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Abstract
Background  Home visiting programmes aiming to support parents and promote more equal health amongst young 
children have grown in Sweden and in other countries. These programmes involve interprofessional teams. Teamwork 
in interprofessional contexts often requires setting boundaries, but professionals’ boundary work in the home setting 
is unexplored. Therefore, this article focuses on interprofessional teams comprising child healthcare nurses, midwives, 
social workers, and dental hygienists in a home visiting programme for first-time parents in Sweden; it aims to explore 
how the professionals performed boundary work that enabled collaboration and to investigate important contextual 
conditions for this kind of boundary work.

Methods  The data were drawn from semi-structured interviews with twelve professionals from the four different 
disciplines. Content analysis was used to explore their boundary work.

Results  The findings show that the professionals performed three forms of collaborative boundary work. They 
maintained boundaries by clarifying their distinct roles and expertise. However, the differences were viewed as 
complementary, and the professionals worked together humbly to complement each other’s knowledge and 
perspectives. Lastly, they tended to drop perceptions of prestige and blurred the boundaries to accommodate their 
overlapping knowledge. Important conditions for the success of collaborative boundary work were meetings prior to 
the home visits, the opportunities for discussion and reflection after the home visits, and the informal character of the 
home setting. Consequently, the professionals were able to jointly contribute to a holistic view of the visited families, 
which increased the possibilities to meet these families’ needs.

Conclusions  This study contributes knowledge on boundary work in interprofessional collaborations in the 
home setting. The informal character of the home setting seemed to facilitate collaboration and contributed to 
creating informal professional roles. The findings suggest that having interprofessional teams in the home setting 
enabled collaboration as well as reinforced support for first-time parents, which emphasizes the merit of home visit 
programmes.

Keywords  Boundary work, Child healthcare, Dental care, Maternal care, Social services, Home visit programme, 
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Background
The need for health professionals from different dis-
ciplines to work in teams, instead of in silos, has been 
emphasized on both political and managerial levels to 
meet population needs and to improve cost-effectiveness, 
quality, and access to health services [1, 2]. Consequently, 
interprofessional teams have become more common in 
diverse settings, such as in hospitals [e.g. 1, 3–8] and in 
dental care clinics [9–11]. During the past few decades, 
it has become more common for professionals to work 
in interprofessional teams in non-clinical settings, such 
as in home visiting programmes for parents with young 
children [12, 13], in care at home for older persons with 
multimorbidity [14] and in advanced care at home for 
patients with significant healthcare needs or chronic ill-
nesses [15].

This article focuses on interprofessional teams in a 
home visiting programme for first-time parents in the 
south of Sweden to promote more equal health amongst 
young children and support these parents in maintain-
ing good health practices. Home visiting programmes 
for parents with young children typically utilize profes-
sionals from different disciplines, such as nurses, social 
workers, psychologists, physicians, and counsellors [13, 
16]. The rationale behind the development of interprofes-
sional teams in home visiting programmes is that early 
prevention and professional collaboration is believed to 
ensure children’s health and growth and improve parents’ 
self-efficacy and health [17]. Thus, the home visiting pro-
gramme in question required that child healthcare nurses 
conducted home visits together with midwives, social 
workers, or dental hygienists/dental nurses [18]. The pro-
fessionals in the home visiting programme in question 
had not previously worked together in the teams.

The outcome of interprofessional collaboration in 
healthcare might not be self-evident as professionals 
might have different interests, values, and views on how 
to take care of patients and clients [19]. These differ-
ences might cause the collaboration to be hindered or 
aggravated by professionals’ attempts to defend boundar-
ies between their professions [6, 7]. On the other hand, 
professionals can also collaborate well by blurring and 
downplaying boundaries between them. Previous studies 
have mostly focused on boundaries in relation to collabo-
ration in hospital or clinical settings, so there is a need 
for more studies on collaboration in patients’ homes [1]. 
Conducting home visits means changing the setting of 
work for healthcare professionals from formal spaces, 
such as hospitals, to a more informal setting [20]. The 
home setting should not be regarded as just an extension 
of a work organization but as a distinct sphere of prac-
tice and experiences in its own right [21]. That is, the 
home visit is conducted in a terrain that is ‘not intrinsi-
cally connected to any particular profession’ as it is away 

from the clinic or the office where professionals work [22, 
p.349]. This article contributes knowledge on interprofes-
sional collaboration provide healthcare in the home set-
ting by focusing on the professionals’ boundary work and 
its implications on their collaboration when conducting 
home visits with first-time parents.

