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Abstract
Introduction: Children and their families use a lot of different services, which poses challenges in terms of cooperation between service
providers. The purpose of the study was to evaluate and compare the functioning of this cooperation between services for children and
families in Finland’s mainland municipalities from the viewpoints of employees and managers.

Method: The study was carried out using a cross-sectional survey design. Data were gathered using two postal surveys from employees
and managers working in health care, social welfare and educational settings. The data consisted of responses from 457 employees and
327 managers.

Results: Employees working in primary health care and education services assessed cooperation as working better than did those
working in social welfare, special health care or mental health and substance abuse services. Well-functioning cooperation at the
operational and strategic level was related to good awareness of services and to agreed and well-functioning cooperation practices with few
barriers to cooperation. Employees were more critical than managers concerning the occurrence of barriers and about the agreed coopera-
tion practices.

Conclusions: Successful cooperation in providing services for children and families requires an awareness of services, management
structures that support cooperation, agreed practices and efforts to overcome barriers to cooperation.
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Introduction

Children and their families represent a significant popu-
lation group that use a lot of different services in health
care, social welfare, education and other sectors, either
at the same time or at different stages of the lifecycle
[1–3]. Despite the fact that today a significant propor-
tion of children and families are doing well, many still
have multiple needs for support, assistance and ser-
vices: for example, people with disabilities, those at

risk of abuse and chronically ill children as well as
families with multiple problems or substance abuse
and mental health problems have complex needs and
require multiple support. This presents challenges for
service providers to cooperate in meeting the needs
of children and families in an appropriate, timely and
customer-oriented way.

Although the strengthening of cooperation and the
development of cooperation structures between ser-
vice providers have been a key issue in health, social
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and education policy in many Western countries [3–8],
some children and families feel that services are never-
theless fragmented and that cooperation between ser-
vice providers and different sectors is not functioning
optimally. The fragmentation and differentiation of the
service system together with insufficient cooperation
may reduce access for children and families to services
as well as influencing some to drop out of the service
system [9,10]. Families with multiple needs or sub-
stance abuse and mental health problems have difficul-
ties in accessing services which best meet their needs,
for example, in primary and special health care, social
welfare and mental health and substance abuse
services.

The study was conducted in Finnish municipalities.
Municipalities have extensive duties and obligations
to provide health, social and other welfare and educa-
tion and cultural services. The major part of these ser-
vices is run and funded publicly by the municipalities
that provide services either by themselves, jointly with
other municipalities, or purchase services from other
service providers such as voluntary and private organi-
sations [11–14]. The Finnish public service system is
strongly decentralised compared to other organisation
for economic co-operation and development countries,
while national steering is rather weak [12,14]. Since
each municipality determines its own scope of cover-
age within general limits set by national legislation
and since the extent of coordination across municipali-
ties is limited, a fair amount of variation exists regionally
in public services [11,12]. The municipal health care
system has separate organisational structures in place
for primary and secondary services, which have clearly
hindered cooperation between these levels [11]. The
schools also have the right to provide educational ser-
vices according to their own administrative arrange-
ments, as long as the basic functions, determined by
law, are carried out [13].

In the last 10 years, several local reforms have been
enacted to enhance cooperation between primary and
secondary health care and social welfare services by
integrating organisations [11]. The Finnish govern-
ment’s key strategy has been to create larger munici-
palities or enhanced cooperation among
municipalities. In 2011, there were 336 municipalities
in Finland, but the median population is only around
6000, which is low given the wide responsibilities
devolved to municipalities, notably in the health and
education sectors [14].

Children and family services in municipalities are orga-
nised in slightly different ways and are provided
through a number of service providers in the public, pri-
vate and voluntary sectors. A number of laws, regula-
tions and recommendations at the national level

concerning health care, social welfare and education
services guide cooperation among service providers,
authorities and employees. The ongoing extensive
social welfare and health care service structure reforms
and local government reforms are aimed at modifying
the structure and integration of services for children
and families [11,12]. Although regulations at national
level clearly specify a strengthening of multi-disciplin-
ary, cross-sectoral and integrated services, the recom-
mendations and obligations are often service-specific
and provide few practical guidelines for implementing
cooperation [5,9].

Functionality of cooperation in children
and family services

Cooperation in children and family services can be
viewed from the conceptual framework of integration
in public health that was developed by Axelsson and
Axelsson [15]. With increasing functional (e.g. speciali-
sation and professionalisation) and structural differen-
tiation of organisations involved in the pursuit of
services for children and families, there is a growing
need for interorganisational integration. Since most of
the organisations involved are not market-oriented
and many of them are not part of a common hierarchy,
integration of these organisations is primarily a ques-
tion of cooperation and collaboration between different
organisations, but there are also elements of coordina-
tion [15].

There are many diverse and sometimes even contra-
dictory definitions of these forms of integration. In order
to sort out the relationships between concepts, a dis-
tinction can be made between vertical and horizontal
integration. Vertical integration occurs between organi-
sations or organisational units on different levels of a
hierarchical structure, while horizontal integration
occurs between organisations or units that are on the
same hierarchical level or have the same status. Coop-
eration can be defined as a form of integration with a
high degree of both vertical and horizontal integration.
It is usually based on hierarchical management,
although it can be combined with voluntary agreements
and informal contacts and communications between
the separate organisations. Collaboration has a high
degree of horizontal integration but a low degree of
vertical integration. This means that most integration
is accomplished through voluntary agreements and
mutual adjustments between the organisations
involved. This form of integration is based on a willing-
ness to work together and it may be implemented
through intensive contacts and communications. Coor-
dination has a high degree of vertical integration but a
low degree of horizontal integration. This means that
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integration is achieved mainly through a common man-
agement hierarchy [15].

