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ABSTRACT
Objective: The aim of this study was to explore nurses’ experiences and perceptions of working
as care managers at primary care centers.
Design: Qualitative, focus group study. Systematic text condensation was used to analyze
the data.
Setting: Primary health care in the region of V€astra G€otaland and region of Dalarna in Sweden.
Subjects: Eight nurses were trained during three days including treatment of depression and
how to work as care managers. The training was followed by continuous support.
Main outcome measures: The nurses’ experiences and perceptions of working as care manag-
ers at primary care centers.
Results: The care managers described their role as providing additional support to the already
existing care at the primary care center, working in teams with a person-centered focus, where
they were given the opportunity to follow, support, and constitute a safety net for patients with
depression. Further, they perceived that the care manager increased continuity and accessibility
to primary care for patients with depression.
Conclusion: The nurses perceived that working as care managers enabled them to follow and
support patients with depression and to maintain close contact during the illness. The care
manager function helped to provide continuity in care which is a main task of primary
health care.

KEY POINTS

The care managers described their role as an additional support to the already existing care at
the primary care center.
� They emphasized that as care managers, they had a person-centered focus and constituted a

safety net for patients with depression.
� Their role as care managers enabled them to follow and support patients with depression

over time, which made their work more meaningful.
� Care managers helped to achieve continuity and accessibility to primary health care for

patients with depression.

ARTICLE HISTORY
Received 16 January 2018
Accepted 26 June 2018

KEYWORDS
Care manager; Depression;
Healthcare professionals;
Primary health care;
Qualitative study

Introduction

The number of people with depression is increasing
worldwide [1], affecting people in all ages. Almost 1
million lives are lost to suicide due to depression world-
wide each year [1]. In Sweden, the life time risk of
depression is around 35 percent for women and 25
percent for men [2]. Depression is associated with a
large burden of disease and serious consequences,

such as decreased quality of life and reduced ability to
cope with daily life [1,3], and increased risk of disease
[4]. The main symptoms of depression are low mood
and/or loss of interest combined with feeling sad, sleep
disturbance, weight change, impaired concentration,
feelings of hopelessness and fatigue. A depressive epi-
sode is categorized as mild, moderate, or severe on the
basis of the symptoms and the number of previous
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episodes [1,3]. The prevalence of major depression is
reported to be 12 percent in the Swedish primary care
registry, and 80 percent of people with major depres-
sion are treated solely within primary health care (PHC)
[3,5]. Since most people with depressive symptoms are
treated within PHC [3,5,6], strengthening primary health
care for patients with depression is an urgent priority.
The comprehensive approach through implementing a
care manager in a collaborative care organization in
PHC, i.e. a professional specifically trained for managing
and coordinating the care for the patient with depres-
sion, has positive effects [7]. Studies showed that after
introducing care managers, the prescribing of antide-
pressants became more adequate in addition to
patients reporting reduced symptom burden [7]. The
use of care managers was also cost effective [8–10].
These positive effects, on both the individual and
organizational levels, motivate testing the use of a care
manager function on a large scale.

The primary health care system plays an important
role in providing adequate care for patients with
depression [6]. The current treatment options are visit-
ing a General Practitioner (GP), combined with anti-
depressant medication and/or psychotherapy [3].
Some groups have lower medical adherence with
drugs than others [11], where support given by mental
health nurses has shown no effect of antidepressant
prescription [12]. Because of inadequate support such
as limited follow-ups, many patients with depression
discontinue antidepressants during the first weeks of
treatment, with increased risk of relapse [6,13,14].

Previous studies from the US and UK have shown
that organizational changes, such as implementing a
care manager function in a collaborative care organ-
ization that provides individual support to patients
with depression who are treated at primary care cen-
ters (PCC)s, lead to faster recovery and return to work
[8–10]. Primary health care is organized differently in
different countries, and the use of care managers has
not yet been scientifically tested in Swedish primary
health care. It is thus important to carry out studies to
evaluate whether using care managers has the same
effects in Sweden as in other countries [15]. This study
is a part of a larger Care Manager Intervention study,
PRIM-CARE, which is described elsewhere [16].

In the present study we investigated how care
managers work in Swedish primary care.

Aim

The aim of this study was to explore nurses’ experien-
ces and perceptions of working as care managers in
primary care health centres.