The need for individuals from different professions to 
work together has implications for how they coordinate 
their work tasks and roles. Despite regulations of task 
division for professionals within healthcare, dental care, 
and social services, there is room for negotiations in daily 
work through professionals’ boundary work, in which 
they construct, maintain, blur, cross, or downplay profes-
sional boundaries [23–26]. Thus, professionals’ boundary 
work is significant in the understanding of interprofes-
sional work relations [8] and it has been described as a 
form of “floor politics”, that is professionals’ struggles and 
negotiations that takes place in everyday work [3].

Professional boundaries are not static; they can be 
‘understood as socially constructed demarcations that 
establish what is, and what is not, a profession’s sphere 
of competence and a legitimate domain of activity’ [6]. 
As boundaries are constructed, it opens for negotiations 
on work division and work roles at workplaces. Negotia-
tions take place primarily during conditions of change, 
uncertainty, and ambiguity [23], which may occur when 
professionals have to work in newly created teams. When 
engaged in boundary work, professionals can stress 
both similarities and differences between themselves 
and members of other professions [27]. The distinction 
between ‘them’ and ‘us’ can be drawn in various ways 
depending on the individuals’ perspectives and experi-
ences [1]. For example, healthcare professionals’ specific 
norms and values concerning patient care might differ 
from those of other professionals. Professionals can have 
different views on what constitutes evidence, safe prac-
tice, correct patient treatment, and high-quality patient 
care [7].

Professionals’ boundary work can be interpreted as 
competitive and collaborative. Competitive boundary 
work concerns how professionals construct, defend or 
extend boundaries to distinguish themselves from oth-
ers to achieve some kind of advantage [28]. Competitive 
boundary work may have consequences for health pro-
fessionals’ work on patients. Defence of existing profes-
sional boundaries and roles may impede meeting the 
complex needs of patients [6] and can hinder interpro-
fessional collaboration for high-quality patient care [7]. 
Similarly, studies on the Swedish dental care [10, 11] and 
healthcare [29] have revealed interprofessional tensions 
and conflicts about work tasks which may hinder differ-
ent professional groups’ skills to be utilised in the best 
ways in the caring of patients.
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However, maintaining boundaries around a certain 
practice and knowledge can also be interpreted as collab-
orative boundary work, for example, when professionals 
respect their different niches of expertise [30] and when 
they appreciate their different contributions in the care 
of patients [1]. Collaborative boundary work also refers 
to professionals’ negotiation, blurring or downplaying 
of boundaries in interaction with others in order to col-
laborate to get their work done [28]. For example, nurses’ 
role may require negotiations over performing tasks in 
a hospital context, and nurses can cross boundaries and 
undertake doctors’ tasks based on assumptions about 
what is best for the patients and based on the nurses’ 
aspirations to provide good care [3].

Summing up, families’ home is a place that is described 
as more informal compared to health professionals’ 
workplaces and as a place that doesn’t belong to any 
specific profession. This gives rise to the question of the 
significance of the families’ home as a specific setting for 
interprofessional collaboration and boundary work. This 
article demonstrates how the professionals in the home 
visiting programme performed boundary work that 
enabled collaboration.

Research context
Child healthcare in Sweden is a service that is offered free 
of charge to all children up to the age of five years. The 
service aims to promote children’s health and develop-
ment, to prevent disease, and to initiate inventions when 
needed. All families are offered home visits by a child 
healthcare nurse at one to two weeks and at eight months 
after birth. In recent, there has been a development of 
extended home visiting programmes conducted by inter-
professional teams. This development is a result of funds 
from the Swedish government to promote more equity in 
health and to meet the needs of families with young chil-
dren [31].

