negotiation. The aim of the article is to describe and 
analyses how the members of the councils collaborate, 
and it examines the interactions occurring. How and to 
what extent do they integrate their services?

Theory and methods

A very long-term process in the history of the division of 
labour is a move towards a higher degree of speciali
zation [7]. One of several factors in this process has 
been the professionalization of different occupations 
[8–10]. It is well known that specialization demands 
higher degrees of (re)integration between the agents in 
a specific organizational setting, such as the provision of 
mental health services. While the organizations do have 
to operate as autonomous units in order to accomplish 
certain tasks, there are several significant advantages 
to their reaching out to other organizations, for example, 
organizations can cooperate to conserve resources and 
to negotiate roles, meanings, and identities [11]. Organi-
zations and organizational units can be integrated both 
vertically and horizontally, and several forms of integra-
tion have been identified [12]. Cooperation involves high 
levels of both forms of integration. Coordination is pri-
marily a vertical integration between units on different 
levels inside the organizational structure and is directed 
from higher levels towards lower levels. Another form of 
integration is collaboration, which is mainly a horizon-
tal integration between units at the same level. Weaker 
forms of integration might be described as consultation 
[12]. Collaboration is the focus of the present study and 
“generally involves the exchange of resources or joint 
pursuit of mutual goals” [13 p. 7]. Inter-agency collabo-
ration can take place on several levels in the organiza-
tions, from the street-level bureaucrats to the managerial 
level, which has a more strategic responsibility. Key 
agents in strategic collaboration are the managers who 
interpret and/or address the demands of a more inte-
grated provision of services [14, 15].
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Table 1. Organizational level, agent/agency, and responsibilities and activities

Organizational 
level

Agency Responsibilities and activities

National/
Government

National Social 
Insurance Agency

Provides financial protection for families, children, and the elderly, and for persons with 
disabilities, illness, or work injuries. In relation to mental health, their responsibility is to 
administer various allowances and benefits from the state, such as sickness benefits and 
rehabilitation allowances. In practice the National Social Insurance agency is an important 
actor for many people with mental health problems who cannot support themselves 
financially.

Swedish Public 
Employment Service

An employment agency connecting employers with people who are looking for work. 
The employment service offers support to jobseekers in the form of courses and advice, 
particularly to persons who find it difficult to get a job. As the agency has an explicit mission 
to help persons who have been on sick leave, it is often important in the rehabilitation 
process for persons with mental health problems.

The National Board of 
Health and Welfare

A government agency with a very wide range of activities and duties focused on policies 
within the fields of social services, health and medical services, environmental health, 
communicable disease prevention, and epidemiology. The agency is not represented at 
the local level and has no operational responsibilities towards the general public. Among its 
duties is the collection and distribution of information about health and welfare issues. It also 
supervises other human service organizations to ensure that distribution of health and social 
welfare is of good quality. For instance, the agency produces national guidelines for treatment 
of different medical and social conditions.

Region/County Primary health care Provides general health and medical services for the public. The primary care provider is 
often the first contact that a person has with the health care system. Primary care is often of 
a general nature and patients can be directed to more specialized units, such as the mental 
health care unit. If a mental health issue is not considered to be too serious, it is an issue for 
primary care provider. How this boundary should be interpreted is a recurring question for 
negotiation. Primary health care units can be owned privately or publicly.

Community mental 
health care

Provides specialized mental health care to the Swedish population. Community mental health 
care often consists of professional teams with doctors, nurses, social workers, and more. 
These units can be owned privately or publicly.

In-patient mental 
health care

Provides mental health care, but the patient stays at the mental health unit for long- or 
short-term 24-hour care. These activities can be based on cohesive actions taken towards a 
patient, but it can also be based on the patient’s own choice.

Municipal Community services Provides such social services as childcare, education, elder care, technical administration, 
and housing. From the mental health perspective the community services can be divided into 
two groups: social welfare offices and social psychiatry. The social welfare offices primarily 
administer social allowances and the care of persons with problematic social situations. The 
social psychiatry units provide some of the care the municipality can offer.