The literature related to concepts and theory formula-
tion around cooperation and collaboration has been
diverse [5,8,16,17]. For example, Horwath and
Morrison [2] define cooperation as one level of multia-
gency collaboration. Cooperation can also be viewed
from different organisational levels: from an operational
or patient-work level and from a strategic level
[5,18,19]. Inter-professional collaboration can be per-
ceived as internal collaboration between professionals
from the same organisation and external collaboration,
as found between professionals from different organi-
sations or services [8]. Willumsen [5] has stated that
interprofessional collaboration can be considered
between professionals and between professionals
and service users on an interpersonal level, as well
as between organisations or services on an interorga-
nisational level.

In the literature on children and family services, a num-
ber of functional and structural factors related to coop-
eration and collaboration have been described.
Problems for collaboration and cooperation can stem
from the absence of a collaboration culture [20], differ-
ent professional and organisational cultures, values
and interests [8,15], mistrust caused by incomplete
understanding of roles and responsibilities and lack of
trust [2,3,6,18], insufficient knowledge of each other’s
activities or available services [9,20,21], inadequate
feedback [3,6], differences in commitment [3,15,18]
and inequality [3]. Moreover, cooperation and colla-
boration can be further complicated by conflicting and
defensive interprofessional relationships [1], communi-
cation problems [2,18], territorial thinking and unrealis-
tic expectations [3,6], as well as a lack of resources or
an agreement on joint objectives [1,3,18,22]. Structural
factors are related to the existence of separate admin-
istrative boundaries, different laws, rules and regula-
tions, budgets, information systems and databases
[9], inflexible organisational structures [2] and the
absence of structures supporting collaboration and
good collaboration practices [20].

In this study, cooperation in providing services for
children and families is viewed from the conceptual
framework of integration [15] and as internal coopera-
tion between professionals from the same organisation
and external cooperation between professionals from
different organisations or services [8]. This is appropri-
ate because several reforms in Finnish municipalities
have been enacted to enhance cooperation by integrat-
ing organisation and services [11]. The functionality of
cooperation is evaluated from the operational and stra-
tegic levels. This is a valuable addition to the research
literature, as there are few comparative data available

on those two levels from the viewpoints of employees
and managers as well as concerning individual
and environmental factors related to cooperation.
In addition, a broad range of services in health care,
social welfare and educational settings will be evalu-
ated [5,18].

Study purpose and research questions

The purpose of the study was to evaluate and compare
the functionality of cooperation from the viewpoints of
employees and managers in Finnish municipalities
while considering both operational and strategic
aspects. Cooperation was evaluated in primary health
care, social welfare, education, special health care
services, as well as in mental health and substance
abuse services provided to children and families. The
research questions were as follows:

. How do the employee and manager evaluate the function-
ality of cooperation and how do background factors (age,
education, managerial position, sector, location of work-
place and size of population in the municipality) relate to
these evaluations?

. How do perceptions of the functionality of cooperation
relate to the awareness of services, structures supporting
cooperation, agreed cooperation practices and barriers to
cooperation?

. How do employees’ and managers’ perceptions of the
agreed cooperation practices and barriers to cooperation
differ from each other?

Methods

Data collection

The study was carried out as a cross-sectional survey
design. Data were gathered using two postal surveys
in 2009 sent to employees and managers working in
health care, social welfare and educational settings.
Data were collected from all municipalities in the Fin-
nish mainland, with responses received from 457
employees and 327 managers.

The employee study population was formed from
operational units providing services for children and
families in Finnish municipalities (n = 332), with five
types of units included: maternity and child welfare,
school health care, day care, preschool and basic edu-
cation units. In those municipalities that had more than
4000 inhabitants (n = 209), the survey was sent to all
(n = 1045) operational units. In addition, in those
municipalities with under 4000 inhabitants (n = 123), a
random selection of 35 maternity and child welfare,
35 school health care, 35 day care, 35 preschool and
35 basic education operational units were sent a sur-
vey. Hence, a total of 1220 questionnaires were sent
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to the participating units. After one survey reminder,
457 respondents returned fully completed question-
naires, giving a response rate of 37%.

The manager study population was formed from three
service sectors (health care, social welfare and educa-
tion) in all Finnish municipalities (n = 332). The data on
managers were collected from the heads of these three
sectors, with a total of 996 questionnaires sent to muni-
cipalities. After one reminder, the final data consisted of
327 managers’ responses that were fully completed,
giving a response rate of 33%.

The study is part of a larger research project where the
appropriate sample sizes have been calculated with
power analysis [9,10]. In this study, power analysis
was used to confirm the adequacy of data set sizes. A
significance level of 95% (α = 0.05) and a statistical
power of 80% were used. The power analysis was per-
formed using the General Power Analysis (G*Power
3.1) software and it showed that the data sets were
adequate in relation to the methods of analysis
used [23,24].

The questionnaires were accompanied by a covering
letter that explained briefly the purpose of the research
project, emphasised that participation was voluntary
and guaranteed absolute confidentiality. A completed
and returned questionnaire was interpreted as an indi-
cation of consent to the research. Ethical approval
(§43/2009) was obtained from the ethical committee
of the National Institute of Health and Welfare.

Participants

A total of 457 employees and 327 managers partici-
pated in the study. The participants’ characteristics
are described in Tables 1 and 2.