Methods

Design

This qualitative study used focus group discussions
[17,18]. Data were analyzed with Systematic Text
Condensation [19].

The Care manager

In the Care Manager project described in our study, the
care managers were nurses who provide support for
patients with mild to moderate depression. The nurses
worked as care managers as a part of their work as
nurses at the PCCs. The estimated amount of time was
allotted 25 percent at a PCC with �10,000 listed peo-
ple. Nurses at PCCs provide advice and nursing based
on a health perspective. In the care manager function,
the continuity of relationship was in focus. The purpose
of the training was to gain in-depth knowledge of
about collaborative care and treatment of depression.
After the patient�s first appointment with the GP, the
care manager contacted the patient regularly. The first
contact was a face-to-face meeting. This meeting was
followed by six telephone calls over the three months
after the patient has been diagnosed with depression.
Via the face-to-face meeting and telephone calls, the
care manager followed the patient�s symptoms, pro-
vided information and support regarding medical and
psychological treatment options and encouraged the
patient to engage in self-care for example, behavioural
activation, advice about food, medication, and sleeping
problems. The contact between the care manager and
the patient was structured, and the care manager and
patient agreed in advance when each contact would
take place, and a sort of contract, documenting agreed
upon goals and care planning, was established using a
person-centered approach [20]. The person-centered
approach involved seeing the patient as an equal part-
ner and an expert, putting the person at the center of
decisions. Each time the care manager contacted the
patient, the patient used a short depression self-assess-
ment instrument MADRS-S [21,22] to measure the
depth of his or her depression, and the care manager
used the result as a basis for support to the patient
and discussing self-care. The MADRS-S rating was
important for assessing the course of the depression
and continued treatment, for example drug use, with
particular focus on suicidal risk. MADRS-S has been
used as the patient’s instrument in depression care
with good results [23]. The contacts between patient
and care manager occur over a longer period. The care
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manager cooperates closely with the patient’s GP and
with other members in the care team.

Setting and participants

Twenty-three PCCs at different sites in two counties in
Sweden, both urban and rural areas, were included in
the randomized controlled trial PRIM-CARE. Twelve of
the PCCs were randomized to a control group, and
eleven to an intervention group. A care manager pro-
gram was implemented at the centers included in the
intervention group, and one nurse was trained as a
care manager. These eleven nurses, were invited to
focus group discussions. The participants were
informed that the contents of the discussion would be
kept confidential, that the discussion would be audio-
recorded and transcribed verbatim, and that participa-
tion was voluntary and they were free to stop at
any time.

Data collection

Three focus group discussions were conducted and
moderated by IS and ELP with CU and SN as assessors,
to support the moderators in the discussions. The par-
ticipants were asked to discuss their experiences of
working as care managers. Three nurses could not par-
ticipate because of lack of time, leaving eight nurses
to be included. The nurses were divided into two
groups: group one, n¼ 4 and group two, n¼ 4. These
two groups were conducted two months after the
intervention had started. Six months after the inter-
vention started, the care managers in group one and
two met and participated in a third focus group, n¼ 6.
The informants had worked as nurses for between 5
and 35 years. All were RNs, and some were districts
nurses and psychiatric nurses. IS and SN are district
nurses; ELP is an occupational therapist and CU is a
social worker. IS, ELP, and CU have doctoral degrees
with experience from primary health care and psych-
iatry. Each focus group discussion was electronically
recorded and lasted about one hour. The focus groups
took place at a conference center in Gothenburg. The
questions explored in the focus groups were: What is
it like to work as a care manager? How do you experi-
ence your role as a care manager at the PCC? What
role does the care manager have at the PCC?

Analysis

The data analysis was performed in collaboration
between IS, CU, and ELP using systematic text

condensation [19]. Analysis was performed according
to the following steps: 1) Initially, all the transcribed
interviews were read to obtain an overall impression,
keeping an open mind and keen awareness to the
participants’ voices. 2) Meaning units were identified,
representing different aspects of participants’ experi-
ences of working as care managers, and coded accord-
ingly. 3) The contents of each coded group were
condensed and sorted into a few subgroups. By
reviewing meaning units within the subgroup, we
reduced the content into a condensate – an artificial
quotation maintaining the original terminology
applied by the participants. 4) Finally we summarized
the contents of each code group as general descrip-
tions and concepts [19]. When summarizing the con-
tents in each sequence, it is easy to see when the
conclusion emerges and the condensates, which come
from empirical data, present coherent stories [19].

