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Abstract

Introduction: As a transitional care intervention, intermediate care (IC) bridges the

pathway for older patients from hospital to home. Within family meetings in IC, the

older patient, his or her relatives, the interdisciplinary team and the municipal case

manager come together to discuss goals and interventions during the IC stay,

including follow‐up services after discharge. Although family meetings are a common

aspect of teamwork in IC, it is unclear how the voices of older people and their

relatives are coming across. The aim of this study is to explore how patient

participation is framed and negotiated within family meetings in IC.

Methods: This study is based on qualitative data from the observation of 14

interdisciplinary family meetings in Norwegian IC services. As a theoretical

framework, the authors have used the four habits model developed by Frankel

and Stein as a lens to understand the interrelated sequence of events that typically

takes place during a family meeting and the importance of communication skills to

promote patient participation.

Results: The thematic analysis resulted in 16 categories and 4 main themes related

to the 4 habits model: (i) grounding the family meetings, (ii) what matters to you?, (iii)

being empathically present and (iv) the power of a final closure.

Conclusion: There was considerable variation in the way current family meetings

were conducted. It seemed crucial to start the meeting with a proper introduction

and explanation of the purpose of the meeting to establish trust and to be able to

successfully move to the next stage of eliciting the patients' preferences, views and

goals via the ‘what matters to you?’ question. There were examples of empathetic

communication among meeting participants perceived to facilitate patient participa-

tion. Finally, to successfully end the meeting and agree on a shared plan, it seemed

crucial for case managers who held the decision‐making power to attend the

meetings. Framing family meetings in line with the four habits sequential approach
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may have the potential to assure patient participation and care continuity in IC

services.

Patient or Public Contribution: This article is part of a larger project based on a

James Lind Alliance process that brings patients, relatives, health care professionals

and researchers together in priority setting partnerships to identify and prioritize

evidence uncertainties that they agree are the most important. Accordingly, the

design and content of this article have been initiated and discussed in the project's

stakeholder group consisting of one patient representative, one relative representa-

tive, two health care professionals from IC settings, two representatives from the

Norwegian Health Association and two representatives from the Agency of Health

in Norway.

K E YWORD S

care continuity, clinical tool, communications skills, family meetings, four habits model,
intermediate care, patient participation

1 | INTRODUCTION

As a transitional care intervention, intermediate care (IC) aims to

provide continuity of care for older patients from hospital to home. It

entails rehabilitation for a short time period, either after hospitaliza-

tion or to prevent hospital admissions, within or nearer to people's

homes.1 Due to early hospital discharge, these services are highly

valued2 and important in enabling older persons to live in their own

homes for as long as possible.1

Successful family meetings are a cornerstone to obtaining patient

participation in health care.3 Within family meetings in IC services,

the older patients and their relatives come together with the

interdisciplinary team consisting of health care professionals (HCPs)

and the municipal case managers (CMs) to discuss goals and

interventions during the IC stay, including length of stay and

follow‐up services after discharge, to provide continuity of care.4

This is expected to contribute to different dimensions of continuity of

care: relational continuity entailing a trusting relationship with HCPs

over time, informational continuity entailing timely sharing of patient‐

related information and management continuity entailing the commu-

nication about patient‐relevant information across teams, HCPs and

institutional barriers.5–7 However, although family meetings are a

common aspect of teamwork in IC, how the voices of older people

and their relatives are negotiated is unclear.8–10 True patient

participation is a complex process that needs to be framed

competently,11 and a greater exploration of how patient participation

can be negotiated is called for.4,9,10

Patients are entitled to participate in the design and delivery of

their own health care.9,12–14 Patient participation in the context of IC

can be defined as—a dynamic process emphasizing the person as a

whole, focusing on the establishment of multiple alliances that

facilitate individualized information and knowledge exchange, and

ensuring a reciprocal engagement in activities within flexible and

interactive/dynamic organizational structures.13 Asking the question

‘What matters to you?’ has become a popular method in the

implementation of patient participation, embracing recognition and

seeing the person behind the diagnosis. However, using the question

is challenging and requires relational competence.11 Research has

shown that a professional's attitude and tone of voice determine the

patient's involvement,15 and important aspects of person‐centred

communication include actively listening to a patient's narrative as

well as being sensitive to their cues and concerns.16 Patient

participation is nested within a network of complex relationships.