Employees
Nearly half of employees were older than 50 years of
age. The job titles for their work were varied, such as
nurses, public health nurses, school nurses, day care
nurses, kindergarten teachers and pre-school and
school teachers. A little more than a third (37%) worked
in front-line managerial positions. Front-line managers
were examined as part of the group of employees as
they are responsible for the daily management of line
employees who offer the services and with whom
most employees interact with on a daily basis. In con-
trast, the manager study population consisted of top-
level managers who do not deal directly with day-to-
day activities, but rather set goals for the organisation
at a strategic level and direct the organisation in achiev-
ing them. Nearly all (93%) were permanent employees.
About one-third worked in health care and one-third in
education services (Table 1).

Managers
About two-thirds of the managers were older than
50 years of age and had at least a higher university
degree. They held many different job titles, such as nur-
sing directors, chief medical officers, senior physicians,
leading social workers, family service or child protec-
tion managers, school principals and directors of edu-
cation, day care or social services. More than a third
of managers worked in a combined social welfare and
health care sector and another third in education ser-
vices. Managers were older and more educated than
employees (Table 2).

Measures and data analysis

The questionnaires were developed for the purposes of
the study and were based on theory, previous research
and multi-disciplinary knowledge of services for chil-
dren and families [9,10]. Questionnaires included back-
ground factors (Tables 1 and 2). The main study
variables are described in Table 3.

Employees’ perceptions of cooperation with health
care, social welfare and education services were mea-
sured with 32 items on a five-point scale ranging from 1
to 5 (very good to very poor). The employees evaluated
the functionality of cooperation with those employees
and services in which they had been cooperating within
the previous 12 months. Managers’ perceptions of
cooperation with different services were measured
with five items on a five-point scale ranging from 1 to
5 (very good to very poor). The managers evaluated
the functionality of cooperation with those employees
and services in which the cooperation was implemen-
ted within the previous 12 months. Services were
formed into five subscales: (1) primary health care
(e.g. maternity and child health clinics or school health
nurse or doctor, dental care, psychologist, physician,
nurse or public health nurse in health centre, phy-
siotherapy, occupational, speech and nutritional ther-
apy), (2) social welfare (e.g. education and family
counselling, home help services, child protection,
family worker, social worker, disability services), (3)
education (e.g. pre-school and school teacher, day
care, student welfare group, school social worker), (4)
special health care (e.g. outpatient clinics and wards)
and (5) mental health and substance abuse services
(e.g. mental health outpatient services).

Awareness of services for children and families was
measured with 14 items from employees and with 8
items from managers, using a five-point response scale
ranging from 1 to 5 (very good to very poor). Informa-
tion on the agreed cooperation practices were elicited
from employees and managers using a 30-item mea-
sure consisting of six statements, which evaluated
written agreements on shared goals, written
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agreements on joint practices, commitments to com-
mon goals, formation of joint services, information flows
and written agreements on joint monitoring and evalua-
tion. Cooperation was evaluated with a five-point scale
ranging from 1 to 5 (strongly disagree to strongly agree)
for each statement within sectors, between sectors,
between municipalities and with third sector actors
and private sector providers. Items were formed into
six subscales according to the statements.

Barriers to cooperation were measured from employ-
ees’ and managers’ viewpoints by using a 19-item
measure with a five-point scale (1 = very little; 5 =

very much). Items were formed into four subscales:
(1) work culture and attitudes (diversity of professional
cultures, competition, lack of mutual trust, shortcom-
ings in cooperation skills, commitment and lack of
knowledge of other’s work), (2) management practices
(lack of leadership, unclear decision-making practices,
different opinions of resource allocation, unclear
responsibilities, inadequate flow of information, lack of
common goals and cooperation structures), (3) envir-
onmental factors (physical distance, employee turn-
over, privacy policy) and (4) lack of resources
(inadequate time, lack of financing, incomplete statisti-
cal recording).

Table 1. Employees’ background factors and functionality of cooperation in different sectors (n = 457)

