( BioMied Central

BIVIC Research Notes The Open Access Publisher

This Provisional PDF corresponds to the article as it appeared upon acceptance. Fully formatted
PDF and full text (HTML) versions will be made available soon.

Organizing person-centred care in paediatric diabetes: multidisciplinary teams,
long-term relationships and adequate documentation

BMC Research Notes 2014, 7:72 doi:10.1186/1756-0500-7-72

Helena Wigert (helena.wigert@gu.se)
Ewa Wikstrom (ewa.wikstrom@nhv.se)

ISSN 1756-0500
Article type Research article
Submission date 20 January 2014
Acceptance date 31 January 2014
Publication date 3 February 2014

Article URL http://www.biomedcentral.com/1756-0500/7/72

This peer-reviewed article can be downloaded, printed and distributed freely for any purposes (see
copyright notice below).

Articles in BMC Research Notes are listed in PubMed and archived at PubMed Central.

For information about publishing your research in BMC Research Notes or any BioMed Central
journal, go to

http://www.biomedcentral.com/info/instructions/

© 2014 Wigert and Wikstrém
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly credited. The Creative Commons Public Domain
Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.



mailto:helena.wigert@gu.se
mailto:ewa.wikstrom@nhv.se
http://www.biomedcentral.com/1756-0500/7/72
http://www.biomedcentral.com/info/instructions/

Organizing person-centred care in paediatric
diabetes: multidisciplinary teams, long-term
relationships and adequate documentation

Helena Wigert®”
Email: helena.wigert@gu.se

Ewa Wikstrond
Email: ewa.wikstrom@nhv.se

! Institute of Health and Care Sciences, The Sahlgrenska Academy, Unigérsity

Gothenburg, Gothenburg, Sweden

2 Division of Neonatology, Sahlgrenska University Hospital, Gothenburg,
Sweden

3 Nordic School of Public Health, School of Business, Economics and Law,
Gothenburg University, Gothenburg, Sweden

" Corresponding author. Institute of Health and Care Sciences, The Sahlgrenska

Academy, University of Gothenburg, Gothenburg, Sweden

Abstract

Background

Type 1 diabetes is one of the most frequent long-term endocrine childismwders and the

Swedish National Diabetes Register for children states ddatescents (12-18 yea

constitute the most vulnerable patient group in terms of metabolicotofbhe aim of this

study was to examine how a multidisciplinary team functions wdaeimg for adolescen
with type 1 diabetes.

Methods

Qualitative interviews were performed with 17 health professsoanb Paediatric Diabet
Care Unit in a Swedish university hospital. The interviews \aeadysed to gain insight in
a multidisciplinary care team’s experiences of various orgénizal processes a
circumstances related to the provision of person-centred paediatric dialbetes ca

Results

Building long-term relationships with adolescents, the establishofeatmultidisciplinary
care team and ensuring adequate documentation are vital forliterydef person-centre
care (PCC). Furthermore, a PCC process and/or practice reaques than the me
expression of person-centred values. The contribution of this studytig thighlights the
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necessity of facilitating and safeguarding the organizatiorC&, For which three process



are central: 1. Facilitating long-term relationships with adelstsc and their families; 2.
Facilitating multi-professional teamwork; and 3. Ensuring adequate docurmentat

Conclusion

Three processes emerged as important for the functioning ofultidistiplinary team whe
caring for adolescents with type 1 diabetes: building a-teng relationship, integrating
knowledge by means of multidisciplinary team work and ensuring adedoatimentatiar
This study demonstrates the importance of clearly defining akihghase of the specific
role of each team member in the paediatric diabetes care unit (PDCW) mMeabers should
receive training in PCC and a PCC approach should form the foundattindiabetes care.
Every adolescent suffering from type 1 diabetes should be offeredduali treatment an
support according to her/his needs. However, more research is regudetermine how
PCC approach can be integrated into adolescent diabetes care,paniligshow PC
education programmes for team members should be implemented.