The home visiting programme in question was sup-
ported by politicians at the regional level. The project ran 
from September 2019 until the end of 2022. The project 
started with four teams in 2019; thereafter, twenty-four 
teams joined, but two of these dropped out. The pro-
gramme entailed a collaboration between profession-
als from child healthcare, maternal care, social services, 
and dental care, who worked in teams and visited first-
time parents in their homes. The programme included 
six home visits during a child’s first 15 months. The 
home visits were carried out by a child healthcare nurse 
together with a midwife (1–2 weeks after birth), a den-
tal hygienist or a dental nurse (8 months after birth), or a 
social worker (2–3 weeks then 4, 10, and 15 months after 
birth). The home visits focused, for example, on breast-
feeding, parenthood, the health of the child, and good 
oral health habits. The professionals had guidelines for 

each home visit but some freedom to meet the needs of 
the visited parents and children and adapt their informa-
tion and support.

Methods
Data collection
This article draws on a larger research project concern-
ing managers and professionals of the four initial teams 
that participated in the home visiting programme start-
ing in September 2019. The empirical material in this 
article was based on semi-structured interviews with 
professionals from these four teams. 12 of totally 15 pro-
fessionals agreed to be interviewed: four child healthcare 
nurses (CN), two midwives (MW), three dental hygien-
ists (DH), and three social workers (SW). There were 
only three dental hygienists as one participated in two of 
the four teams. It was not possible for two midwives and 
one social worker to participate in this study.

The interviews were conducted by three researchers, 
two of them are the authors of this article. The profes-
sionals were interviewed individually and digitally from 
November 2020 to May 2021 due to the COVID-19 pan-
demic. The interviews ranged from 45 to 60  min, and 
they were recorded and then transcribed by the authors 
of this article. The interviews were semi-structured with 
room for the participants to reflect on their experiences 
[32]. The interview guide can be found in additional file 
1. The interview questions that are of relevance for this 
article concerned (a) the professionals’ experiences of the 
home visiting programme and of conducting home visits 
together with other professionals and (b) their views on 
their own and the other professionals’ roles and expertise. 
The interview guide has previously been used in a study 
on dental professionals’ participation in the home visit-
ing programme. The interview questions were based on 
the literature and the researchers’ theoretical knowledge 
of interprofessional collaboration, preventive work for 
improved health and wellbeing, and political support for 
equal health [33]. Prior to the interviews, the researchers 
emailed the professionals the aim of the study, the inter-
view questions, and an invitation to participate. Further, 
written informed consent from the professionals was 
obtained before the interviews. This study has been ethi-
cally assessed by the Swedish Ethical Review Authority 
(dnr. 2020–03435).

Data analysis
The interviews were analysed using content analysis 
with the aim of classifying the responses into categories 
and then into overarching themes [34]. In the analysis, 
the first author initially read the transcribed interviews 
thoroughly several times to get an overview and to iden-
tify data relevant for the aim of this article– namely, 
data interpreted as relevant to understand what types 
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of boundary work the professionals performed or how 
they performed boundary work. This analytical process 
comprised repeated reading of both the empirical data 
and the literature on professional boundary work. This 
process contributed to a renewed interpretation of the 
selected data. The relevant data were grouped into cat-
egories that were then grouped into themes through 
a comparison between data that belong to a theme and 
others that do not belong to it. This culminated in three 
different kinds of boundary work: maintained, down-
played, and blurred boundaries. Thereafter, both authors 
jointly discussed the derived themes. Finally, we reana-
lysed the data to interpret contextual conditions that 
enabled the collaborative boundary work. The themes 
and the categories can be seen in Table 1.

Results
The professionals’ boundary work
The analysis revealed three themes that demonstrated 
the professionals’ boundary work: (1) maintained 
boundaries– clear professional roles and expertise, (2) 
downplayed boundaries– humble and complementary 
collaboration, and (3) blurred boundaries– informal roles 
and collaboration. The themes will be presented below. 
The quotes that we present are used as illustrations of the 
content of the themes.

Maintained boundaries– clear professional roles and 
expertise
The professionals in the teams reflected on both their 
own and others’ roles, expertise, and perspectives in 
the home visits. The child healthcare nurses worked 
with members of all the other three professions, thereby 
allowing them to make comparisons with their profes-
sional counterparts and vice versa.