Cooperation in different sectors

Primary
health care

Social welfare
services

Education
services

Special
health care

Mental health and substance
abuse services

p Value p Value p Value p Value p Value

Background factors % n Meana Mean Mean Mean Mean

Age * 0.007 0.008 * *

Less than 40 years 18 80 4.05 3.61 4.09 3.63 3.52

40–50 years 36 160 4.14 3.91 4.30 3.66 3.60

More than 50 years 46 203 4.19 3.92 4.33 3.78 3.64

Educational level 0.004 * 0.009 * *

Higher university level
or more

16 72 4.03 3.91 4.47 3.69 3.69

Lower university level 36 161 4.06 3.78 4.24 3.60 3.54

Vocational school or less 48 212 4.25 3.89 4.23 3.79 3.63

Working in front-line
managerial position

<0.001 * * 0.045 *

Yes 37 165 4.00 3.89 4.31 3.58 3.53

No 63 283 4.24 3.85 4.26 3.79 3.66

Sector <0.001 * 0.009 0.003 *

Combined social welfare
and health care

23 101 4.16 3.83 4.15 3.85 3.63

Health care 32 146 4.37 3.87 4.24 3.83 3.67

Social welfare services 12 53 3.97 4.01 4.24 3.63 3.62

Education services 33 149 4.00 3.82 4.40 3.40 3.49

Location of workplace * 0.012 * * *

Urban 49 222 4.10 3.77 4.26 3.72 3.56

Rural 51 231 4.20 3.95 4.29 3.74 3.68

Amount of population in the
municipality

* * * * *

Under 4000 inhabitants 14 61 4.07 3.99 4.27 3.60 3.63

4000–15,000 inhabitants 57 258 4.16 3.84 4.23 3.75 3.59

More than 15,000
inhabitants

29 131 4.16 3.81 4.33 3.72 3.66

aIndependent samples t-test or one-way ANOVA (a paired comparison test: Scheffe). *p > 0.05.
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Managers used dichotomous scales (yes/no) to evalu-
ate the structures that support cooperation within sec-
tors, between sectors in the municipality and between
municipalities. Three subscales were formed, each
consisting of 19 items measuring cooperation struc-
tures, such as resources allocated to cooperation,
information systems, development projects, manage-
ment teams, multi-disciplinary work groups, training,
naming persons responsible for cross-administrative
work, customer-oriented service coordination and writ-
ten agreements on duties, responsibilities and informa-
tion flow.

In the reliability analysis, Cronbach’s alpha was used
to measure the internal consistency of the measures.
Alpha values would preferably range between 0.70
and 0.90 [25] even if values as low as 0.50 may be
acceptable [26]. The internal consistencies of the sub-
scales were satisfactory, since the alphas met the cri-
terion of 0.50 (Table 3).

Descriptive statistics (frequency and percentage distri-
bution, mean, standard deviation) were used to charac-
terise the participants. To investigate the relationships
between study variables and in group comparisons,
we used Chi-square test, the Fisher’s exact test,
independent-samples t-test and one-way analysis of
variance. The post hoc multiple comparisons were
examined with Scheffe’s test. The statistical analyses
were made with the SPSS 19.0 software package [27]
and the level of statistical significance was fixed at
p < 0.05.

Results

Functionality of cooperation
Almost three-quarters (70%) of employees thought that
cooperation worked fairly or very well for employees
working in primary health care. The corresponding pro-
portion for education services was 79%, for social

Table 2. Managers’ background factors and functionality of cooperation in different sectors (n = 327)

Cooperation in different sectors

Primary
health care

Social welfare
services

Education
services

Special
health care

Mental health and substance
abuse services

p Value p Value p Value p Value p Value

Background factors % n Meana Mean Mean Mean Mean

Age * * * 0.044 *

40 years or less 9 27 4.03 4.24 4.13 3.04 3.48

41–50 years 30 95 3.92 3.84 4.05 3.39 3.31

More than 50 years 61 192 4.10 3.96 4.03 3.47 3.44

Educational level 0.017 * * 0.047 *

Higher university level
or more

67 212 4.04 3.93 4.02 3.41 3.47

Lower university level 21 68 3.89 3.97 4.11 3.29 3.33

Vocational school or less 12 37 4.33 3.97 4.05 3.71 3.20

Sector <0.001 <0.001 <0.001 <0.001 <0.001

Combined social welfare
and health care

38 123 4.22 4.13 3.79 3.55 3.59

Health care 12 39 4.54 3.72 3.77 3.79 3.73

Social welfare 11 37 3.95 4.25 3.84 3.28 3.51

Education services 39 127 3.77 3.74 4.53 3.22 3.09

Amount of population in the
municipality

* 0.001 0.002 * *

Under 4000 inhabitants 29 94 4.08 4.15 4.21 3.44 3.60

4000–15,000 inhabitants 44 144 4.08 3.95 4.10 3.45 3.35

More than 15,000
inhabitants

27 89 3.95 3.72 3.79 3.39 3.33

aOne-way ANOVA (a paired comparison test: Scheffe). *p > 0.05.
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welfare 52%, for special health care 58% and for men-
tal health and substance abuse services 51%.

About 82% of the managers thought that cooperation
with primary health care worked fairly or very well.
The corresponding proportion for education services
was 81%, social welfare 78%, special health care
51% and mental health and substance abuse ser-
vices 50%.

Some differences in the associations of participants’
background factors and perceptions of the functionality
of cooperation were statistically significant, but the dif-
ferences varied slightly across service sectors, as
shown in Tables 1 and 2. Employees under 40 years
of age thought the cooperation with employees working
in social welfare and education services functioned
more poorly than did older employees. The proportion
of employees aged more than 50 years was higher
in health care than in other sectors [χ2(6) = 29.1,

p < 0.001]. Highly educated employees thought the
cooperation with employees working in primary health
care functioned more poorly than did less-educated
employees, though they thought the cooperation with
employees working in education services worked bet-
ter than did less-educated employees. The proportion
of employees with at least a higher university degree
was greater in education services than in other sectors
[χ2(6) = 125.4, p < 0.001].

Employees working in a managerial position at the
operational level thought the cooperation with employ-
ees working in primary and special health care func-
tioned more poorly than workers who did not work in
a managerial position. Managers under 40 years of
age thought the cooperation functioned more poorly
with employees working in special health care than
older managers. Highly educated managers thought
the cooperation functioned more poorly with employees
working in primary and special health care than did
less-educated managers.

Both employees and managers working in any sector
thought the cooperation functioned best with employ-
ees working in their own service sector as opposed to
with employees of other sectors. Employees thought
the cooperation functioned better with employees work-
ing in social welfare in rural areas than in urban areas.
On the other hand, managers thought that cooperation
with employees working in social welfare and educa-
tion services in municipalities with under 4000 inhabi-
tants functioned better than in larger ones.

Awareness of services
Nearly one fifth (18%) of employees thought their
awareness of services for children and families to be
rather poor or poor. The corresponding percentage
among managers was 6%. Employees’ awareness of
services was associated with cooperation in all sectors:
good awareness of services was related to perceptions
of good cooperation (Table 4). Respectively, the man-
agers’ good awareness of services was associated
with perceptions of good cooperation in social welfare
and education services as well as in mental health
and substance abuse services (Table 5). There was
no difference in the awareness of services according
to employees’ or managers’ background factors.