Results

The participants willingly shared their experiences of
working as care managers in primary health care. They
perceived the work as meaningful because of being
able to provide patients with enhanced support, such
as better continuity and increased accessibility of care.
They described care managers as coordinators of care.
Five categories emerged from the analysis: Coordinating
care, Working together, Empowered or powerless,
Providing person-centered care, and Following and sup-
porting the patient. The findings are elaborated upon
below, illustrated by selected quotations.

Coordinating care

Participants described their work as a care manager as
being a contact person who was available for the
patient over time. They saw themselves as a ‘spider in
the web’, i.e. a person who had an overview of the
patient’s health care contacts, who was an extra link
to the GP, and who could coordinate or hasten the
care process. They encouraged and guided the
patient, and gave feedback to the patient and the GP.

For me, being a care manager means that the
patient has someone to turn to, that they have this
contact person, like an old-time district nurse. So this
function, �the spider in the web�, benefits the patients
tremendously. (Focus group (FG) 1)

As a care manager, they represented the patient
within and outside the primary care center. For
example, when a patient waited for contact with a
therapist, the care manager could try to bring about
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an earlier appointment if needed. Participants also
saw themselves as a bridge between the patient and
various health care contacts. As care managers, they
supported the patient to initiate and keep contact
with formal and informal support networks. Informal
networks, such as friends and family, were regarded as
important for the patient’s recovery in the long term.

I think the care manager role is much about help-
ing the patient become aware of what is available.
Putting the patient in the center and looking at differ-
ent functions that might help them to sustain their
recovery. I’m kind of a, well … coordinator, who can
help with various contacts, both in terms of health
care and other social functions… To provide
guidance… (FG 2)

Working together

Although psychotherapists were mentioned a few
times, working together mainly involved working and
having a more open communication with the GP.
Increased cooperation between the care manager and
the GP improved patient care, e.g. when the patient
could more easily get a response to a brief question
from the GP through the care manager. In addition, it
was also supportive for themselves in their profes-
sional role. The participants experienced the increased
cooperation with the GP as having the potential to
unburden both the GPs and themselves and contrib-
uted to shared responsibility.

There we were, all three of us, working together,
and consequently sharing responsibility. It has become
a shortcut in some ways. The cooperation between
different professions is very important since the work
becomes less divided between RNs and GPs. We are
working together in a completely different way than
before. (FG3)

Open communication with different professions
was important for the care manager for optimum
functioning, especially between the GPs and the care
manager. Many of the participants had experienced
that some of the GPs, especially the younger ones, ini-
tiated a closer cooperation with them as care manag-
ers than before entering this new role.

Empowered or powerless

The work as a care manager was by many of the par-
ticipants experienced as empowering for themselves
in their professional role. For example, as care man-
ager, they felt empowered to make independent deci-
sions that they perceived were in favour of the

patient, e.g. giving a patient a quick GP appointment
despite many patients in line.

I have taken the power to give them appointments
to the same doctor although I’m not really allowed to
do that … When there are few doctors’ appointments
left there are certain rules how to book the patient,
but I ’ve gone a bit beyond that and no one has said
anything. My goal is for the patient to see the same
doctor next time. (FG 3)

The participants also described that sometimes
they made an independent assessment about the
patient’s situation and emotional status, and then dis-
cussed this with the GP. However, one difficult part in
the care manager role was when the GPs failed to
offer patients contact with the care manager. This was
due to the GP’s lack of knowledge regarding the exist-
ence of the new function, or the GP being stuck in
old working routines. In these situations, the partici-
pants experienced lacking the authority and power to
influence the GPs.

It is the young and new doctors who are interested,
remember and see the value of this. I would like to
get more feedback from the older doctors… I feel
like they just continue working in old routines. I think
that the elderly doctors are so bound to what they
have always done and feel they will soon retire so
they do not take in anything new, although the
patients would gain from the function of care man-
ager, but are never offered it… (FG1)

Providing person-centered care

To make the patient feel acknowledged, listened to
and not felt left alone were important parts of the
care manager role, according to the participants. The
recurrent scheduled telephone calls enabled this per-
son-centered focus. Further, the telephone calls facili-
tated building a relationship with the patient and
made it possible for them to provide the patient with
individualised support.