Local user 
organizations

Organize different client groups and can run day-care centres and activities for persons with 
mental health problems. At times they are also asked to provide persons who can represent a 
user perspective to boards and councils.

Just as collaboration can take place at different lev-
els in the organizations, ranging from the operational 
to the strategic levels, so can research. Research on 
collaboration at the operational level can focus on the 
interaction between agencies and the client/patient, or 
it can focus solely on interactions between the profes-
sionals [16–20]. A much less studied phenomenon is 
when the managers collaborate at the strategic level 
[21, 22]. Another observation that can be made is that 
there is a strong methodological focus on interviews 
and surveys. Some of these studies have focused on 
the effectiveness of collaboration and how to measure 
it. Nylén [4] concludes that the right combination of for-
malization and intensity has a high potential for increas-
ing effectiveness. Trute et al. [23] conclude that more 
service coordination reduces the need for support over 

time. Ljung [24] concludes that local cooperation agree-
ments are not positive for the integration of services. 
Åhgren et al. [25] constructed a model for evaluating 
collaboration that focuses on the service user and level 
of integration between the welfare services, and Smith 
and Mogro-Wilson [13] found that staff members are 
better predictors of collaboration than administrators. 
Others have focused their research on what enables 
and hinders collaboration. Enabling factors can include 
a functioning feedback system [15], joint coordinators 
[16], intentional and evolutionary processes within 
and between organizations [26], shared goals and 
a common vision of collaboration [27], and personal  
factors [18]. Despite what seems to be a general lack of 
observational studies of strategic collaboration, some 
studies have been done on child protection which have 
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covered leadership issues and how strategic councils 
handle diversity [28, 29]. Some authors have also 
questioned how much is accomplished by such [30, 
31]. (More is said about the lack of observational stud-
ies in the next section.)

The study was conducted in eight strategic collabo-
ration councils in the northern, southern, and west-
ern regions of Sweden, and data were collected from 
December 2008 to September 2010. The selected 
councils had to meet four criteria. They had to:

work with mental health issues••
be strategic; in other words, they had to be mana-••
gerial councils
be situated in one of our three selected regions••
be selected from a variety of municipalities, from ••
small to big

The selected criteria do not make it possible to give the 
full picture of strategic collaboration councils in general. 
Instead, the goal is to give examples and show the com-
plexities of the studied phenomena. The first two crite-
ria had to do with the actual purpose of the research 
project, to examine the interaction occurring. The third 
and fourth criteria were introduced to get variation in 
the material. To capture any local variation among dif-
ferent councils, three regions were selected—the west-
ern (n:4), southern (n:2) and northern (n:2) regions of 
Sweden. In addition to capture variations due to the 
different sizes of cities, the councils were selected in 
three groups: those in small cities (<50,000 citizens, 
n:3), those in midsized cities (50,000–150,000, n:3), 
and those in large cities (>150,000, n:2). The coun-
cils were observed over 12 months, and every meeting 
that was held during that time was observed and tape-
recorded. The observations were open-ended in order 
to “...grasp what the world looks like to the people...” of 
the councils [28 p. 218].

Each of the councils held between 3 and 6 meetings 
during the studied period; in all, 38 meetings were 
recorded. Most meetings lasted about 2 hours, but in 
some cases they took up to 6 hours, so the analy-
sis is based on 82 hours of recordings. All recordings 
were transcribed and the data were analysed using 
the computer program Nvivo 9. Initially all data were 
read and the four researchers started to develop a 
thematic structure using the theoretical framework, 
focusing especially on the activities in relation to the 
perspective of integration but also in the light of the aim  
of the study, to describe and analyse how the councils 
collaborate. After the thematic structure was made, 
the material was divided into four parts and distrib-
uted among the researchers to do the actual coding. 
After another set of discussions on the coding the 
author reread all of the material in order to validate 
and deepen the analysis.

As noted above there is a strong tradition of study-
ing collaboration through interviews and surveys. The 
advantage of these methods is that they are effective 
in highlighting how different actors perceive collabora-
tion. However, how people with a vested interest per-
ceive collaboration does not necessarily describe what 
actually happens. The connection between actors’ 
self-understanding and what they are really doing can 
be expected to be stronger when there are strong nor-
mative expectations, such as expectations of collabo-
ration [32, 33]. As these organizations are expected 
to collaborate, it is also important for researchers to 
describe and analyse what actually happens in the 
course of strategic collaboration.