Accordingly, teamwork must be built on shared knowledge and goals,

mutual respect17 and trust to hand over responsibility to others.18

According to van Dongen et al.,19 in successful family meetings, the

mutual relationships between HCPs, patients and relatives should be

based on trust and equality to provide a comfortable atmosphere and

relational continuity. Hence, HCPs' approachable attitudes when

framing the meetings seem to be of relevance.19

1.1 | The four habits model

The four habits model (FHM) by Frankel and Stein20 consists of four

interrelated domains of how to structure a clinical encounter, where

the different communication tasks that embrace each habit are

organized into groups of skills, techniques and pay‐offs. The first

habit is to invest in the beginning. Here, three tasks must be

accomplished to be successful: quickly build trust, explore the older

person's concerns and plan the stay or meeting. The second habit is

to elicit the patient's perspective (e.g., using the question ‘what

matters to you?’). The third habit includes demonstrating empathy

and being aware of the patient's cues and nonverbal signals. Finally,

the last habit is to invest in the end by providing information and

encouraging patients to participate in decision‐making while
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negotiating treatment and follow‐up plans.20 The FHM is well

documented and validated for use in general practice and hospital

doctor encounters21,22 among patients in emotional distress,23 but it

has not been explored in family meetings in an IC context. The model

appears to be a simple and teachable scheme for structuring family

meetings to promote successful patient participation.

1.2 | Aim of the study

Although patient participation has been recognized as a strategy to

achieve person‐centred care,24 implementation of patient participa-

tion in everyday practice is hard to achieve and requires professional

competence and practice.11 Fortunately, the literature highlights that

clinical communication skills can be thought, learned and practiced.20

However, many HCPs receive little or no training in the context of IC.

If used efficiently, a family meeting has the potential to be a powerful

tool for promoting patient participation in care.4 In a recent Cochrane

review, the authors concluded that decision‐coaching (i.e., when

HCPs help patients to actively participate in making decisions) may

improve the patient's knowledge, but further research is needed.25

Thus, the aim of this study is to explore how patient participation is

framed and negotiated within family meetings in IC services using the

FHM. This may inform future strategies for improving and imple-

menting patient participation in this setting.

2 | METHODS

This article is based on qualitative data from the observation of 14

interdisciplinary family meetings in 3 bed‐based IC institutions in

Norway. In a previous article, the use of different positions to get

one's point across in the meetings was reported.4 In this article, we

use the FHM to explore how patient participation is negotiated and

framed within family meetings in IC. The study is theory‐driven and

informed by a social constructivist approach.

2.1 | Context of the study

In Norway, health care is organized into specialized and primary care

levels.26 Accordingly, Norway has established IC services in recent

decades to ensure continuity of care. As a new public management

strategy and to promote efficiency, a purchaser–provider model has

been established in which the purchasers have the administrative

authority to approve the services, while the providers have little

influence other than performing the services.27,28 According to the IC

routine, a family meeting should be held 2–3 days after patient

admission to the IC and should last no more than 30min. The main

objective of these meetings is to obtain an accurate and safe start‐up

for the patient. In addition, the intention is to create a rehabilitation

plan and discuss the length of stay as well as follow‐up services after

discharge to promote continuity. According to the routine, the

patient, their relatives, the IC team and the municipal CM should be

present. The patient's primary nurse is responsible for organizing,

inviting and leading the meetings, obtaining necessary information in

advance and documenting and coordinating further progress.