-
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Background

Type 1 diabetes is one of the most frequent long-term endocrine childismoders and the
Swedish National Diabetes Register [1] for children statets atalescents (12—18 years)
constitute the most vulnerable patient group in terms of metabolicotoReconciling the
demands of diabetes self-care and the developing maturity oésadaols is a major
challenge. A common complaint on the part of caregivers of this patiarm gréhat they fail
to take sufficiently good care of their health in relation tartkésease. In a long-term
perspective this could lead to serious medical complications, spoillems and a
substantial socio-economic burden. Successful prevention of such protdguoues that
adolescents themselves assume greater responsibility for ¢ifetiase, which implies the
need for strong social and family support where the school hegiéimization and specialist
paediatric care are crucial for creating trust and sust&ralédnces. Health care thus plays
an important role, but clinical staff members often experiendeutly in overcoming a
variety of obstacles connected to the long-term interactionthétde patients in view of their
personal situation and social context. There are many generallimgsdéor successful
diabetes care [2-4], but there is a lack of information on how tcessfidly overcome the
double hazard of being an adolescent with a life-threatening disease.

Person-centredness (PC) has always been deemed crucial fdelitrexy of high quality
professional care. Although not a new perspective in medical sogidRfg has not been
common in the study of medical management and health care otganizéhich mainly
focused on management versus professional practice. This studgdsdrathe assumption
that PC is essential, but a key empirical question is how tamiaegdacilitate and safeguard
person-centred care (PCC). The essence of PCC comprises patigatives, extended
dialogue as well as the relationship and partnership with the pggjeRrevious studies [5,6]
indicate the importance of focusing on patients’ narratives aboubri@ssbf their condition
and care needss well as involving them in the care or treatment. Furthernaofrequently



discussed issue is how to create more integrated care in @megsgure an individualized care
organization.

The patient’s personal view has been more or less absent irgtrezation of the healthcare
sector, although recent studies have indicated a transformationraglahenship between the
patient and healthcare professionals [7-17]. Obvious changeslatedreo the increasing
consumer orientation and marketization of the healthcare sectoexphetations and visions
associated with these changes involve the creation of a carestrangly characterized by
PC. A study demonstrated [5] that in order to achieve such carerghrizational process
must be guided by bio-psychosocial rather than bio-medical madelhe former focus on
the environment and functional ability rather than illness. Attersimuld also be paid to the
patient’'s home care needs [17]. Previous studies [18-21] have dertexhg&athat the aim

of PCC is to improve the ethical standard of healthcare in tefinsalth, autonomy, quality
of life and the division of responsibility between patients and carersy and (b) that

increased use of patient narratives and shared decis&img may promote this aim.

McCormack et al. [22] stated that, as a concept, PC is becanurggwidespread both as an
approach to practice and as a guiding principle. Furthermore, thplasized that despite
expressed PC values, the care process remained to a large extent cowithiaet any effect
on the formation of meaningful relationships. In their study thggested that ‘professional
competence’ and ‘knowing self’ are important prerequisites for aganPCC They stated
that earlier studies focused too narrowly on the nurse-patientyfastationship and too little
on practitioners’ personal characteristics, ability and competient@m PC relationships.
The importance of clinical settings that support PC practie¢ses underlined. Furthermore,
Ekman et al. [5] recommended some routines that could facilitatead@gluard the transition
to PCC: 1) initiating the partnershigatient narrative, 2) conducting the partnership - shared
decisionmaking, and 3) safeguarding the partnership by documenting the narrative.

Previous studies [5,22] have presented some important aspects bfdreatirganization in
the area of PCC, but there is a lack of empirical research ahgdtdisciplinary care teams’
experiences of various organizational processes and circumstaltated to the delivery of
PC paediatric diabetes care. Therefore the aim of this siayy to examine how a
multidisciplinary team functions when caring for adolescents wjge t1 diabetes. An
additional aim was to contribute to bridging the research gap inatha of medical
management and the organization of PCC.