Structures supporting cooperation
As expected, managers thought that the structures
supporting cooperation in providing services to children
and families were best realised within sectors and
worst realised between municipalities. There were
more structures in municipalities with more than 15
000 inhabitants supporting cooperation within the sec-
tor than in municipalities with under 4000 inhabitants
[χ2(2) = 22.0, p < 0.001]. The structures supporting

Table 3. Main study variables, number of items and Cronbach's
alphas

Employees
(n = 457)

Managers
(n = 327)

Study variables Items Alpha Items Alpha

Functionality of cooperation

Primary health care 13 0.93 1 –

Social welfare services 8 0.84 1 –

Education services 7 0.83 1 –

Special health care 2 0.76 1 –

Mental health and substance
abuse services

2 0.58 1 –

Awareness of services 14 0.88 8 0.86

Structures supporting cooperation

Within sector – – 19 0.85

Between sectors in
municipalities

– – 19 0.83

Between municipalities – – 19 0.88

Agreed cooperation practices

Agreement on shared goals 5 0.81 5 0.81

Agreement on joint practices 5 0.82 5 0.76

Commitment to common goals 5 0.81 5 0.79

Formation of joint services 5 0.81 5 0.81

Flow of information 5 0.80 5 0.79

Agreement on monitoring and
evaluation

5 0.88 5 0.81

Barriers to cooperation

Work culture and attitudes 6 0.87 6 0.84

Management practices 7 0.90 7 0.88

Environmental factors 3 0.63 3 0.57

Lack of resources 3 0.74 3 0.73
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Table 4. The functionality of cooperation and related factors in different sectors according to employees (n = 457)

Cooperation in different sectors

Primary
health care

Social welfare
services

Education
services

Special
health care

Mental health and substance
abuse services

p Value p Value p Value p Value p Value

Related factors % n Meana Mean Mean Mean Mean

Awareness of services <0.001 <0.001 0.014 0.001 0.002

Rather good or good 82 362 4.21 3.94 4.31 3.78 3.68

Rather poor or poor 18 79 3.85 3.46 4.07 3.31 3.16

Agreed cooperation
practices

Agreement on shared goals 0.033 0.001 <0.001 * *

Poorly/moderately 81 351 4.12 3.80 4.22 3.70 3.61

Very well 19 85 4.28 4.10 4.48 3.80 3.57

Agreement on joint
practices

* 0.001 0.025 0.013 *

Poorly/moderately 80 339 4.12 3.79 4.23 3.67 3.60

Very well 20 82 4.27 4.10 4.40 3.95 3.60

Commitment to common
goals

0.003 <0.001 0.004 0.001 *

Poorly/moderately 74 310 4.09 3.76 4.21 3.63 3.55

Very well 26 108 4.30 4.11 4.41 3.97 3.75

Formation of joint services <0.001 <0.001 <0.001 <0.001 *

Poorly/moderately 76 317 4.07 3.77 4.18 3.63 3.54

Very well 24 99 4.37 4.15 4.51 4.04 3.76

Flow of information 0.003 0.001 0.021 <0.001 0.016

Poorly/moderately 84 354 4.11 3.80 4.23 3.64 3.56

Very well 16 69 4.35 4.13 4.41 4.15 3.83

Agreement on monitoring
and evaluation

0.038 0.001 0.010 * *

Poorly/moderately 84 350 4.12 3.79 4.22 3.68 3.57

Very well 16 64 4.29 4.13 4.43 3.96 3.72

Barriers to cooperation

Work culture and attitudes <0.001 <0.001 0.002 0.028 0.046

Only little 74 330 4.22 3.95 4.32 3.78 3.67

Moderately/much 26 114 3.93 3.58 4.12 3.53 3.40

Management practices <0.001 <0.001 <0.001 * <0.001

Only little 62 274 4.27 4.05 4.39 3.79 3.74

Moderately/much 38 170 3.94 3.54 4.08 3.60 3.38

Environmental factors 0.009 <0.001 0.046 * 0.002

Only little 53 234 4.22 4.02 4.33 3.80 3.76

Moderately/much 47 210 4.06 3.68 4.21 3.62 3.44

Lack of resources 0.001 <0.001 <0.001 * 0.004

Only little 35 154 4.28 4.08 4.41 3.80 3.81

Moderately/much 65 286 4.07 3.73 4.20 3.67 3.51

aIndependent samples t-test, *p > 0.05.
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Table 5. The functionality of cooperation and related factors in different sectors according to managers (n = 327)