It feels like it’s a good relationship. They can turn
to me and they do not have to tell their story to so
many people. I actually get to know the person, not
merely the situation she or he is in right now. (FG1)

The participants’ experiences of working as care
manager meant being more involved in the patient’s
situation as a whole. This in turn contributed to feel-
ings of meaningfulness and importance for them in
their role as care manager. In addition, every sched-
uled telephone call with the patient was initiated by
filling out an assessment instrument (MADRS-S). The
assessment instrument was described as helping both
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the care manager and the patient to discover also
small nuances of recovery, which could then be dis-
cussed further between the patient and the
care manager.

I thought we got good contact during the first call
and we got even better contact when I called the
second time. It felt natural to me and, well, he felt
better, so it was positive. It felt meaningful to me… I
see this as quite an important role. I feel like I’m sig-
nificant. (FG2)

The care managers considered that the combin-
ation between the assessment instrument and the dia-
logue was helpful in establishing communication and
enabling patient-centered care. For example, the dia-
logues could continue from the results found in the
assessment instrument and could also deal with
medical treatment or physical activities. The care
manager also gave the patient the opportunity to
ask questions.

Following and supporting the patient

The care managers felt they provided a safety net for
the patients that they experienced had been lacking
before the existence of care managers. The partici-
pants perceived they provided continuity and avail-
ability in the contact with the patient. In addition, the
follow-up was structured in terms of recurrent sched-
uled telephone calls and the use of the MADRS-S
assessment instrument. Patients were therefore not
forgotten or left to cope on their own in their depres-
sion by the professionals.

The keywords are immediate caretaking and follow-
up so the patient is seen and acknowledged. (FG1)

The participants perceived that the recurrent tele-
phone calls and the assessment instrument enabled a
trusting relationship with the patient. The continuity
also helped the care manager to follow the patient’s
process as a whole, which prevented a patient from
�getting lost/falling between contacts�. Because of the
extra support, continuity, and availability, the care
managers perceived that they constituted a safety net.
They said they could also follow patients who were
not so demanding and could immediately catch them
if they became worse.

I catch patients who are usually quiet and not so
demanding. To a great extent I see myself as someone
who follows up and tries to prevent that any patient
of mine falls through… (FG 3)

The participants thought they were more available
for patients than before starting to work as care man-
agers. The patients could easily contact the care

manager if they felt a need to. Despite this possibility,
the patients almost never did contact the care manag-
ers. According to the participants, this was probably
due to the scheduled telephone calls.

The patients know that they can ask me questions
and I’ll try to find the answer and get back to them.
This means that there is a continuity which I believe
means a lot. (FG 1)

The participants felt that as care manager they
could build a trusting relationship with the patient.
The participants believed that this trusting relationship
helped the patients recover more quickly -than if there
was no contact with a care manager.

Discussion

Main results

The care managers described their role as an add-
itional support to the already existing care at the
PCCs. They emphasized that as care managers they
had a person-centered focus and constituted a safety
net for patients with depression. They felt empowered
to make independent decisions and had the oppor-
tunity to hasten care in response to the patient’s indi-
vidual needs, and they worked closely together with
other members in the health care team. However,
they described feeling frustrated when they lacked the
authority to convince GPs to inform patients about
the role of care managers and to offer to put the
patient in touch with a care manager. As care manag-
ers, they scheduled regularly telephone contacts with
the patient that enabled early discovery of possible
deterioration. In addition, this study showed that
when the patient had the opportunity to easily con-
tact the care professionals, they seldom used this
opportunity.

Results in this study also indicated that the use of
MADRS-S in the structured and systematic telephone
follow-ups made it possible to identify person-
centered topics, to involve the patient in the care pro-
cess, and to increase the patient’s understanding of
their depression and its consequences. The partici-
pants perceived that the care manager helped achieve
one of the main tasks of primary health care; i.e.
increased continuity and accessibility of primary health
care for patients with depression.