Finally, a note on citations. In order to preserve the 
confidentiality of the study participants, the councils 
have been coded from 1 to 8, but the citations have 
been connected to the position and the organization 
the member represents.

Results

What do they work with?

Information
An activity that is very common in the strategic collabo-
ration councils is the exchange of information. Even 
though all councils spend some time doing this, there 
are significant differences in the amount of time spent 
on it. Information exchange is practically the only activity 
undertaken by some councils, whereas others have a 
more mixed set of working tasks. Even though informa-
tion sharing is prioritized, as it is something that all coun-
cils do, it is often removed from the schedule if there is 
a shortage of time. The exchange of information can be 
conducted in at least two ways; it can be done system-
atically, with council members taking turns to describe 
what happens in their organizations, or it can be done in 
a more fluid discussion. Even though councils vary in the 
extent to which they focus on the exchange of informa-
tion, the types of information they present are similar.

Studying what the councils work with reveals a stan-
dard package of shared information (i.e. information 
that is exchanged often). This includes (1) positions, 
(2) reorganizations, (3) projects, (4) collaboration, and 
(5) education, and what can be described as more 
optional issues such as (6) the state’s influence on the 
organizations within the psychiatric services, (7) case 
managers and personal ombudsmen, and some infor-
mation related to (8) clients and people-processing 
procedures.

Information sharing about changes in different (1) posi-
tions in the organization is very common. A representa-
tive in one municipality, for example, states:
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On the 16th of February I changed tasks and responsibili-
ties and I’m the new director of the reorganized and cen-
tralized Department of Social Resources and I am respon-
sible for the municipalities’ social welfare resources for 
mental health, excluding some formal decisions that still 
are up to the specific social welfare offices in the munici-
pality. (Manager of the Community Services, Council 6).

(2) Reorganizations constitute another common topic 
(as noted above), either of member agencies or the 
surrounding structure of the whole municipality. The 
extent of the reorganizations can vary, but two topics 
occurred frequently. First, due to the general financial 
crises during 2009 many municipalities had to cut back 
their budgets and consequently they changed their 
structures or discontinued some programs. Second, 
the government made changes to primary health care, 
which meant that private initiatives were promoted and 
increased during 2008–2009. Primary health care sys-
tems were decentralized and the number of providers 
increased.

Information was also exchanged about (3) projects that 
organizations were running (or were about to start).

I think this might interest you. We have started two, three 
new housing projects. One is for persons with mental dis-
abilities. (Manager of the Municipalities Social Psychiatry, 
Council 6).

After this statement the council member referred to a 
shelter for homeless people and a housing project for 
drug abusers. The user representative is quite active 
in this subject, reporting about a lot of activities from 
their organization.

(4) Collaboration is a common subject that often 
emerges when information about projects is presented, 
as some of the projects are the result of collaboration. 
In addition to these operational projects, information 
about other collaboration councils is also shared. At 
times this information is about other areas of collabo-
ration such as work with young people, but most often 
it is about other councils that handle psychiatric issues. 
Some participants are also members of the other coun-
cils and often refer to the work of these other councils.

Another theme is about (5) education and training.

We initiated two new educational projects last year. One 
is to raise the general level of competence for staff who 
have no formal training and who work with mental health 
issues. (Manager of the Municipalities Social Psychiatry, 
Council 2)

Aspects of education covered included identification 
of potential sources of funding, actual applications 
for funding, applications that have been granted, and 
training that has been provided to staff groups, such as 
cognitive behavioural therapy, motivational interview-
ing, and case management.