2.2 | Characteristics of family meetings

Of the 14 observed family meetings, eight took place in patients'

rooms, five in the open kitchen/living room area and one meeting in a

conference room (see Table 1). The 14 patients included 5 men and

9 women; they had an average age of 87 years, and 4 had obtained

higher education. Patients' relatives, aged between 50 and 87 years,

participated in 9 of the meetings. The relatives included seven

daughters, four sons, a sister and a daughter‐in‐law. Most commonly,

the IC team present comprised a nurse and/or an auxiliary nurse, an

occupational therapist and/or a physichal therapist. There was no

organized training to lead a family meeting in IC. A checklist had been

developed, but this was not used in any of the observed meetings in

this study. The municipal CMs were present in nine of the meetings.

Overall, the meetings were held on the 5th or 6th day after the

transition to IC, and they lasted between 10 and 56min, with an

average of 32min.

2.3 | Data collection

The observational data consisted of meeting notes and audiotapes.

Initially, we recruited older persons through strategic sampling to

reflect the heterogeneity in IC services. We included older persons

over 65 years who were transferred to IC from hospital or home; they

were dependent in activities of daily living but had an overall aim of

being able to stay at home. HCPs in IC provided information about

the project. The older persons willing to be included were given more

nuanced information. Then, with the patients' consent, the informal

caregivers were invited to take part by the first author. Finally, HCPs

and the municipal CM were contacted and invited to participate. The

first author observed the family meetings without participating and

took notes. All meetings, held between April and December 2017,

were recorded and transcribed verbatim by the same researcher.

Both researchers have backgrounds as physical therapists (PTs) and

have broad clinical experience with IC services as well as research

experience with transitional care pathways for older people.

2.4 | Data analysis

To analyse the transcribed data material and meeting notes, we used

thematic analysis in line with Braun and Clarke.29 Initially, the first

author read the transcribed data as open as possible, exploring

meanings and insights and, in accordance with the notes, summariz-

ing the emerging patterns of what happened during the meetings.

The data were then coded by the first author and grouped into initial
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themes. At this stage, it became apparent that the meeting structure

had a great influence on the success of patient participation.

Accordingly, we realized that the FHM could serve as a suitable lens

when abstracting data more deductively into further analysis,

resulting in four main themes representing the four habits (Table 2).

The themes were discussed elaborately among the authors to ensure

that they were underpinned by quotes from the data material. Finally,

to enhance validity, the first author discussed the findings with older

persons and informal caregivers, as well as with a stakeholder group.

2.5 | Ethical considerations

The study was pre‐approved by the Norwegian Centre for Research

Data (No. 53013). All informants gave their consent to participate

after they had received individualized and sufficient information. This

also included the possibility of taking back the consent to participate.

All recorded data material was stored in Services for Sensitive Data,

as suggested by Norway's Privacy and Electronic Communication

Directive. In the following results, all informants are pseudonymized

to preserve the principle of anonymity.

3 | RESULTS

The thematic analysis (Table 2) resulted in 16 categories of codes

and 4 main themes: (i) grounding the family meetings, (ii) what

matters to you?, (iii) being empathically present and (iv) the power

of a final closure.

3.1 | Grounding family meetings

Overall, there was no consensus on how to start family meetings. In some

cases, the patients and their relatives were prepared in terms of the

purpose and function of the meeting. In other cases, however, the

interdisciplinary team went straight to the point, asking the patient ‘what

matters to you?’, leaving the patient in an undoubtedly frustrating

situation with no clue what to answer. A clear observation was that an

investment at the beginning of the meeting lay the premises for patient

and relative participation. One of the CMs seemed to achieve trust and

respect by addressing the patient as Mrs Jones and further by making a

nonmedical comment to put the patient at ease, such as ‘How beautiful

flowers you have Mrs Jones? Lovely autumn flowers are they Asters?’.