Cooperation in different sectors

Primary
health care

Social welfare
services

Education
services

Special
health care

Mental health and substance
abuse services

p Value p Value p Value p Value p Value

Related factors % n Meana Mean Mean Mean Mean

Awareness of services * <0.001 0.042 * 0.008

Rather good or good 94 303 4.06 4.00 4.08 3.44 3.45

Rather poor or poor 6 20 3.90 3.15 3.70 3.32 2.89

Structures supporting
cooperation

Within sector * * * * *

Only little/moderately 61 193 4.08 3.93 4.02 3.47 3.47

Much 39 125 3.98 3.96 4.10 3.38 3.36

Between sectors in
municipalities

* 0.012 0.039 * *

Only little/moderately 81 251 4.00 3.88 3.99 3.41 3.36

Much 19 60 4.17 4.17 4.25 3.50 3.58

Between municipalities * 0.012 * * *

Only little/moderately 88 270 4.04 3.90 4.02 3.44 3.40

Much 12 35 4.06 4.26 4.21 3.38 3.46

Agreed cooperation practices

Agreement on shared goals * * 0.020 * *

Poorly/moderately 79 252 4.01 3.90 3.99 3.42 3.41

Very well 21 67 4.14 4.11 4.25 3.44 3.41

Agreement on joint
practices

* * 0.001 * *

Poorly/moderately 79 249 4.01 3.93 3.96 3.40 3.42

Very well 21 67 4.14 3.98 4.34 3.49 3.39

Commitment to common
goals

0.020 * 0.010 * *

Poorly/moderately 70 217 3.97 3.91 3.96 3.35 3.38

Very well 30 94 4.19 4.00 4.23 3.55 3.47

Formation of joint services 0.033 0.007 0.037 * *

Poorly/moderately 72 223 3.97 3.86 3.97 3.36 3.39

Very well 28 89 4.17 4.13 4.19 3.53 3.45

Flow of information 0.034 0.045 <0.001 0.033 0.043

Poorly/moderately 79 249 3.99 3.89 3.95 3.36 3.35

Very well 21 65 4.21 4.11 4.35 3.62 3.62

Agreement on monitoring
and evaluation

0.018 * 0.036 0.044 *

Poorly/moderately 86 267 3.99 3.91 4.00 3.38 3.37

Very well 14 45 4.28 4.09 4.28 3.65 3.63

Barriers to cooperation

Work culture and attitudes * * * * 0.027

Continues
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cooperation between sectors in municipalities and
between municipalities were associated to some extent
with well-functioning cooperation (Table 5). The evalua-
tion of highly educated managers was that there were

more structures supporting cooperation between sec-
tors in municipalities [χ2(2) = 7.4, p=0.025] than was
assessed by less-educated managers.

Agreed cooperation practices
Commitment to common goals was for both employees
and managers the most frequently agreed cooperation
practice. The second most common practice in both
groups was the formation of joint services. Employees’
and managers’ perceptions differed from each other
regarding the prevalence of the flow of information.
Managers more than employees thought the informa-
tion flow were better (Table 6).

Agreed cooperation practices were associated with
employees’ perceptions of cooperation, particularly in
education and social welfare services and primary
health care. All six measured working practices that
were assessed to be working very well were related
to perceptions of good cooperation. Particularly, an
assessment of working very well in regard to informa-
tion flow, commitment to common goals and formation
of joint services were associated with well-functioning
cooperation in nearly all sectors (Table 3). According
to employees in municipalities with under 4000 inhabi-
tants, the flow of information worked better than in
municipalities with more than 15,000 inhabitants
[χ2(2) = 6.4, p = 0.042]. In rural areas, the commitment
to common goals [χ2(1) = 5.1, p = 0.026] and agree-
ment on monitoring and evaluation [χ2(1) = 4.2,
p = 0.042] were evaluated to be more significant than
in urban areas. The educational level of employees

Table 5. (Continued)

Cooperation in different sectors

Primary
health care

Social welfare
services

Education
services

Special
health care

Mental health and substance
abuse services

p Value p Value p Value p Value p Value

Related factors % n Meana Mean Mean Mean Mean

Only little 87 278 4.06 3.97 4.06 3.43 3.46

Moderately/much 13 40 3.87 3.72 3.89 3.37 3.11

Management practices * * * * 0.043

Only little 84 266 4.08 3.98 4.08 3.45 3.46

Moderately/much 16 52 3.86 3.73 3.85 3.28 3.17

Environmental factors 0.007 * * * 0.026

Only little 77 245 4.10 3.97 4.06 3.45 3.48

Moderately/much 23 73 3.83 3.86 3.97 3.32 3.20

Lack of resources * * * * *

Only little 40 127 4.13 3.93 4.07 3.31 3.48

Moderately/much 60 189 3.98 3.95 4.02 3.49 3.35

aIndependent samples t-test, *p > 0.05.

Table 6. Agreed cooperation practices of services for children and
families from employees’ (n = 457) and managers’ (n = 327)
viewpoints

Employees Managers ComparisoncAgreed
cooperation
practicesa Mean (SDb) Mean (SDb) t Value p Value

Agreement on
shared goals

3.10 (0.90) 3.15 (0.86) −0.67 ns

Agreement on
joint practices

3.10 (0.90) 3.17 (0.82) −1.05 ns

Commitment
to common
goals

3.38 (0.78) 3.43 (0.79) −0.97 ns

Formation of
joint services

3.36 (0.76) 3.36 (0.77) 0.05 ns

Flow of
information

3.10 (0.77) 3.24 (0.76) −2.42 0.016

Agreement on
monitoring
and
evaluation

2.93 (0.96) 2.95 (0.91) −0.22 ns

aEach subscale was evaluated within sector, between sectors
in municipality as well as with third-sector actors and private
service providers.
bStandard deviation.
cIndependent samples t-test.

This article is published in a peer reviewed section of the International Journal of Integrated Care 10

International Journal of Integrated Care – Volume 13, 2 December – URN:NBN:NL:UI:10-1-114757 – http://www.ijic.org/

http://www.ijic.org/


was related to some agreed cooperation practices.
Highly educated employees more than less-educated
employees thought that the agreement on joint prac-
tices [χ2(2) = 9.5, p = 0.009], flow of information [χ2(2)
= 8.5, p = 0.015] as well as agreement on monitoring
and evaluation [χ2(2) = 10.9, p = 0.004] worked better.