Methods

Study design

A qualitative interview method was employed to gain insight into amous organizational
processes and circumstances were experienced by the partic(paalisative methodology
using interview narratives explores the phenomena in their naettathg and attempts to
make sense of or interpret them in terms of the meanings patiplaute to them [23].
Various research strategies for studying processes have utngpgtiss [24] and in the case
of the narrative approach it is accuracy. Pentland [25] stateth&hatrength of the narrative
approach is that it enables us to investigate deep structucggasfizational processes that
are not directly visible. Thus, the narrative approach is a valuable researdbgpidé certain
weaknesses and limitations.



The interviews contained questions about how the multidisciplinary teeusing on formal
and informal interactions, the professionals’ position in relation top#tent and her/his
treatment and their perceptions of various aspects of thesespesdde data were collected
through interviews with members of a multidisciplinary team Baadiatric Diabetes Care
Unit (PDCU) in a Swedish university hospital.

Setting

This study was conducted at a PDCU in a university hospital bboaaten urban area that is
home to a large number of patients of different nationalities. & tft 500 patients aged
between 0 and 18 years were registered in the PDCU. The disdrmates were composed of
nurses, nurse assistants, physicians, dieticians, counsellors, psigtepbbgnedical secretary
and play therapists. However, the extent to which these professaiagbdes are involved
in regular paediatric diabetes care differs. The patientsthsiPDCU during office hours on
weekdays every third month for approximately 45 minutes and areirechiny the nurses
and physicians. A visit to the dieticians, counsellors or psychatogisst be requested by
the patient or she/he can be referred by the physician.

Participants

All 17 team members who work with adolescents in the PDCU werted and agreed to
participate in the study. In total 4 nurses, 1 nurse assistant,sicipimg, 2 counsellors, 1
psychologist, 2 dieticians, 1 medical secretary and 2 play tsésapere included. The
participants were aged between 38 and 60 years (median 46.5) anddHeiexperience
within PDC varied between 0.5 and 24 years (median 6.5).

Data collection

The interviews were conducted at the PDCU by the first autarden June 2011 and May
2012. The interviews were structured into five parts: 1) expememéeworking with
adolescents with type 1 diabetes; 2) experiences relatduetadolescents’ narrative; 3)
experiences of encouraging adolescents to take responsibilityeforlitess and self-care 4)
experiences of working with the multidisciplinary team in tiECR, and 5) experiences of
the documentation procedure. The questions were based on the resultd oftgniviews
with a nurse, assistant nurse, physician and dietician on a pmedialbretes team in another
PDCU with a similar organizational structure to that in the gmestudy. The interview
guestions were found to be adequate and were therefore used in theafstudyinor
amendments.

The questions were open-ended and the interview started with; “Coulplg@ase describe
your experience of working with adolescents in the PDCU"?omelip questions such as
Can you tell me more? and Can you give an example? were podadftostatements and
confirm that the author had understood the professional correctly. Eamshiant was
digitally recorded and lasted between 33 and 83 minutes. They waearetrtmescribed
verbatim and coded from 1-17.



Data analysis

The analysis, which was conducted by both authors, began by repediedged the entire
interview text to obtain a sense of the whole./In this phas@eofalysis, all transcribed
interview texts were carefully studied and coded in accordavite abduction theory
methodology [26], which entails a rigid and systematic processdiig and comparing the
text, in parallel with the use of theoretical conceptee coding procedure began by labelling
the text according to content. These initial codes were theedsarto subthemes and
compared with the text. Every passage in the transcripts wdkethbg one or more codes
that indicated certain recurring topics. The second phase ddrifgsis concentrated on
conceptual development and was broadened to include notes from discustiensesearch
group. The interviews were then coded at a more conceptual levekdtbacoding) to
describe various processes crucial to the research question. ,Fhellgub-themes were
compared with the text and three themes emerged (Table 1).