The subjects identified above can all be seen as part of 
the standard package, but there are additional subjects 
that seem to be optional. Issues initiated by the state, 
such as clinical guidelines from the National Board of 
Health or other nationwide policies, affect the psychi-
atric field. The clinical guidelines include how to treat 
schizophrenia and drug abuse. We cannot identify 
whether the councils take any specific action on these 
guidelines, but they do talk about them. What happens 
is that someone who is more informed than others 
about the specific guidelines gives a general descrip-
tion of what they contain. The councils also discuss 
how they handle these guidelines in some of their own 
organizations. In some cases they also share informa-
tion about some joint discussions that have taken place 
in other settings. One council was asked to evaluate 
what the national guidelines on drug abuse could mean 
for these organizations, but the council suggested that 
a special group be initiated to do this work.

Two professional groups are a repeated topic of dis-
cussion. A growing number of professionals in the  
Swedish psychiatric field are case managers and per-
sonal ombudsmen. Both groups work with some of the 
most difficult and challenging clients, often those pre-
senting both a psychiatric diagnosis and drug abuse. 
Consequently, these groups have special insights into 
how collaboration works in practice. They also have 
a special role in identifying collaboration problems 
between the organizations. Some of the councils have 
a formal connection to the case managers and/or per-
sonal ombudsmen, offering them some form of guid-
ance. However, despite these formal ties, operational 
decisions about their work are made elsewhere.

Some of council members occasionally talk about  
clients and operative people-processing procedures.

The increase in clients applying for social welfare allow-
ance is tough. It is increasing. But when it comes to children 
and youth in day and night care, the figures are decreas-
ing. (Manager of a Social Welfare Office, Council 6)

In early stages of the collaboration process, for exam-
ple when new members are introduced, this subject 
is covered more thoroughly. However, later, when the 
members know each other, this topic comes up less 
frequently and tends to be discussed only when spe-
cific operative changes are made. Examples of these 
subjects could be procedures, rules, regulations, and 
the law. They also include growing and declining client 
groups, opening hours, and the length of time people 
have to wait to get help.

The identification of problems
In one segment of the meetings, members of the stra-
tegic collaboration councils identify and discuss dif-
ferent problems; the problems may be specific or they 
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may relate to the psychiatric field more generally. In 
all of these examples, the discussions did not lead 
to any specific actions or interventions. The problems 
were aired, but the groups took no further action on 
them.

An important role in identifying problems is played by 
the personal ombudsmen. Together with the user rep-
resentatives who participate in some of the councils, 
the ombudsmen bring concrete problems to the table. 
They have special insights into how the clients are 
treated as they both hear the stories from the clients 
and attend many of the meetings with the clients. The 
problems discussed by the personal ombudsmen and 
the user representatives are of a more practical nature, 
more closely related to the psychiatric patients, such 
as issues concerning how to be respectful towards the 
clients.

…there is a headline [in the report] about problems with 
how the clients are treated, where all personal ombudsmen 
highlight shortcomings in how the clients are treated. The 
professionals do not listen to the clients enough. (Manager 
of the Community Mental Health Care, Council 1)

There are several examples of these problems. The 
professionals’ style of communication (both verbal 
and written) is not adapted to many of the psychiatric 
patients, and time limitations generally do not allow for 
the professionals to ensure that the clients understand 
exactly what they are trying to communicate. This lack 
of proper communication creates frustration and con-
flict, according to some of the personal ombudsmen.

Another problem that is discussed is dysfunctional 
collaboration.

We’ve had a man whom we have helped a lot with treat-
ment for his drug abuse, but when he came home again 
no one was willing to become his doctor so now he can’t 
continue with his medication. The treatment chain is clearly 
not working. (Manager of the Social Welfare Department, 
Council 4)

The identified problems are mainly located between 
members of the council and an organization that is not 
represented in the council.

A recurring problem that is discussed in most coun-
cils concerns a major change made by the state 
that involved changing the boundaries between the 
National Social Insurance Agency and the Swedish 
Public Employment Service, moving many clients 
from one to the other. The National Social Insurance 
Agency is also at the centre of another recurring 
inter-agency problem, which has to do with how phy-
sicians should write doctors’ certificates. On formal 
grounds the certificates have been dismissed. There 
are also other, more general, collaboration problems 
such as concerns that agencies are not informing 

collaborative partners about what happens with 
mutual clients.