The expertise and roles that clearly differed were those 
of the midwives and child healthcare nurses. Both the 
midwives and the nurses described the midwives’ work 

during the home visits as focusing on the women, partic-
ularly their experiences of delivery and their well-being 
the first weeks thereafter. They could also extend their 
concern to the women’s partners. One midwife explained,

As a midwife, I am interested in how they [the 
women] experienced the delivery and their body, 
whether it works well physically but also how they 
handled the experience of the delivery. My focus is 
on the woman and on the partner. The focus of the 
child healthcare nurses is more on the children. 
(MW1)

Another difference related by a midwife was that child 
healthcare nurses ‘are better with breast-feeding’ (MW2). 
One child healthcare nurse similarly separated the roles 
of the two and indicated the value of the differences for 
the collaboration:

The midwife became a natural [partner] as she has 
the delivery and the pregnancy to talk about, and we 
focus on the children and their health. (CN3)

Other child healthcare nurses also stressed that their 
focus was on the children, that they have more specific 
knowledge of children compared to the other profes-
sionals, and that they have to carry out special develop-
ment checks. Child healthcare nurses further related that 
because they participated in all the six home visits, they 
thus had an overarching responsibility for the families’ 
well-being and support needs.

Dental hygienists conducted home visits together 
with child healthcare nurses when the children were 
eight months old. Undertaking a dental and oral exami-
nation for young children is under the auspices of both 
the dental professionals and the child healthcare nurses. 
Therefore, although the child healthcare nurses are not 
educated in dental care, they have some knowledge in 
the area. This was alluded to by one of the dental hygien-
ists: ‘She does not have a dental education, but still, they 
know a little about teeth’ (DH1). However, there are dif-
ferences between the two sets of professionals regarding 
dental knowledge. One child healthcare nurse reflected 
on her own shortcomings:

We talk a lot about teeth. And we talk about good 
eating habits and tooth brushing during almost 
every visit. And we examine the children’s mouth. 
So I thought I was pretty good at that. But when I 
began to work with the dental hygienist, the discus-
sion became so much better, and I have noted how 
perfunctory I have been compared to her. (CN2)

Table 1  The derived themes and categories
Themes Categories
Maintained 
boundaries

Specific expertise and roles
Differences between the professionals
Clear roles

Downplayed 
boundaries

Complementary expertise and roles
Benefits of working together
Humble collaboration

Blurred 
boundaries

Fluid conversations
Overlapping knowledge
No prestige

Conditions for 
collaboration

Opportunities for professional meetings before 
home visits
Time for reflections before and after the home visits
The home setting
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The gap in dental knowledge was further emphasized 
by another dental hygienist when comparing the two 
professions:

We have pretty specific knowledge about dental health, 
which strictly speaking is not so remarkable, but it is still 
beyond their main focus area. (DH2)

Both the social workers and the child healthcare nurses 
focus on parenting and the relationship and attachment 
between parents and children. The highlighted differ-
ences between the two professions concerned the depth 
of conversations with the parents on these aspects:

We have the similar values. They [the child health-
care nurses] talk a lot about parenting and interac-
tion and attachment. We probably have more in-
depth knowledge, however. (SW1)

The roles within the teams were described as both clear 
and divided. According to the professionals, having sepa-
rate roles and offering different contributions were fac-
tors that facilitated a successful collaboration. A child 
healthcare nurse exemplified this in her remarks on work 
in the newly created teams:

One should be clear [about the following]: what can 
we offer? what can we not offer? what is my role? 
what is your role? And even if we work in a team, 
we have different roles. This must be clarified. (CN4)

To sum up, the distinct professionals’ expertise and roles 
were described as a prerequisite for collaboration to 
work. However, as we will show below, the boundaries 
were not viewed as obstacles to collaboration, and they 
could be downplayed and blurred during the home visits.