Table 10utline of themes and sub-themes
The topics of the interview Themes

Experiences of working with Building long-term
adolescents suffering from type 1 relationships
diabetes

Sub-themes
The encounter in the
diabetes care unit

Encountering adolescents
with different ethnic
backgrounds

Experiences related to the adolescenBuilding long-term
narrative relationships
Experiences of encouraging adolesciBuilding long-term
to take responsibility for their diseaserelationships

and self-care

Experiences of working with the Establish a

multidisciplinary team in the PDCU multidisciplinary care

team
Experiences of the documentation Ensuring adequate
procedure documentation

Encountering the
adolescents’ everyday life
Encountering the
adolescents in a relationship

Working in a team
Obstacles to the work

How the meeting was
documented

What was documented
What was not documented
Obstacles to documentation

Ethical aspects

Permission to perform the study was granted by the head oDi@G& PEthical approval and
permission to conduct the study were given by the Regional Rbsg#inics Committee,
registration no. 532-10. All participants were assured that partanpatas voluntary and

that information would be treated confidentially.

Results

The data analysis revealed that when treating adolescenttypétii diabetes in the PDCU,
the multidisciplinary team used interrelated actions, which agsepted as three themes:



“Building long-term relationships”, “Establish a multidisciplinazgre team” and “Ensuring
adequate documentation” (Table 1).

Building long-term relationships

Encountering adolescents from various backgrounds who suffer from efiadoed helping
them to take better care of themselves and their disease,thengtoving their sense of
well-being was perceived as challenging. The work was condiderportant but
establishing contact was difficult, as it could take a long time to develogt@nship.

The encounter in the diabetes care unit

The team members viewed the visit to the PDCU as an opportunityhdoadolescents,
although the latter could find it difficult to attend or turn up atgppointed time. It was vital
to welcome them, in order to make them feel safe in the encounter.

“It's my duty to make them feel that it's pleasant to come hexieat with
them before they see the doctor, it can loosen them up a bit. Some are on
tenterhooks to know what their HbA1¢ is.

The visit to the PDCU was limited to 45 minutes. It was generaliarded as too short, due
to, for example, failure to follow up that which had been agreed gtrtheous encounter.
During the visit, focus was on the HbAlc and long-term glucossdeand if these were not
good, the adolescent was referred to a nurse to find a solution. The exmessed that
many adolescents experienced going to the nurse in order to wgrk out how to take
better care of themselves as a punishment. Adolescents only manseawhen there was a
problem and they had not managed their diabetes care.

“Their HbAlc level may be low, and then it's like a small punishmeatibec
they have to see the nurse a few extra times, and if you haveirfidrradbng
period you have to start building a relationship again.

Encountering adolescents with different ethnic bagrounds

Several team members described encountering the adolescefismas beings and
according to their needs, irrespective of their ethnic background.

“| treat them the same as any other adolescents, it's the human bdingtin
of me who | encounter based on her/his néeds.

The greatest obstacle in the encounter was language; it fliasltdio ascertain how much
the adolescents and their parents had understood. It was considerealhated a competent
interpreter, due to the risk inherent in the situation.

“There was no word for hypoglycaemia and | did not realise that the
interpreter couldn’t explain it to the family. It only became appardrémthe
child suddenly had a serious attack.



Other difficulties mentioned were the adolescents’ perceivéddatrust in the interpreter’s
adherence to the rules of professional confidentiality. When arpiater was present, the
meeting was more time-consuming, which team members found strégefto their already
tight work schedule.

Encountering the adolescents’ everyday life

The care of adolescents with diabetes involves addressing thigidides, including their
parents, school and psychosocial situation. If the latter was praftaterinhad an impact on
their ability to take responsibility for their illness and sxife, leading to a low frequency of
blood glucose measurement and higher HbAlc levels.

The team members tried to increase the adolescents’ anaiEnthe disease and inspire a
sense of responsibility by motivating them to take care of tHeessand praise any progress
made. They also focused on the adolescents’ families, as theigeredsit the parents’
responsibility to ensure that their children experienced well-bé@sgite diabetes. The team
members and the family could meet over a period of several, y@aaiag which time a
trusting relationship developed between them.