Furthermore, after some small talk and introducing everyone in the room

to create rapport, the results suggest the importance of eliciting the

patient's (P) concerns by asking open‐ended questions. In one of the

meetings, the PT had an open scene like this:

PT: Yes, welcome to this family meeting. We tend to

gather the troops, simply to agree on what next, how

it has been before the current [hip fracture] and…yes,

status today. Decide simply. Would like to hear from

all parties really what they think and how we should

do it further [turning to the patient]. But, Mary, how

do you think it is going?

P: Really good, I have even tried the stairs… So, I think

it is going in the right direction [silence]. But I need

help in the morning care…

PT: Hmm…go on…[silence].

P: To get in and out of bed and to put on trouser,

cause my leg won't listen to me…

In the above example, the PT allows silence to let the patient

think and uses an encouraging expression, such as ‘Hmm, go on…’,

inviting the patient to explain more in depth. In another meeting, a

similar introduction was used, but here, the nurse did not set the

agenda for the meeting (as clearly). This meeting lasted for

approximately 1 h, where the daughter did most of the talking,

mostly about herself, and where no chair of the meeting intervened.

Hence, overall, it seems that matching of expectations may help plan

family meeting(s). Furthermore, the attendees of the meeting seem to

be crucial. Also, in addition to the patient, the IC team, CM and

relatives should be present to promote the patient's vulnerable voice.

However, this was not the case in one‐third of the meetings.

3.2 | What matters to you?

Despite widely different initial approaches, most family meetings

involved asking the question ‘what matters to you?’ for determining

TABLE 2 The analysis

Categories of codes Main themes

Establishment of alliances Grounding the family meetings

Individualized information

Clarification of expectations

Group composition

The patient narrative What matters to you?

Translation of goals

Exploring patient preferences

Contextual concerns

Being sensitive to patients' cues Being empathically present

Non‐verbal expressions

Understanding emotions

Tense words and metaphors

Summary and conclusion The power of a final closure

Explore patient comprehension

Shared decision‐making

Clarification of responsibilities

2586 | KVÆL AND OLSEN
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the patient's goals in the rehabilitation process. In one of the family

meetings, the nurse (N) and the CM elicited the patient's perspective

like this:

N: So, we wonder what matters to you in everyday life

at home?

P: Currently, it's getting back on my feet and being

able to help at home. To help my wife, she has trouble

walking, and…she also has dementia, not able to do

anything by herself anymore. You know…she forgets

the kettle, and…

N: Yes, when making food, I understand [empathic

facial expression]. Okay, but what do you think you

have to practice here to return home to your wife?

P: To be able to walk independently again.

OT: Okay, so how do you live, Henry?

P: I live in an apartment with three rooms, third floor.

OT: With an elevator?

P: No…(laugh), no elevator, unfortunately.

CM: And I guess there are some thresholds, right?

P: Yes, especially between the hallway and the

bathroom. That's where I broke my leg.

OT: I see, do you usually use any aids when walking

inside?

P: Yes, I use a walker.

OT: And outside?

P: I haven't been outside for a long time. I am not able

to do the stairs anymore. Regarding groceries, we get

help from our son and daughter.

CM: […] Okay, I think we will do a home visit together

with you [looking at the patient]. When seeing your

home, we can plan and see if there is anything we can

do to make your home safer, enabling you to move

around and to leave the apartment.

The above conversation illustrates the relevance of exploring the

patient's point of view, both in terms of what they believe causes

their situation and their preferences about what is likely to help. The

patient in the above example has a clear physical goal (i.e., being able

to live home with his wife), which means that he must be able to walk

independently. Hence, HCPs might translate this goal into subgoals

with adjoining measures such as leg strength training, balance

training and stair training. In addition, they will equip the patient's

home environment to prevent further falls. Consequently, as

illustrated in several of the meetings, the exploration of the larger

context surrounding the patient's life seems to be crucial to

understand the impact of the current medical issue or more

immediate reason for being in IC. An important observation was

that eliciting patients' perspectives provided new insights into the

problem, as it has the potential to uncover hidden concerns.

However, the success of exploring a patient's views depends clearly

on the initial grounding of the meeting.