Downplayed boundaries– humble and complementary 
collaboration
Due to their different knowledge and perspectives on 
children’s health and parenting, the professionals viewed 
the support they provided for the families as complemen-
tary. They also described the relationship between them 
as humble. For instance, they talked about the benefit of 
‘seeing things through different perspectives’ and ‘hav-
ing a different set of eyes when we look at things’. Fur-
thermore, they explained how their different knowledge 
and perspectives could result in better discussions with 
the visited families compared to child healthcare nurses 
meeting families on their own.

Child healthcare nurses related that they worked in 
a complementary relationship with the others. They 
described the knowledge and role of the midwives, who 
focus on the mothers’ wellbeing pre- and postpartum, 
as clearly different from their own. Thus, both sets of 

professionals could jointly support the new mothers. A 
midwife conveyed a similar view:

The child healthcare nurse and I have addressed 
some upcoming questions. If she was unable to pro-
vide an answer, I was able to intervene, so it has 
worked very well. She knows more about breastfeed-
ing, while I know more about childbirth. We have 
complemented [each other]. (MW2)

Further, a child healthcare nurse and a social worker 
stated that working in a pair at the home visits led to bet-
ter discussions with the parents:

The social workers have a lot of experiences and 
knowledge. I do not want the informative role, but 
I strive for conversation, a discussion with the fam-
ily. And I find it much easier when there are more 
people. (CN1)
 
We might have a slightly different focus at the home 
visits, but they can be complementary. Needless to 
say, the conversations will be good. (SW1)

The complementary focus of child healthcare nurses and 
dental hygienists was also valued by both parties, par-
ticularly the shared knowledge on children’s oral health. 
A child healthcare nurse elaborated on how rewarding it 
was to work together with a dental hygienist:

I love to collaborate. I think this makes us more 
capable than working alone. I didn’t know how it 
would be [working with a dental hygienist]. In hind-
sight, I think this [collaboration] has been the best 
with regards to how much we can give, help, and 
support each other. (CN2)

The benefits of collaborating with child healthcare nurses 
in terms of providing supplementary support was also 
highlighted by the dental hygienist, who described the 
relationship as imbued with humility:

We complement each other quite a lot. We greatly 
help each other with tips on how and when to brush 
[teeth] and on breast-feeding. So, we have not dis-
agreed at all. We are pretty humble with each other. 
(DH3)

As evident from the above examples, the participants 
acknowledged the benefits of their complementary col-
laboration on the visited families. The different profes-
sionals could jointly contribute to a more comprehensive 
view of what constitutes being parents of young children 
and catering for their needs. Additionally, when two 
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different professionals viewed an issue from a different 
position and could still reach agreement, this served to 
emphasize the message to parents.

Blurred boundaries– informal roles and collaboration
The communication between the professionals seemed to 
be informal, and they did not always separate their roles 
when meeting the parents. Consequently, the conversa-
tions were fluid, with the professionals sometimes inter-
jecting when necessary, thus implying their roles could 
be blurred. Social workers related that the blurring of 
roles during home visits was due to the partly overlap-
ping knowledge and focus between them and the child 
healthcare nurses. One of them explained:

Much of what we discuss lies in a grey zone, in which 
we can take turns. That isn’t something we preplan. 
Instead, it depends on the situation, on how the dis-
cussion unfolds. So, it has not been a big deal for us 
but has felt natural. (SW3)

The importance of regulating who should say what and 
when was also experienced by dental hygienists and child 
healthcare nurses. The division of roles and conversa-
tions occasionally became more blurred when the profes-
sionals had worked together for a while and had gotten 
to know each other. A child healthcare nurse reflected 
on her relationship with the social worker and the dental 
hygienist during home visits and described how the con-
versations with the parents became blurred:

The longer we have worked together, I think the more 
we don’t have any clear roles anymore. There has not 
been any sense of prestige with either of us. Instead, 
the families’ best has really been the focus. (CN2)

Working in teams without prestige and prioritizing the 
best of the families were also highlighted by a dental 
hygienist. Importance was not placed on any division of 
roles in the conversation but on the parents getting the 
required information:

The collaboration with the child healthcare nurses 
became immediately easy, without any prestige. 
Nobody was protective over what to say: ‘I have 
to say that. That is mine.’ Instead, we would talk 
together. If the child healthcare nurse happens to 
inform [the parents] about everything, I don’t take 
offence. I don’t intersect just to outshine or say a lot 
but rather to do what’s best for the family. (DH2)

As the quotations show, the professionals valued the lack 
of prestige between them. They also appreciated that 
the way they should talk to parents was not decided in 

advance. Fluid roles were believed to contribute to suc-
cessful collaboration and to discussions with parents that 
were grounded in each family’s specific needs.