Strengths and weakness

This is the first study to explore what it is like to work
as a care manager for patients with depression who
are treated in Swedish primary health care. The care
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manager program was based on methods used in
international studies that are described in manuals for
care managers [7,16]. In this study, the care managers
received regular guidance from supervisors through
personal meetings or telephone calls. However, the
study also has several limitations that must be consid-
ered. Firstly, the care manager model was developed
recently, and the results reflect the experiences of
working as a care manager within the structure of a
short-term, randomized, controlled trial. If the care
managers had worked as care managers for a longer
time, the results might have been more extensive. It is
also possible that the method will evolve over time
and perhaps may become more adapted to the needs
of the unique circumstances of each PCC. Secondly,
the discussions were conducted in groups, which may
have affected the participants’ responses. Thirdly, the
discussions were conducted by IS and ELP with CU
and SN as assessors, and all four were also involved in
the intervention. This may have influenced the partici-
pants such that they avoided discussing the negative
aspects of being a care manager. A diverse sample of
different statements is important for the findings to
be valid. The participants did describe many different
situations of their work as a care manager with vary-
ing outcome. Thus, we believe the complexity to be
sufficient to show a relatively good picture of the care
manager’s work.

Findings related to other studies

Care managers can provide systematic and regular
support to patients with depression. Previous studies
have found that such support reduces the risk of inter-
rupted treatment, speeds up the recovery process,
and reduces the risk of relapse [24]. Those results are
in line with the perceptions of the care managers in
our study. The person-centered approach in the regu-
lar contacts, with individualized discussions and indi-
vidually adapted support in everyday life, provided
the patients with the knowledge and tools to manage
the disease, which has previously been found import-
ant [25]. The results in our study also support previous
results showing that health care professionals want to
engage the patient in care [24].

At its best, teamwork improves communication and
enables the team to manage complex cases, enhanc-
ing patient care [26]. The care managers in our study
also experienced this. The current study indicated an
improved collaboration when the members of differ-
ent professions worked together, especially when
cooperation between care managers and GPs worked

well. These findings are in line with the results of a
previous study [27] and ensures that the care chain is
held together on an inter- and intra-organizational
level. Formalized collaboration between team mem-
bers and the provision of support by the organization
are important [28], since strong leadership and
engaged GPs are crucial factors when implementing a
care manager organization [27].

The care manager program gives care managers
the opportunity to make independent decisions, which
the care managers in our study perceived as being in
line with patients’ preferences. When nurses are able
to influence their own work situation and feel empow-
ered to make independent decisions, it contributes to
feelings of meaning, self-efficacy, and satisfaction, in
addition to increasing the effectiveness within the
organization [29]. On the other hand, our study
showed that when the GPs failed to remember that
they should send the patients to care managers, the
care managers experienced feelings of powerlessness
and frustration over the fact that some patients were
not given the opportunity to have a care manager. A
previous study has shown that health care professio-
nals do not always engage in reforms even if there
are positive aspects from the patients’ perspective
[30]. According to our study, scheduling telephone
calls and using MADRS-S in the patient dialogues pro-
vided the opportunity to build a trusting relationship
with the patient, and the care managers perceived
that the trusting relationship helped the patient to
better manage their depression. This type of shift from
didactics to encouragement has earlier been shown to
empower the patient and to improve quality of care
as a result [28]. Furthermore, the care managers’ abil-
ity to follow and support the patient over time con-
tributed to the building of a relationship and enabled
a person-centered care. Better relationships and more
personalized care may, in turn, lead to improvement
in both physical and psychological health status [31].
The quality of the relationship between the profes-
sional and the patient has a major impact on the care
outcome [32].

To gain more knowledge about care management
in Swedish PHC, there are also ongoing studies of
patients’ and physicians’ perspectives within the larger
PRIM-CARE Intervention study.

Conclusion

The results in this study show that having a care man-
ager function makes it possible to follow up and sup-
port patients with depression. In addition, it provides
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a safety net for patients. According to the results in
our study, care managers perceive that they improve
care for patients with depression and help to provide
continuity and accessibility which make their work
more meaningful and empowering.

Acknowledgements

The authors wish to thank the Care Managers for participat-
ing in the focus group discussions.

Disclosure statement

No potential conflict of interest was reported by the authors.

Ethical approval

Ethical approval was obtained from the Regional Committee
for Medical Research Ethics in Gothenburg (Dnr 903-13,
T403-15, T975-14).