3.3 | Being empathically present

A crucial aspect, lacking in several of the family meetings, was

being sensitive to the patients' cues, understood here as the

nonverbal language or cues spoken in tense words or metaphors.

Accordingly, being empathically present seems to be a necessary

skill to succeed. In several of the meetings, patients or relatives

provided the situation with cues of hidden emotions not captured

by the IC team. For example, in one of the meetings, an older male

patient stated:

P: So, I believe that's status quo!

PT: Okay, fine, do you have any further questions,

Phillip?

P: No… [hesitates a bit], otherwise it's a very modern

place and room and…but…

CM: Yes, this place is newly renovated, in February, so

that is not a long time ago […]

P: However, I have the impression that this institution

here is like many others; it is organized primary to

make money… I don't know if that's just my opinion…?

But you might think about that…

All: [Insecure laughter followed by an awkward

silence].

OT: Well, it does not benefit my pockets at least, so I

don't know…[laughter].

PT: Okay, so if there are no more questions, I believe

we can… Lunch…

P: Well, I believe there were a few questions in my last

comment…
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CM: Yes, now we have an overview of your situation,

and we will take it from here…

As illustrated above, the HCPs either do not capture the patient's

‘invitation’ to discuss the quality of care he receives, or even worse, they

ignore it. After the family meeting, the patient revealed, among other

things, poorly cooked food served in an unworthy manner. These are

issues that could have been addressed and easily changed. Our results

indicate that HCPs need to practice openness towards patients' emotions,

verbally and non‐verbally, and be aware of their own reactions when, for

example, confronted with unpleasant comments. In contrast, during

another meeting, the CM is consistently observant of how the patient is

feeling, speaks loudly and calmly, addresses the patient directly and

repeats what the other teammates say over the patient's head. In this

way, the CM embraces the patient's vulnerability in an empowering and

sensitive way, demonstrating empathy both verbally and nonverbally:

OT: I can say, I've ordered a stove guard and a toilet

raiser with armrests [informing the CM with a rather

low voice].

CM: Mmm… [looking at the patient and raising her

voice], we are talking about the aids to your home to

make it safer.

P: Yes, I've been talking about that earlier with him

[pointing to the PT].

CM: Yes, and now they are telling me what you will

need when you get home.

P: I find the toilet good as it is, actually. But they want

me to use a toilet raiser.

CM: Mmm, it is often very wise because it gets easier

to stand up as well as to sit down, so it might prevent

any further fall accidents.

P: Yes, that's true, that is true!

CM: Because we want to help you to stay at home for

as long as possible.

P: Oh, yes, I hope so.

CM: Yes, I understand that is what matters to you […].

P: I had hoped to be able to go home today because I

panic at night…

CM: Yes [empathic facial expression]. But you know,

Friday afternoon is never a good day to go home… It is

better to wait until next week…

P: I don't understand how to handle it, don't

understand [frustrated voice].

CM: But, Jenny, what can the HCPs here do so that

you do not feel that panic at night?

P: I don't know; I just want to go home.

CM: Do you use the dial when you panic?

P: Yes, and the people working here are very nice.

CM: Are they able to calm you down?

P: Yes, they help me to the toilet and over in the chair,

and I sit there for a while, then they help me back into

the bed again.

CM: You see, we really need to plan and prepare your

homecoming. Do you understand why we want to

keep you here until Monday?

P: Yes, you are concerned about my safety.

CM: [looking at the IC team while speaking loudly to

inform the patient] Please have a conversation

together with Jenny, and maybe include the doctor,

and explore together how you can make the two last

nights more comfortable.

3.4 | The power of a final closure

The power of a final closure implies summing up the meeting while

checking the patient's comprehension. It seemed that clarification of

responsibilities through shared decision‐making may provide a clear

understanding and agreement on courses of action after the IC

discharge. Family meetings without the CM (i.e., the one with

administrative authority) had commonly nothing to conclude, since

no one present could make any decisions about follow‐up services.