Conditions for collaboration
Based on the interviews with the professionals, we found 
three important conditions for boundary work that led 
to good collaboration: professional meetings before the 
home visits, time for reflections before and after the 
home visits, and the home setting itself.

Professional meetings before the first home visits
The professionals stressed the importance of getting to 
know each other before they conducted the home visits. 
For instance, to present a united front at the meetings 
with the parents and their children, one team arranged 
preparatory meetings before the programme started 
to discuss possible conflicts of values and knowledge 
between the involved professionals.

The whole team met and discussed different scenar-
ios before we went out. What is important for you 
and what is important for me? (CN2)

Time for reflections before and after the home visits
Some of the professionals used the time before and after 
the home visits for informal meetings. When they met 
outside a family’s home, they would talk on the phone 
before the home visit, and when they walked or went by 
car together, they used this time to talk to each other. 
These conversations concerned the family they were vis-
iting and their experiences of the meetings with the fam-
ily. For example, one child healthcare nurse described 
this kind of reflection as an opportunity to broaden her 
perspective on how to support parents and to learn about 
the others’ perspectives:

I reflect together with my colleague who I have been 
on a home visit with, ‘What did you think? I saw 
this.’ (CN2).

Professionals could also discuss what happened after 
a home visit. Thus, an important condition for success-
ful collaboration was time for the professionals to talk to 
each other.

The home setting
The findings indicate that the professional roles and 
boundaries were blurred and downplayed during the 
home visits. The home setting appears to be an important 
condition for such boundary work, due to its relaxed and 
informal nature. For instance, the participants stressed 
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that when they met the families in their own homes, the 
parents and the child were comfortable and relaxed:

Many [families] become more relaxed in their own 
environment. (SW2)

The home setting was also described as comfortable 
for the professionals, influencing how they acted dur-
ing the home visits. When reflecting on the home visits, 
one dental hygienist stressed the relaxed relationships 
between the professionals and between the professionals 
and the families during a home visit compared to interac-
tions at the professionals’ workplace:

It is more personal, and the children are usually 
very relaxed in their own environment. It is a very 
relaxed environment, and it is not as formal as it 
is when one is at the clinic. We sit on the floor on 
the same level as the child and talk, very laidback. 
(DH2)

This implies the contribution of the relaxed and imper-
sonal environment for boundary work. That is, it 
facilitated the blurring or downplaying of boundaries, 
which in turn led to a collaboration that was character-
ized by humility and by lack of prestige and hindering 
boundaries.

Discussion
Professional boundaries are important for how health 
professionals operate and work together [7], but little is 
known about collaborative boundary work in the home 
setting [1]. In this article, we have analysed interprofes-
sional collaboration in newly created teams in a home 
visiting programme for first-time parents. Our findings 
show that the professionals experienced having clear 
and distinct professional knowledge and roles. However, 
although differences in expertise and responsibilities 
were emphasized, they were not regarded as a catalyst for 
conflicts or barriers, as they might be when profession-
als work together in new teams [35]. Rather, the profes-
sionals’ collaboration was characterized by downplayed 
and blurred boundaries, humility with each other, and 
lack of prestige regarding their own roles and expertise. 
Accordingly, this study is in line with the contention that 
the increasing demand for health professionals to work 
together does not have to be burdensome for the profes-
sionals [36], and that professionals’ boundary work does 
not have to be competitive but can be collaborative [28, 
30].