Trial registration: Clinical Trials.gov Identifier: NCT02378272
February 2 2015.

Funding

This study was supported by the Region V€astra G€otaland
and by the County Council of Dalarna.

References

[1] WHO. Mediacenter/Factsheet depression. 2016.
Available from: http://www.who.int/mediacentre/fact-
sheets/fs369/en/. (Accessed May 9, 2018)

[2] Socialstyrelsen. Tillståndet och utvecklingen inom
h€also och sjukvård samt tandvård. [The state of devel-
opment of health and dental care]. L€agesrapport
2016. Stockholm: Socialstyrelsen, 2016 Contract
No.:Rapport 2016-3-16.

[3] National Guidelines for depression and anxiety syn-
dromes. The Swedish National Board of Health and
Welfare; Stockholm 2017. http://www.socialstyrelsen.
se/publikationer2017/2017-12-4 (Accessed May 9,
2018)

[4] Eskelinen M, Selander T, Ollonen P, et al. Moderate/
severe depression (MADRS) can affect the quality of
life and outcome among patients admitted to breast
cancer diagnosis unit. Anticancer Res. 2017;37(5):
2641–2647.

[5] Sundquist J, Ohlsson H, Sundquist K, et al. Common
adult psychiatric disorders in Swedish primary care
where most mental health patients are treated. BMC
Psychiatry. 2017;17(1):235.

[6] Bilsker D, Goldner EM, Jones W. Health service pat-
terns indicate potential benefit of supported self-
management for depression in primary care. Can J
Psychiatry. 2007;52(2):86–95.

[7] Goodrich DE, Kilbourne AM, Nord KM, et al. Mental
health collaborative care and its role in primary care
settings. Curr Psychiatry Rep. 2013;15(8):383.

[8] Wang PS, Simon GE, Avorn J, et al. Telephone screen-
ing, outreach, and care management for depressed
workers and impact on clinical and work productivity
outcomes: a randomized controlled trial. JAMA. 2007;
298(12):1401–1411.

[9] Johnson JA, Al Sayah F, Wozniak L, et al.
Collaborative care versus screening and follow-up for
patients with diabetes and depressive symptoms:
results of a primary care-based comparative effective-
ness trial. Diabetes Care. 2014;37(12):3220–3226.

[10] Kates N, Mach M. Chronic disease management for
depression in primary care: a summary of the current
literature and implications for practice. Can J
Psychiatry. 2007;52(2):77–85.

[11] Freccero C, Sundquist K, Sundquist J, et al. Primary
adherence to antidepressant prescriptions in primary
health care: a population-based study in Sweden.
Scand J Prim Health Care. 2016;34(1):83–88.

[12] Magnee T, de Beurs DP, Schellevis FG, et al.
Antidepressant prescriptions and mental health
nurses: an observational study in Dutch general prac-
tice from 2011 to 2015. Scand J Prim Health Care.
2018;36(1):47–55.

[13] Katon W, Unutzer J, Wells K, et al. Collaborative
depression care: history, evolution and ways to
enhance dissemination and sustainability. Gen Hosp
Psychiatry. 2010;32(5):456–464.

[14] Vuorilehto MS, Melartin TK, Riihimaki K, et al.
Pharmacological and psychosocial treatment of depres-
sion in primary care: Low intensity and poor adherence
and continuity. J Affect Disord. 2016;202:145–152.

[15] The Swedish Council on Health Technology
Assessment. Implementation of psychiatrich guidelines
and evidence-based knowledge in the Primary Care
Sector.Report 211. Stockholm 2012. http://www.sbu.se/
en/publications/sbu-assesses/implementation-of-psychi-
atric-guidelines-and-evidence-based-knowledge-in-the-
primary-care-sector/2012. (Accessed 30 april 2018)

[16] Bj€orkelund C, Svenningsson I, Hange D, et al. Clinical
effectiveness of care managers in collaborative care
for patients with depression in Swedish primary
health care: a pragmatic cluster randomized con-
trolled trial. BMC Fam Pract. 2018;19(1):28.

[17] Morgan D. Focus groups as qualitative research. Vol.
2nd ed. London: Sage; 1997.

[18] Kruger R, Casey M. Focus Groups: a practical guide
for applied research. 5th ed. Singapore: SAGE; 2015.