For example, in one family meeting, the patient and his daughter (D)

were terrified about being prematurely discharged home. Although

the HCPs invested in the beginning and elicited the patient's

perspective while demonstrating empathy, they were not able to

close the meeting sufficiently due to the lack of administrative

authority, which rather created loose threads, unanswered questions

and concerns about the future.

OT: Okay, I believe we must end the meeting now. We

will conduct a home visit with you [looking at the

patient] next week. We will then let the CM know how

it turns out, and they [the municipal] will extend your

stay if they find it necessary.
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P: We would really like to promote such an extension

of my stay here…

D: And I guess you [looking at the IC team] will

support that?

OT: We can only describe his situation, both physically

as well as the insecurity, and his home environment.

We are not allowed to suggest anything…We can only

describe…

D: Okay, it's the municipal case manager that has the

administrative authority, so it's they we must call and…

argue…?

OT: Yes, they decide, and as I usually say: you must

take it with them.

P: However, they are not here, and they are not easy

to reach… [frustrated tone].

Consequently, our findings clearly suggest that, in addition to the

patient, the relatives, the IC team and the CM should be present to

enable real decision‐making activities. This was the case in 9 of the

14 meetings that we observed. Contrastingly, in another meeting, the

patient, the relatives, the IC team and the CM were present. Here,

after a nice presentation of all the participants and after exploring the

patients' and relatives' points of view in an empathic way, the CM

provided in‐depth and comprehensible information about physical

and social follow‐up services. Building on the previous themes, the

CM was thus able to close the meeting in a good way.

OT: Okay, to sum up, we will make a home visit with

you and your son, and we will provide you with the

necessary aids enabling you to go home next week as

planned.

P: That sounds like a good plan. I really appreciate that.

CM: A team will follow you up after discharge to

establish continuity in training. When you feel better,

it's a good idea to return to the day centre, and a car

from the volunteer centre can pick you up if you like.

Do you have any further questions?

P: No, I believe that everything is clear now, thank you

for this informative meeting.

All the family meetings observed contained, to varying degrees,

dimensions from the included themes; however, only a few framed

them all. In that way, the four themes seem to be interrelated,

meaning that they build on each other as stepping stones to structure

the family meetings in a competent and successful way.

4 | DISCUSSION

This study aimed to explore how patient participation was framed

and negotiated within family meetings in IC services using the

FHM.20 We observed considerable variation in how the family

meetings in IC were organized and conducted in terms of all four

habits. In this section, we will discuss how the results related to the

FHM20 and what possible practical implications a clearer structuring

of IC family meetings in line with the model may have for patient

participation and care continuity in this setting.

Overall, our findings are in line with prior research exploring

FHM in other health care settings,21–23,30,31 and the elements of the

model seemed to point out crucial clinical communication skills to

promote patient participation as well as continuity of care in IC.