Other problems are related to specific client groups 
that the organizations struggle with Young people in 
particular are highlighted as difficult; in addition to 
being young they also hurt themselves, use specific 
drugs, or passively stay at home (these are referred 
to as ‘home-sitters’). Another type of problem has to 
do with a shortage of certain resources, such as pro-
fessionals trained in cognitive behavioural therapy. 
Besides persons trained in CBT, the council members 
need housing and jobs suitable for the clients. They 
also need staff physicians. As mentioned above, we 
cannot see that any action has been taken to address 
the identified problems.

Organizing events and activities
These strategic councils are not oriented towards mak-
ing decisions and agreements. Among the things they 
do organize, there is a strong emphasis on education 
and professional training.

We have been asked to organize the Psychiatry Day, or 
rather Psychiatry Days, as we have decided on two days. 
We have nine persons in the project group; the dates are 
set for the 10th and 11th of October, and one of our ideas 
is to show a movie with a psychiatric theme and have 
a discussion group afterwards. (Manager of the Social  
Psychiatry, Council 2)

The most common form of education is directed 
towards the general public, and several councils have 
an event called a ‘Psychiatry Day’ (or week) with mov-
ies with a psychiatric theme, panel discussions, and 
thematic lectures with professional experts or persons 
with some special experience with the theme. Some 
councils do the planning themselves and make all the 
preparations concerning theme, localities, etc., but it is 
more common to delegate the practical planning to a 
special project group which reports back to the council. 
One person from the council usually chairs the proj-
ect. In several councils this event is a recurring point 
of discussion. As Psychiatry Days are annual events, 
at any given time the councils are either planning for 
the next event or evaluating the last one. Besides pub-
lic education events, some councils organize various 
joint events for professional staff. At times, councils 
higher up in the collaboration hierarchy put educational 
events together. Where this occurred in one instance, 
the higher council organized the event and left it up to 
the studied council to determine who could come.

Topics for this training can include neuropsychiatric dis-
orders, young adults, suicide, and suicide prevention.

Some of the councils also have a formal supervisory 
function in relation to the case managers and/or per-
sonal ombudsmen.
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Okay, let’s move on. I would like to tell you something 
about what has happened with the personal ombudsmen 
since we met last time. You were there too, Mike; the num-
ber of cases are increasing, aren’t they? (Manager of the 
Community mental health care, referring to a manager in 
the local Social Welfare Office, Council 1)

Even though some councils are formally superior to the 
case managers and personal ombudsmen, the coun-
cils take a passive role, and their work is reduced to 
sharing information. In this their role is much the same 
as that of councils that have no formal connection to 
the case managers and ombudsmen. However, there 
is one exception to this information orientation towards 
the case managers and personal ombudsmen. In one 
of the councils the personal ombudsmen produced 
their annual report criticizing the collaboration in the 
municipality. The report was published on the munici
pality’s home page before the council could read it. 
In this case the council took a very active part in the 
personal ombudsmen’s work, deciding that quarterly 
reports should be written to the councils, specifying 
any criticism they had towards the organizations par-
ticipating in the council. In addition, a statement on the 
report was to be written commenting on what was seen 
as an unfairly critical report being published without the 
criticized organization having the opportunity to correct 
mistakes.

Self-organizing
An important part of what these councils do is organi
zing themselves.

Ok, should we have a meeting in August as well? No, I 
don’t think so. The week after? By that time we have met 
and planned for Psychiatry Day. (Manager of the Commu-
nity mental health care, Council 1)

Among the issues that fall under this category is the 
matter of when and where to meet. A recurring and 
difficult question to answer is when to meet, as most 
members have tight schedules and it is necessary to 
decide on meeting dates long in advance to enable as 
many as possible to attend. Even so, some members 
do get excluded from council meetings. Deciding on 
who those persons should be seems to be a difficult 
task, which takes some time. On the more practical 
side there are also discussions on who should take the 
roles of chair and secretary.

I recall that in the beginning we talked about changing 
chair and secretary between the municipality and the psy-
chiatry professionals. If you want some other agency in 
these posts we can talk about it. (Manager of the Com-
munity mental health care, Council 1)

Several of the councils have a pattern of changing 
the chair and secretary on a rolling two-year sched-
ule between the municipality and the community men-
tal health care agency. In addition to these practical 

issues there are three questions that occupy the coun-
cils; these concern first, who the council should include 
as members, second, what the council should do, 
and third, how the collaboration council should be 
reorganized.