Managers’ perceptions of agreed cooperation prac-
tices were associated with perceptions of cooperation,
particularly in education services. All six measured
working practices that were assessed to be working
very well were related to well-functioning cooperation.
Agreed cooperation practices and particularly flow of
information were related to good cooperation in all sec-
tors (Table 4). In municipalities with under 4000 inhabi-
tants, the formation of joint services worked better than
in municipalities with more than 15,000 inhabitants
[χ2(2) = 6.6, p = 0.036]. Highly educated managers
were more likely than less-educated managers to
assess that the formation of joint services did not
work so well [χ2(2) = 6.9, p = 0.032]. Managers aged
40 years or less thought more than managers aged
over 40 years that an agreement on monitoring and
evaluation worked well [χ2(2) = 7.9, p = 0.019]. Man-
agers thought that the agreements on joint practices
worked better in education than in other sectors [χ2(3)
= 9.0, p = 0.030].

Barriers to cooperation
Both employees and managers thought that the most
frequent barrier to cooperation was lack of resources.
However, their perceptions differed from each other in
regard to the prevalence of different barriers. Employ-
ees were more likely than managers to think that bar-
riers occurred more frequently in work culture and
attitudes, management practices and environmental
factors. There was no difference between groups in
regard to the lack of resources (Table 7).

Based on the employee responses, all the measured
barriers to cooperation were associated with percep-
tions of cooperation in all sectors, excluding special
health care. The cooperation was thought to function
fairly or very good if there were few barriers to coopera-
tion compared to a situation in which there were a mod-
erate or large number of barriers (Table 4). Employees
in municipalities of more than 15,000 inhabitants thought
that the lack of resources was a more common barrier to
cooperation than was thought by those in municipalities
with under 4000 inhabitants [χ2(2) = 13.4,
p = 0.001]. The lack of resources was also a more com-
mon barrier to cooperation in urban areas than rural
ones [χ2(1) = 5.6, p = 0.021].

Based on responses from managers, the barriers to
cooperation were associated with perceptions of coop-
eration particularly in mental health and substance
abuse services. The cooperation was thought to func-
tion more poorly if there were a moderate or large num-
ber of barriers to cooperation compared to a situation in
which there were few barriers. A lack of resources for
cooperation was not related to perceptions of coopera-
tion in any sector (Table 5). There was also no differ-
ence based on their background factors between the
managers in their perceptions of barriers.

Discussion

The study used a survey to assess employee and man-
ager views on the functionality of cooperation in provid-
ing services for children and families in the
municipalities, with consideration of both operational
and strategic aspects. Employees and managers
thought that cooperation worked well with primary
health care and education services and from the man-
agers’ perspective also with social welfare services.
More critical perceptions were found concerning coop-
eration with special health care and mental health and
substance abuse services. In the latter-mentioned ser-
vices, cooperation often crosses several organisational
boundaries, which often makes cooperation particularly
challenging [3,6]. In addition, mental health and sub-
stance abuse services in particular have been orga-
nised in diverse ways in the Finnish municipalities
[11,12]. Well-functioning cooperation at the operational
and strategic level was related to good awareness of
services and to agreed and well-functioning coopera-
tion practices with few barriers to cooperation.

Functionality of cooperation
Younger and highly educated employees and man-
agers were more critical of the functioning of coopera-
tion than older- and less-educated respondents.
Those who are young and highly educated may have
higher expectations and demands for the cooperation,
which would be reflected in a more critical attitude.

Table 7. Barriers to cooperation of services for children and families
from employees’ (n = 457) and managers’ (n = 327) viewpoints.

Employees Managers Comparisonb

Barriers to
cooperation Mean (SDa) Mean (SDa) t Value p Value

Work culture and
attitudes

2.40 (0.82) 2.08 (0.70) 5.67 <0.001

Management
practices

2.68 (0.88) 2.23 (0.74) 7.62 <0.001

Environmental
factors

2.79 (0.91) 2.26 (0.78) 8.56 <0.001

Lack of
resources

3.10 (0.96) 3.02 (0.92) 1.13 ns

aStandard deviation.
bIndependent samples t-test.
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Employees working in a front-line managerial position
at the operational level had more critical perceptions
of the cooperation than those employees not working
as managers. A front-line managers’ role in implement-
ing and enabling cooperation is essential, because
responsibility to enable the cooperation rests mainly
on their shoulders. Front-line managers are often
expected to handle the task of cooperation on their
own with only poor support from their top managers
[3]. Fully committed top-level and front-line manage-
ment is important, so that professionals are able and
motivated to cooperate with other organisations
[3,8,20]. The task of management is to build trust and
overcome territorial thinking [6].

As expected, in all sectors the cooperation was evalu-
ated as functioning best when it involved employees
working in the same sector as opposed to working
with those of other sectors. Structures supporting coop-
eration, such as multi-disciplinary working groups and
agreed practices, help to promote multi-sectoral coop-
eration. However, in respect of services for children
and families, these have been created more frequently
within sectors than between sectors or municipalities
[9]. According to Ødegård [28] professionals collabo-
rate more with professionals from their own organisa-
tion than with professionals of other services.