The first theme, ‘grounding the family meetings’, is closely

related to the first habit of ‘investing in the beginning’, which, in the

FHM, consists of quickly creating a rapport with the patient, eliciting

the patient's concerns and planning the encounter.20

According to the model,20 the first few moments of an encounter

or meeting are key to establishing a trusting relationship. In our

findings, there were examples of more or less constructive ways of

starting family meetings. Small talk and addressing nonmedical issues

to put the patient at ease seemed to be important. This corresponds

with ‘creating a welcoming atmosphere’ in the FHM.20 Likewise,

open‐ended questions, welcoming the patient's perspective and

concerns, characterized the more successful meetings that we

observed. We also found that explaining the purpose of the meeting

to the patient and the other attendees before beginning the next

stage appeared crucial, especially in creating predictability. According

to Frankel and Stein,20 letting the patient know what to expect is a

crucial part of ‘investing in the beginning’. Moreover, a central

function of IC is to provide continuity in the patient pathway

between the hospital and the home.32 In line with this, our results

indicate that family meetings, when structured according to the FHM,

may contribute to relational continuity, which aims to provide the

patient with a sense of predictability and coherence (during their

patient pathway).5,32

According to Frankel and Stein,20 HCPs may overlook the

importance of the first few moments of encounters with patients,

creating an augmented sense of power imbalance between HCPs and

patients and the risk of confusing the patient and hindering the

chance to elicit the patient's perspective.20 For example, some of the

observed meetings were started directly with the ‘what matters to

you?’ question without first laying down the grounds for the family

meeting. This could arguably serve to impede patient participation. In

line with this, the theme ‘what matters to you?’ illustrated important

features of the practice of patient participation as person‐centred

goal setting in the IC family meetings. Here, eliciting the ‘full

spectrum’ of concerns and seeing them in the context of the patient's

total life situation appeared central. This is in line with the second

habit in the FHM, ‘eliciting the patient's perspective’, which

emphasizes assessing the patients' point of view on their problems

and goals as well as the impact that their issues may have on their
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total life situation.20 One important pay‐off of this second habit20 is

the uncovering of hidden concerns.

In line with previous research,11,33 we found that HCPs gained

new insights when applying the ‘what matters to you’ approach.

Furthermore, our findings arguably showed that ‘digging deeper’ into

what matters to the patient (i.e., not just eliciting what matters, but

what matters most) is important. What the patient believes impedes

or is necessary in meeting their goals seems important for real patient

participation to occur from the family meetings. According to Frankel

and Stein,20 several mistakes may be committed regarding eliciting

the patient's perspective. For example, failure to elicit the full

spectrum of concerns and their relative level of importance from the

patient's viewpoint is not uncommon. The result may be that HCPs

miss important concerns or that these concerns emerge very late in

the meeting,20 thus hampering or delaying patient participation.

The third theme, ‘being empathetically present’, captured how

HCPs managed to be empathetic with the patients to varying

degrees and corresponded with the third habit in the FHM.20 This

habit entails the sensitive assessment of the patient's body

language and tone of voice as well as being aware of how one's

own communication might facilitate the participation of the

patient and make the encounter meaningful.20 Our findings show

the varying degrees to which HCPs managed to be empathetically

present with patients. There were examples of HCPs missing or

overlooking patients' nonverbal cues or subtle verbal invitations to

discuss concerns but also of clear empathetic communication.

Different ways of communicating empathetically have been

presented in previous research on the model.20,23,31 For example,

we found that in some of the meetings, HCPs used both verbal and

non‐verbal cues (head‐shaking, silence, ‘tell me more’, etc.), which

can be referred to as ‘continuers’.20 These linguistic devices

encourage the patient to elaborate on their perspective20 and may

signal a genuine interest to the patients and their relatives. The

subtlety by which especially older people express their concerns

has been addressed in prior research.34,35 A review by Murray

et al.34 from a similar context showed how HCPs' misreading of

older patients' expressions of their wish to participate inhibited

their involvement in care.

Finally, we found that the final closure of the IC family meetings

was particularly important. This entailed summing up the family

meeting, checking the patient's comprehension and reaching agree-

ment on the plan or future course of action, corresponding to the

fourth habit in the FHM.20 The most important thing hampering final

closure or ‘investment in the end’ was lack of attendance of people

who were central to deciding on a future plan of action. In the current

context, CMs were crucial to shared decision‐making, giving

appropriate information and concluding the family meeting, which

are all central parts of habit four.20 In addition, given the patients' age

and the complexity of needs, relatives were also central but often

missing from the meetings. This is supported by previous research on

how relatives become central information brokers and representa-

tives for the patient's voice for older people during their pathway and

appear central to providing continuity of care.36–38

4.1 | Practice implications

There seems to be potential for considerable improvements in the

structuring of family meetings in IC and refining the communication

skills used by HCPs in clinical practice. When family meetings follow

the FHM, they have the potential to facilitate actual patient

participation and the (three) different dimensions of continuity of

care.5,6 By establishing trust and exploring the patient's perspective

and preferences, being sensitive to the patient's emotions

and involving the patient in shared decision‐making, relational

continuity5,6 may be achieved. Using the FHM in these meetings

also has important implications for informational continuity.5,7 In

particular, ensuring that important information brokers (i.e., relatives

who know the patient well) and decision‐makers (i.e., CMs) are

present at the meetings seems crucial. Finally, by structuring family

meetings in line with the FHM, HCPs in IC are also given a tool to

facilitate management continuity,5,7 which entails communication with

HCPs across settings in the patient pathway from hospital to home.