The success of the interprofessional collaboration 
explored in this study may be attributed to several fac-
tors. One reason can be that it took place in the home 
setting. The home is an informal environment compared 

to hospitals and other formal institutional settings [20]. 
Consequently, the interactions between the profession-
als and between the professionals and the visited families 
were also informal. That is, the informality of the setting 
seemed to have a positive influence on the collaboration 
and relationships between the professionals. The home is 
also a work environment not belonging to any particular 
profession [22]. As indicated in this study, the home set-
ting reduced the professionals’ territory and claim over a 
particular role when they met the families. Further, the 
opportunities for the professionals to reflect on their 
own and the others’ roles likely played a role. Thus, the 
home setting and the opportunities for meetings before 
and after the home visits were important contextual con-
ditions that underscore the merit of conducting home 
visits.

Still another reason for the good collaboration could be 
that the professionals worked for the best of the families. 
The professional differences were stressed as significant 
in supporting the families because the team members’ 
knowledge and perspectives on children’s development 
and parenting complemented each other, which in turn 
enabled a more holistic approach to family needs. The 
results are in line with previous studies which showed 
that the maintenance of disciplinary boundaries can con-
tribute to collaboration when professionals perceive their 
specific and different knowledge as necessary for the 
good care of patients [1] and when they respect the dif-
ferences between themselves and others [30]. It may also 
be the case that the professionals in this article contrib-
uted to a successful collaboration through blurring and 
downplaying boundaries because they worked towards 
the shared goals of meeting the families’ needs and sup-
porting the parents in the best possible ways. A study in 
a hospital setting showed that different health profession-
als together acted in what they believed to be the best 
interest of the patients and were driven by an ideology of 
caring [3]. Consequently, the expectation of the profes-
sionals in the home visiting programme to collectively 
support parents in their parenting, which was set by 
political intentions [18], seemed to be realized.

The successful collaboration could also be the result 
of all the different professionals being members of semi-
professions, so-called welfare professions. Such profes-
sions have shorter university training and a lower status 
compared to physicians, dentists, and lawyers, and other 
high-status professions [37]. It has been argued that 
welfare professionals are likely to be more welcoming 
compared to high-status professionals. Welfare profes-
sionals have limited exclusive knowledge compared to 
their high-status counterparts, which means they set 
fewer or weaker boundaries around their work tasks 
compared to high-status professionals. Further, welfare 
professionals are described as embracing an ideology of 
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person-centredness, making them more open to collabo-
ration [38]. However, studies on the working relation-
ship between professionals from different hierarchical 
levels– for example, between nurses and doctors [39] 
and between dentists and dental nurses [10]– have also 
shown blurred boundaries. Nevertheless, the types of 
professionals in the home visiting programme explored 
in this article seemed to be suited for collaboration 
and for support adapted to the needs of the individual 
families.

Strengths and limitations of the study
This article focused on the views of midwives, child 
healthcare nurses, social workers, and dental profes-
sionals regarding how they worked together. This is a 
strength as it provided us the opportunity to describe 
the interprofessional collaboration from all these differ-
ent professional perspectives. Moreover, the data were 
first interpreted by the first author and then discussed 
by both authors to strengthen the interpretation. One 
limitation of this study is that it only concerned the four 
initial teams in the programme. However, its explorative 
character was not affected negatively by the small num-
ber since it contributed valuable qualitative knowledge 
on professional boundary work in the home setting. Fur-
ther research is needed on the collaboration between the 
studied professionals in other countries and in relation to 
other approaches to home visiting programmes, as well 
as on boundary work and interprofessional collabora-
tion in the home setting with another compositions of 
professionals. It should also be valuable to use the com-
bination of interviews and observations in further studies 
for deeper understanding of interprofessional collabora-
tion in the home setting. Another limitation of this study 
might be the short period of this study as possible con-
flicts of interests and values due to different professional 
and organizational backgrounds might be more visible 
after a while [40].

Conclusion
This study contributed knowledge on collaboration in 
newly created interprofessional teams in the home set-
ting through boundary work as a theoretical background. 
The professionals in this study emphasized how well they 
worked together. The boundaries between them were 
interpreted as maintained, downplayed, and blurred. 
The informal character of the home setting enabled the 
collaboration in the teams and contributed to informal 
professional roles, which shows the merit of home visit 
programmes. Working for the best of the visited fami-
lies was a driving force, and the professionals seemed to 
jointly contribute to a holistic view of the visited families’ 
support needs, which increased the possibilities of meet-
ing these needs.
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