About the membership, some council members would 
like to see the National Insurance Agency and the  
Swedish Public Employment Service join the councils, 
but only two councils have succeeded in this respect. 
Some councils have the desired members but find it 
difficult to get their members to attend the meetings. The 
primary health care and the in-patient psychiatry profes-
sionals in particular prioritize other things ahead of the 
collaboration councils. In two of the councils the user 
representative does not attend. In one of these councils, 
the absence of the user representative is considered to 
be a big problem, which is discussed thoroughly; in the 
other council, the representative’s absence does not 
appear to be a problem. The primary health care rep-
resentation is discussed for another reason. The ques-
tion about mandate is raised. As primary health care is 
decentralized it becomes unclear who the public primary 
health care member represents in the council.

The second question some of the councils discuss is 
the purpose of the meetings, and this issue is most 
often initiated by someone asking for clarification on 
the actual purpose.

But what, what is the purpose of this group? What ••
kind of group are we? We do different things. Are 
we some kind of project group or are we a collabo-
ration group or what?
You could say that we are a collaboration group ••
for managers. You could say that. (Manager of the 
Social Welfare Department, Council 3)

In this case there are no attempts to (re)negotiate the 
purpose of the council. Such a negotiation did occur 
in another council where a member suggested that 
the council should do more than share information. 
This question of purpose is especially an issue in the 
councils that are integrated in a hierarchical collabora-
tion structure. The purpose can be both general and 
specific; that is, there is the general purpose of the 
council, and the specific purpose of a particular event, 
such as a Psychiatry Day. These questions can come 
from the council and be directed towards the coun-
cil higher in the hierarchy, or they can come from the 
‘leader council’ directed towards the councils that we 
are studying.

In three of the councils there were also considerable 
discussions about the reorganization of the collabo-
ration structure. In one case the council members 
strongly opposed the reorganization as they were 
very happy with the work of the council. Later the 
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suggestion that they reorganize was retracted and 
the work continued as before. The other two councils 
did not oppose the changes, but it took some time 
to inform them about the new collaboration structure. 
The explicit purpose behind the reorganization of two 
of the councils was to reduce the number of collabo-
ration councils in which the municipality met with the 
region. In one of our studied councils the general col-
laboration hierarchy was revised and the number of 
councils was reduced from 70 to 7 (of which one cov-
ers mental health issues).

So far it has been shown that the councils are ori-
ented towards the exchange of information and not 
so much towards making decisions and agreements. 
How, then, can the work of these councils be under-
stood? How and to what extent do they integrate their 
services? It has also been shown that the council has 
four main activities oriented primarily towards the 
exchange of information. From the councils’ four main 
activities four ideal types of councils might be con-
structed: the information council, the problem-identi-
fication council, the decision-making council, and the 
self-organizing council. As shown above, the infor-
mation council is concerned with sharing information 
about what happens in the organizations, along with 
other information that may be relevant to the councils. 
Information is an essential part of any collaborative 
activity and these councils prioritize this aspect of the 
collaboration. Any adjustment between the organi-
zations or within a particular organization is entirely 
up the member(s), to be made independently of the 
council. This can be seen as a low level of horizontal 
integration. How much vertical integration/coordina-
tion the activities of the information council might lead 
to is an open question. In practice, the information 
aspect seems to be something of a paradox. Informa-
tion sharing is the highest priority, with some councils 
spending all of the time they have together doing this, 
and it is a significant part of the sessions in all coun-
cils. However, information sharing is the first thing 
removed from the schedule when time is limited and 
the only time a council tries to renegotiate the agenda 
of the council meetings is in order to do things other 
than exchange information.

The problem-identification council goes one step fur-
ther in the integration process and identifies different 
problems even though it does not take any shared 
action to address the problems. It is up to the mem-
bers to do that outside the council. Even though no 
shared action is taken on identified problems, it does 
not mean that the agencies cannot make changes 
outside the council. The identification might lead to 
collaboration, cooperation or coordination, but both of 
these first two types of councils have such a low level 
of integration that it should be seen as a form of con-
sultation. As in the case of the information council, it is 
an open question as to how much vertical integration 
this might lead to.