Overall, the FHM may help HCPs better structure family meetings

and thus serve as a useful tool in daily practice.

4.2 | Strengths and limitations

Using a theoretical framework in analysing the empirical data allowed

us to go beyond the surface in an interpretative way, serving as a tool

to bring coherence and depth to the study. However, when

narrowing the lens using a specific framework such as the FHM,

we might lose the possibility to see other dimensions of how patient

participation was negotiated. The model focuses on communication

at a microlevel. Although structural aspects and resources are

important issues in the construction of patient participation, they

are not discussed in this study. To our knowledge, we are the first to

shed light on how patient participation is constructed within family

meetings in IC services using the FHM as a theoretical framework.

However, we cannot conclude on the effectiveness of the FHM. The

validity of the research is strengthened using tape‐recorded

nonparticipant observation, which gives a nuanced representation

of what happened in the IC meetings.39,40 In addition, the observed

family meetings were completed by one researcher, who had a lot of

clinical experience related to transitional care for older persons via IC.

This prior experience served to facilitate access to and understanding

of the field, but it also made the researcher ‘blind’ to certain aspects

of the field.40,41 The preunderstanding of the authors was that

patient participation in IC is difficult to achieve and needs to be

framed more competently. Therefore, to ensure reflexivity, the

researchers engaged in reflexive discussions about the validity of

the analysis and results with several other researcher/peers who

were not as familiar with or engaged in the field.40,41

Furthermore, to enhance validity, a memo was written to reflect

on preconceptions and to keep track of the research process.42 A

possible limitation may be that the author's attendance at the IC

meetings could have affected the participants' behaviours (e.g., the
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HCPs may have boosted person‐centred communication to give a

good impression of the IC practice).42,43 The authors translated the

quotes from the family meetings verbatim into English, controlled

by a professional editor. However, since translation is an activity of

both language and culture, there may be nuances in language that

we have not captured. The low number of observations (N = 14)

might be a limitation. However, after analysing all the meetings, the

same patterns evolved across the meetings; thus, we assume

sufficient information power. Regarding transferability, the issue is

not whether the findings are generalizable to other settings in a

positivistic sense, but rather the possible implications that the

findings may have to other contexts.41,44 Rich descriptions enhance

transferability,45 and by providing such descriptions, we believe

that our findings may be transferable beyond the immediate study

context.46

5 | CONCLUSION

This article has explored how patient participation is framed and

negotiated within family meetings in IC through the lens of the FHM.

We found considerable variation in the way current family meetings

were conducted. The importance of investing in the beginning was

illustrated by various ways of starting the meetings; it seemed crucial

to start the meeting with a proper introduction and explanation of

the purpose of the meeting to be able to successfully move to the

next stage of eliciting the patients' preferences, views and goals via

the ‘what matters to you?’ question. There were examples of

empathetic communication among meeting participants, which was

perceived to facilitate patient participation and care continuity.

Finally, to successfully end the meeting and agree on a shared plan, it

seemed crucial for CMs who held the decision‐making power to

attend the meetings. Our results indicated that the most successful

meetings to negotiate patient participation were the ones including

all the four habits. Framing family meetings in line with the four

habits sequential approach may have the potential to assure patient

participation and care continuity in IC services. Future research

should explore the effectiveness and feasibility of how teaching

programmes incorporating the FHM into family meetings may

improve communication skills to facilitate patient participation and

continuity of care in IC.
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