“It's essential to involve the parents, that they understand the sergsushe
the situation, sometimes | have to educate parents who suffer fromediabet
themselves, although they attend the adult’unit.

Encountering the adolescents in a relationship

In order to encounter adolescents with diabetes, it was necésdaryd a relationship with
them by taking an interest in their life situation, which required time.

“A relationship cannot be built by seeing each other a few times for 5
minutes.

The staff members endeavoured to create trust in the relatiorsshipnaans of making the
adolescents dares to open up and narrate about unsatisfactory aspects of their lives

“l had to file a report with the social services when he told mehthatsed
hash, but he continued to come to me. When | asked him why he came, he
answered, because you cére.

The establishment of a multidisciplinary care team

All professional groups that participated in this study were seted on the diabetes unit
team, which met once per week. They worked in different pattseofinit and therefore the
team conferences were regarded as a meeting place.

Working in a team

The work was based on a team mod#How else could we work?”A strength was that the
team members represented different professional groups. The apvanritéhis mode of
working was that the team members helped each other. They expdrieaceiving



emotional as well as practical support by discussing witlbviethembers how they could
best help the adolescents to experience greater well-being.réfeensed their patients to the
professional group that they considered most suitable.

“When they get stuck, are unable to reach a child, the play therapests
called in to wave their magic wand, which is not €asy.

Some members had a stronger sense than others of belongimg t®ain, while certain
professional groups did not feel that their participation was self-evident.

“You feel a bit like an outsider when you don’t have a medical education.

The importance and function of the various professional groups in theofcadolescents
with diabetes were reflected in the team.

“We have two large professional groups, doctors and nurses, and they have
the greatest say, it's a medical hospital and this is reflected in the"team.

Lack of continuity was experienced as an organizational problem. Sarfessional groups
acted more like consultants than team members and cases couldusseatisthat did not
concern them.

“Much of the time is spent talking about cases that don’t concern me as a
school welfare officer, it sometimes feels like a meetingythaicould just as
well miss:

There was a wish to enhance the team spirit, and for this purpoggestion was made that
teamwork tools and models be used. The staff members were of tihenaghiat by working
towards a common goal they would be better able to meet the adolescents’ needs.

Obstacles to the work

The team members experienced that the main obstacle in th&imwtbrthe adolescents was
the stressful work situation with a high tempo and difficulty déwgafrom the planned daily

schedule. Reduced financial resources led to competition betweeosibital’s activities and

units.

“It's always a struggle to obtain resources, the diabetes unit wants t@empl
more dieticians, but the answer is always no, yet we could make a difféerence.

A lack of clarity regarding one’s remit was also reportegou don’t always know what is
expected of yguwhich meant that the duties were sometimes not experiencedeaant.
Communication between staff and management suffered due to the higbf pemék. The
professional categories that acted as consultants only sawdéles@ents after they had
received the diagnosis of diabetes or were referred by one dbdters. They continued to
meet the adolescents until thgwroblems’ were considered solved and there was no time for
follow up... “I don’t know how much of the advice | have given works in the home, instead |
have to trust the doctors to follow it 'uplt was also quite common for a new referral
containing the identical question regarding the same adolescent tr afiee about a year,



..you have a feeling that it will arise again and it takes three months tietichild is
readmitted or a referral arrives from the doctor reporting that it doesn’t nork

Ensuring adequate documentation

All staff categories documented the meeting with the adolescemtr/his medical record
with the exception of the secretary who just documented physicilias’ which the

physicians dictated and play therapists, who informed the nurseothattsng needed to be
documented.

How the meeting was documented

The most frequent method of documentation was catchwords, which way evaiployed
by team members to remind themselves of what had been said andrdorte their next
meeting with the adolescent. It was important to be able.'teemind the patient that she
told me the last time that she crochets small things, it créatsswhen you remember such
details”. The professionals wrote brief entries in the medical record Wiegnwere short of
time; it was usual to summarise the meeting in a few words.