The decision-making council does all of the tasks men-
tioned above, and it also takes shared action on both 
information and problems. For instance, it can organize 
applications, hold different events such as educational 
events for staff or the general public, and negotiate 
organizational boundaries. In the case of the decision-
making council, depending on the kinds of activities it 
organizes, there are higher levels of both horizontal 
and vertical integration, especially if the activities have 
consequences for the jurisdictional boundaries of the 
organizations. If the earlier forms of integration can be 
described as consultation, the decision-making council 
is a form of collaboration.

The last ideal type of council would be the self-orga-
nizing council, which primarily focuses on the council 
trying to set itself up to coordinate its internal activi-
ties in accordance with its purpose, membership, and 
mandate. The orientation towards the internal issues of 
the council can be seen as a sign of the initial phase of 
the collaboration process and/or as a sign of a trans-
formation of the aim and/or membership. If the council 
focuses on these issues for a longer period of time it 
seems to indicate a lack of collaboration abilities, but 
it seems important to focus on these issues to some 
extent. It can also be seen as a precollaboration or 
preconsultation phase. Even though some integration 
is accomplished, this kind of council should rather be 
evaluated for what comes out of this initial phase. The 
activities in the eight councils can be summarized in 
the following way (Table 2):

Table 2. Summary of activities

Council Information Problem identification Self-organizing Organizing events Type of council

1 Main activity No activity Minimal activity To a minor degree Information council
2 Main activity To a minor degree Minimal activity No activity Information council
3 Exclusive activity No activity Minimal activity No activity Information council
4 Main activity To a minor degree Important activity To a minor degree Information/self-organizing council
5 Main activity Important activity Minimal activity No activity Information/problem identifying council
6 Exclusive activity No activity Minimal activity No activity Information council
7 Main activity No activity Minimal activity To a minor degree Information council
8 Main activity No activity Important activity No activity Information/self-organizing council
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As can be expected, the actual councils are to some 
extent a mixture of types, even though two of the 
councils are almost exclusively oriented towards the 
exchange of information. In some cases there is no 
or very little activity in some types categories. Mini-
mal activity in the self-organizing category indicates 
that the councils do the necessary preparations, such 
as deciding on time and place for the next meeting, 
but there are no discussions on the purpose and 
membership.

Discussion and conclusions

From a more abstract perspective, the activities of 
these councils can be described and analysed in rela-
tion to two dimensions: from no decisions to decisions, 
and from internal to external, creating a two-dimen-
sional model (Figure 1).

In the lower part of the model no decisions or agree-
ments are made, and this is where the information 
council is located. The information council can focus 
on internal issues, such as information from the par-
ticipating organizations, and it can also look at more 
external issues, such as general guidelines or other 
issues related to the mental health area. Above the 
information council in the matrix is the problem-identi-
fying council. This is closer to making actual decisions, 
but it still focuses on identifying problems, not actually 
solving them. These problems can also be internal or 
external. An example of an internal problem would be a 
lack of resources, whereas an external problem might 
stem from a non-participating organization, or from 
politics or policies. In the lower part of the model there 
are also lower degrees of integration and what can be 
described as two forms of consultation. The exchange 
of information and the identification of problems might 
also lead to the organizations coordinating their ser-
vices internally.

Decision and/or agreements

Internal External

No decisions and/or agreements

Coordination Consultation

Self-organizing
council

Decision-making
council

Collaboration,
Cooperation

Problem-identifying
council

Information council

Figure 1  Ideal types of councils.

In the upper part of the model are the councils that 
make decisions. On the upper left side is the self-
organizing council. The concept of a council rests on 
some kinds of decisions being made about who should 
be a member, and for that reason the self-organizing 
council is located in the upper left side of the model, 
but the focus is on itself and its functions as a coun-
cil. However, the decision-making council makes other 
decisions too, which can also focus on more internal or 
external issues. When it comes to the decision-making 
council it is also possible to describe it in terms of col-
laboration and/or cooperation. An internal issue might 
concern a shared educational event for staff, and an 
example of an external issue might concern a public 
education event. In this ideal typical construction of 
the councils it is argued that the information council 
is more oriented towards presenting information about 
internal issues, such as people-processing procedures. 
The decision-making council is more oriented towards 
sharing information about external issues, such as the 
socio-political context.