[19] Malterud K. Systematic text condensation: a strategy
for qualitative analysis. Scand J Public Health. 2012;
40(8):795–805.

[20] Maguire P, Pitceathly C. Key communication skills and
how to acquire them. BMJ. 2002;325(7366):697–700.

[21] Montgomery SA, Asberg M. A new depression scale
designed to be sensitive to change. Br J Psychiatry.
1979;134:382–389.

[22] Svanborg P, Asberg M. A new self-rating scale for
depression and anxiety states based on the
Comprehensive Psychopathological Rating Scale. Acta
Psychiatr Scand. 1994;89(1):21–28.

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE 361

http://www.who.int/mediacentre/factsheets/fs369/en/
http://www.who.int/mediacentre/factsheets/fs369/en/
http://www.socialstyrelsen.se/publikationer2017/2017-12-4
http://www.socialstyrelsen.se/publikationer2017/2017-12-4
http://www.sbu.se/en/publications/sbu-assesses/implementation-of-psychiatric-guidelines-and-evidence-based-knowledge-in-the-primary-care-sector/2012
http://www.sbu.se/en/publications/sbu-assesses/implementation-of-psychiatric-guidelines-and-evidence-based-knowledge-in-the-primary-care-sector/2012
http://www.sbu.se/en/publications/sbu-assesses/implementation-of-psychiatric-guidelines-and-evidence-based-knowledge-in-the-primary-care-sector/2012
http://www.sbu.se/en/publications/sbu-assesses/implementation-of-psychiatric-guidelines-and-evidence-based-knowledge-in-the-primary-care-sector/2012


[23] Wikberg C, Pettersson A, Westman J, et al. Patients’
perspectives on the use of the Montgomery-Asberg
depression rating scale self-assessment version in pri-
mary care. Scand J Prim Health Care. 2016;34(4):
434–442.

[24] Bauer AM, Azzone V, Goldman HH, et al.
Implementation of collaborative depression manage-
ment at community-based primary care clinics: an
evaluation. Psychiatr Serv. 2011;62(9):1047–1053.

[25] Keeley RD, West DR, Tutt B, et al. A qualitative com-
parison of primary care clinicians’ and their patients’
perspectives on achieving depression care: implica-
tions for improving outcomes. BMC Fam Pract. 2014;
15:13.

[26] Kennedy N, Armstrong C, Woodward O, et al. Primary
care team working in Ireland: a qualitative exploration
of team members’ experiences in a new primary care
service. Health Soc Care Community. 2015;23(4):
362–370.

[27] Whitebird RR, Solberg LI, Jaeckels NA, et al. Effective
implementation of collaborative care for depression:
what is needed? Am J Manag Care. 2014;20(9):
699–707.

[28] Holm AL, Severinsson E. Perceptions of the need for
improvements in healthcare after implementation of
the Chronic Care Model. Nurs Health Sci. 2014;16(4):
442–448.

[29] Spence Laschinger HK, Nosko A, Wilk P, et al. Effects
of unit empowerment and perceived support for pro-
fessional nursing practice on unit effectiveness and
individual nurse well-being: a time-lagged study. Int J
Nurs Stud. 2014;51(12):1615–1623.

[30] Knowles SE, Chew-Graham C, Coupe N, et al. Better
together? A naturalistic qualitative study of inter-pro-
fessional working in collaborative care for co-morbid
depression and physical health problems. Implement
Sci. 2013;8:110.

[31] Coulter A, Entwistle VA, Eccles A, et al. Personalised
care planning for adults with chronic or long-term
health conditions. Cochrane Database Syst Rev. 2015;
3:CD010523.

[32] Aakhus E, Oxman AD, Flottorp SA. Determinants of
adherence to recommendations for depressed elderly
patients in primary care: a multi-methods study.
Scand J Prim Health Care. 2014;32(4):170–179.

362 I. SVENNINGSSON ET AL.


	Abstract
	Introduction
	Aim
	Methods
	Design
	The Care manager
	Setting and participants
	Data collection
	Analysis

	Results
	Coordinating care
	Working together
	Empowered or powerless
	Providing person-centered care
	Following and supporting the patient

	Discussion
	Main results
	Strengths and weakness
	Findings related to other studies

	Conclusion
	Acknowledgements
	Disclosure statement
	Ethical approval
	References