“I'm the only secretary, have a lot to do, | plead with them not tce ntiax
guotations too long.

Some of the professionals documented the encounter in consultation wealkdlescents
when important agreements had been made concerning their diabetes wdien sensitive
issues had been discussed.

What was documented

Test results were documented as well as how the adolescgatseaged living with the
disease. In addition, their life situation was documented, as icar@sdered important for
the care and of value to other staff members.

“l document that which is important for understanding this human Being.

They considered it their duty to document situations that could ¢eadéport to the social
authorities when the adolescents were exposed to harm and alsd wead&nonstrate that
the situation had been noted it's important to document parental abuse, as the adolescent
might meet a colleague at a subsequent’visit

What was not documented

The team members found it difficult to judge what should and whatild not be
documented. They sometimes chose not to document when they percetvieccdiigd be
negative for the adolescents. However, in some cases the patiemitdvish what she/he
had narrated to be documented.

“A serious incident was revealed, which the patient didn't want me to
document. She trusted me and | don’t think she would ever have trusted
anyone in the health service again had | let her dbwn.



Heart-to-heart conversations between the adolescents and tealremmenere often not
documented.

Obstacles to documentation

Some team members regarded it as an obstacle when colledmses not to document
details about the adolescent’s situation or their notes were dragth They lacked
documentation of... “the small nuances, detailed explanations, which opened the lock,
concerning the routine rather than the individual leveX’record common to all professional
groups, where they could document and read notes regarding the addesaentivould be
desirable.

Discussion

The study reveals three important processes in multidisciplteary work when caring for
adolescents with type 1 diabetes: building loeign relationships, integrating knowledge by
means of multidisciplinary team work and ensuring adequate dotano®m. The first
requires extensive communication between the professionals andidlescant based on
trust, mutual responsibilities and ethical considerations. The secoramhdemommunication
between the professional groups, while the third necessitatéareddetween what kind of
documentation could become an obstacle for the adolescent in the futudtecantentation
that safeguards the functioning of the multidisciplinary team.

Positive benefits are expected from multidisciplinary teamkwespecially in healthcare. In
the last decade calls have been made for healthcare organizatiotsgrate their various
areas of expertise and different skills in order to provide PCOghaore strongly focused
on patients as a whole in their unique medical situations. In he@thoaltidisciplinary
teams may be the organizational solution to providing improved PO@ever, it is not
clear what is meant by PCC or what distinguishes it frandstrd care planning models and
medical decisiormaking ideals. PCC can be understood as a caring relationship bé¢heee
carer, patient and her/his family [5,22], which is supported by theemiregtudy where
professionals’ relationship with the adolescents and her/his famaly/ central. A caring
relationship requires encountering the patient based on each faevbrgday life [27-29]
and is developed when the patient her/himself plays an active3f@lewhich is the case in
PCC. The core of PCC is a meaningful relationship [22] often @$sdcwith shared
decisionmaking [18] and it is thus necessary to create such a relationship withidme it
The team members described their encounters with the adolestehes PDCU as being
built on the relationship between them. However, creating aaeddtip requires time and
continuity, which were often lacking, as team members wereguae®r time and did not
always meet‘their patients. They were aware of the importance of eshabsa
relationship, the fact that adolescence is a special phage ahtl that communication and
language are essential, although the latter aspect was nabmeenin the guidelines and
goals that formed the basis of their work. This conclusion acowitlis earlier research
emphasizing the importance of a partnership based on the pasigative [5,6,15-22].
Furthermore, our study also highlights the observation by McCdrreacal. [22] that
expressing PC values does not guarantee a PCC process or practice.