There seems to be no lack of coordination between the 
main actors, the municipality, and the regional mental 
health care service; rather, there are multiple forums for 
collaboration in the psychiatric field. This impression is 
supported by two observations: first, the frequency of 
referrals to other collaboration councils, and second, 
the fact that two out of eight councils were reorganized 
during the time we made the observations. In both of 
these cases the motive for the reorganization was to 
reduce the number of collaboration councils. Even 
though there seem to be plenty of opportunities for the 
main actors to meet, it is not certain how much they 
accomplish during the meetings. The lack of decisions 
and agreements may be seen as an indication that 
these councils do not accomplish very much, just as 
earlier research has shown [26, 27]. It might be tempt-
ing to conclude that the councils have the potential to 
make a significant contribution to mental health care, 
but the lack of actual decisions and agreements may 
be seen as a sign that the councils are not making such 
a contribution. This conclusion would be the one made 
in some of the earlier research on strategic collabora-
tion [30, 31]. Even though it might be tempting to draw 
such a conclusion, it is important to remember that 
what goes on in the council can lead to members hav-
ing contact with each other outside the council and tak-
ing action on matters discussed during the meetings. 
The value of these councils might not be found in the 
decisions at all; it is possible that their contribution lies 
elsewhere, such as in the opportunities they create for 
members to get to know other important actors, or the 
benefits may lie solely in the exchange of information.

In sum, the article makes at least four main conclu-
sions/contributions. First, there are four types of 
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activities in the councils: the exchange of information, 
the identification of problems, organizing events and 
activities, and self-organizing. Second, there are two 
organizing principles in relation to the councils: one is 
related to decision-making and the other is related to 
orientation towards internal or external affairs. Third, 
the councils observed in this study are more oriented 
towards information exchange, which might lead to 
questions about how much the councils accomplish—-
but the fourth conclusion is that this might be too hasty 
a conclusion.

A problem connected to participant observations is 
the effect that the researcher might have on what is 
observed. How the researchers’ participation may have 
affected the councils is difficult to say, but one of the 
chairs welcomed the researchers, remarking that “...it 
is a good way of getting everybody to turn up”. This can 
be interpreted as the researchers’ presence having an 
influence on the councils. A critical question might be 
asked in relation to the low level of managers in the 
councils (57%). Maybe the claim of being strategic 
reflects the ambitions of the councils more than it does 
the actual situation. The members might be inclined 
to exaggerate how strategic the councils are. At least 
two reflections can be made in regards to this. First, it 
is possible that the project has only partly succeeded 
in recruiting the type of council that the project meant 
to study. Second, the number of managers may reflect 
the actual situation for the council, in that it may be dif-
ficult to recruit members at the appropriate level.

What does this mean for the wider context of integra-
tion? The article highlights what strategic collaboration 
councils actually do and how that can be understood. 

The results highlight important normative questions on 
what strategic collaboration councils actually should 
do. Maybe it is too much to look for any easily identifi-
able benefits for the clients or any easily detectable 
forms of integration. Another question that might be 
asked is what recommendation might be made for the 
managers who are expected to be involved in strate-
gic collaboration. The article offers a categorization of 
four types of councils and what they can work with. 
The recommendation would be to use the categoriza-
tion to make the purpose and work of the council more 
explicit. The framework developed in this article could 
be a tool in that process. There could be at least two 
gains by this. First, for the internal work, to define what 
kind of council, with a shared aim, can give guidance 
in this work and avoid all the problems that are related 
to not sharing a common goal. Second, there seems to 
be an idea that the exchange of information or identify-
ing problems is not worthwhile. To use the framework 
to specify and make the purpose explicit could also be 
a way to avoid the criticism that the council is not doing 
what it is supposed to.
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