From a medical management perspective, PCC is about treatinge peiipl dignity and
respect, empowering them and giving them a choice as weivalving and making them



co-actors in the care [5]. It can be argued that the cerguaiefand key member of the team
is the patient her/himself. However, none of the informants in shidy mentioned this
aspect. Perhaps the question of how to enhance the encounter betwesteatfobnd team
members so that both experience it as an improvement should lkirnatbe team. Other
guestions that need to be highlighted are what improvement potensial iexthe team and
why some professional categories only encounter the adolescent® deéerrals from
colleagues when problems occle it possible to improve the organisation of the team? Can
the work situation be improved?

The informants in the present study held that different professgyoaps should work in
teams in order to provide optimal conditions for high quality ,cateéch also accords with
other studies [31,32]. However, team work can mean and involve différeagstto team

members. In order to benefit the patient, team work must funat@nand team members
have to experience themselves as participants. The organisatdmcbfthe team is a part
has an obligation to ensure that this is the case [32].

It is essential that the members experience themselveteamashare the same goal, values
and holistic view of how situations should be solved [32]. Several gbahecipants stated
that they are a team but at the same time work individually aveé ha common
documentation, goal or organisation. They do not utilise the dynamic&inthera team but
perceive that their work is characterised by a traditiomn ithes hierarchical in character.
There is a clear division of roles and leadership in the teamhwshia line with Kvarnstrém
[31]. Although the professional role is strengthened by team weakn tdynamics can be
perceived as threatening the status of the respective proféssitegory and the hierarchical
character of the organisation when different professional groups ctep®farking in a
team can be experienced as frustrating when a sense of oogibel is present [31]. To
make fruitful teamwork possible, it is important to leave one’s pvafessional affiliation
and group behind and instead identify oneself as ‘we’, part of the team [32].

In terms of documentation, the results demonstrate that no PC teameaidation existed in
the studied PDCU and there appears to be a lack of guidelines for how and dd@iment.
The above pattern reveals that the multidisciplinary team cooeditia¢ care as opposed to
focusing on interprofessional collaboration to integrate the tredtnidiis conclusion is
supported by previous findings on multidisciplinary teamwork in heakhaghere the
positive outcome mainly relates to coordination [33,34] and, to a lestant, to knowledge
sharing [35-37].

PCC highlights the importance of the care being based on tleatmgxperiences of her/his
disease and life situation [22], which was also underlined bydhigcipants in the present
study. In order to apply PCC, the carer has to take an intardst patient as a person and
utilise the encounter to gain knowledge of her/his everydaydifee way of implementing
PCC is by encountering the patient in a caring relationship

This study has strengths as well as limitations. The refsemas designed to examine the
professionals’ perspectives and experiences in the studied settndghe data permit access
to the professional groups but not to the patient group. Another limitatibratishe study
was conducted with only one team in one PDCU and that there were nwatbses.
However, the PDCU had a large number of patients with various| sacé ethnic
backgroundswhich can be seen as strength.



Conclusion

The multidisciplinary care team for treating adolescentk typpe 1 diabetes is characterized
by three important processes: Building long-term relationshiph \&dolescents, the
establishment of a multidisciplinary care team and ensuringuati®e documentation. Our
study supports the results of earlier research that PCC \aaresare insufficient to create a
PCC process and organize PCC [5,22]. Nevertheless, in the present thtd
multidisciplinary team facilitated and safeguarded the orgéiniz of PCC. Furthermore, the
main challenge is to ensure well-functioning multi-disciplinapflaboration and avoid
organizing the care according to traditional healthcare paradigmshich administrative
and professional boundaries create obstacles for adolescents watiicchiulti-faceted
illnesses.

This study demonstrates the importance of clearly defining aptbgimg the specific role of
each team member in the PDCU. Team members should be educ&€d iand a PCC
approach should constitute the foundation of all diabetes care. Adolesaémntspe 1
diabetes should be offered individual treatment and support based on tlsir iHewever,
more research is needed on how a PCC approach can be integratatblaszent diabetes
care, and especially how PCC education programmes for teambere should be
implemented.
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