Structures supporting cooperation
Structures supporting cooperation were only to some
extent associated with well-functioning cooperation. In
Finland, the most common structures supporting coop-
eration for services for children and families are shared
training sessions and projects, teams of experts and
multidisciplinary work groups. It is far less common to
have joint management groups or named persons
responsible for cross-sectoral administrative matters
[9]. According to Axelsson and Axelsson [15], the
most successful forms of interorganisational collabora-
tion in public health are stable multidisciplinary teams
where the members know and trust each other, work
closely together and have similar interests and goals.
There is a clear pressure to move towards more strate-
gic levels of collaboration in order to deliver more inte-
grated children services. Too often the establishment
of a collaborative structure is mistaken for the realisa-
tion of collaborative activity [2]. However, according to
Katz and Hetheringtom [1], with cooperation, very dif-
ferent structures can work effectively.

Awareness of services
A good awareness of services was related to well-func-
tioning cooperation in all sectors. However, one in five
employees’ awareness was poor or rather poor. Insuffi-
cient knowledge of other’s activities or available ser-
vices has been found to be a barrier to cooperation in

children’s services [6,20,21]. In Finland, the heads of
sectors are familiar with the services of other corre-
sponding sectors, while the services of sectors in differ-
ent fields and local services provided by private and
voluntary organisations are less well known [9]. In any
case, poor communication has been found to be a bar-
rier to cooperation [1,2,4,18,22]. On the other hand,
multi-agency working has shown to increase knowl-
edge, understanding, and trust, as well as to improve
relationships and communication between organisa-
tional units [18,19].

Cooperation was considered to function somewhat bet-
ter in smaller rural municipalities than in large cities.
This raises particular challenges concerning coopera-
tion as Finnish municipal reforms aim to create
larger municipalities and units for service production
[11,12,14]. In small municipalities, the services of differ-
ent sectors are often physically close to each other, so
the implementation of cooperation may be more easily
realised than in larger municipalities. Services that are
physically located at a distance from each other can
be a significant barrier to cooperation [21]. In addition,
matching geographical and administrative boundaries
between separate service sectors and authorities act
to promote cooperation [7].

Agreed cooperation practices
When agreed cooperation practices were seen to func-
tion very well, this was associated with evaluations that
the cooperation in general functioned well. A well-work-
ing information flow was also a particularly significant
factor for successful cooperation. The importance of a
flexible information flow as part of successful coopera-
tion has also been identified in previous studies [3]. In
Finland, there are more agreed cooperation practices
within sectors than between sectors or municipalities.
Practices are most frequent in the social welfare and
health care sectors. On the other hand, the education
sector has been most active in making cooperation
agreements with the voluntary sector and private
service providers [9].

Barriers to cooperation
Barriers in work culture and attitudes, management
practices and environmental factors were associated
with perceptions of poor cooperation. Corresponding
barriers have also been identified in earlier studies
[3,6,15]. An absence of clear leadership and a lack of
support from upper management have been revealed
as particularly damaging [18]. A lack of resources was
also related to these perceptions among employees,
but not among managers, although both groups
thought the lack of resources was the most common
barrier to cooperation. Insufficient resourcing, in terms
of funding, staffing and time, has been identified as an
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important barrier to cooperation in earlier studies
[1,3,4,18,22]. According to Katz and Hetheringtom [1],
adequate resources and time for both formal and infor-
mal communication between practitioners from differ-
ent agencies and professions are a priority for making
cooperation and integration work.

Employees’ and managers’ perceptions
From both the perspective of operational and strategic
aspects, the cooperation was challenging if you have
to cross organisational boundaries. From both employ-
ees’ and managers’ viewpoints, the cooperation func-
tioned well within their own sector and this was
related to a good awareness of services and agreed
cooperation practices. However, employees more
than managers thought that the barriers were signifi-
cant to the functioning of cooperation. On the other
hand, employees were more critical than managers in
regard to barriers and cooperation practices: employ-
ees thought that there were more barriers to coopera-
tion and poorer realisation of agreed cooperation
practices in municipalities.

Employees and managers have different perspectives:
employees arrive at their evaluations from the opera-
tional and patient-work level, whereas managers
mainly from the strategic level [5,18]. On the opera-
tional and patient-work level, issues may show them-
selves in different ways and particularly in different
organisational units. A manager’s operating environ-
ment may be more coherent than employees, and
includes, for example, budgeting. Instead, employees’
operating environment is highly variable due to the
diversity of needs of children and families. Practitioners
have experienced that working together over services
for children within complex and ever changing practice
and policy contexts is extremely challenging [27].
The professionals have acknowledged the importance
of multi-agency and multi-professional working in chil-
dren’s services in principle, but in practice it may be
stressful [7] and related to increased workload [18,19].

Given the conceptual framework of integration [15] in
children and family services in Finnish municipalities,
cooperation is mainly voluntary cooperation or colla-
boration with a high degree of horizontal integration.
Coordination with a high degree of vertical integration
occurs less often because most of the organisations
involved do not belong to a common management hier-
archy. Further research is needed on interventions that
promote cooperation and integration between health
care, social welfare and education services, as well
as with private and voluntary organisations; the use of
controlled study designs is essential but challenging
to implement in an organisational context. It is neces-
sary to evaluate the efficiency and outcomes of

interventions from the perspectives of children, par-
ents, professionals, managers and policy
makers [18,19].

Strengths and limitations

The surveys were carried out in municipalities from
across the whole of mainland Finland. The power ana-
lysis showed that the data were adequate in relation to
the methods of analysis. For the development and test-
ing of survey measures, a multidisciplinary expert
panel, employee focus group interviews and individual
interviews with managers were used; questionnaires
were pre-tested. The face-validity of measures was
assessed to be good, as the measures were found to
be suitable for studying children and family services in
municipalities. Possible processing errors were mini-
mised by checking the data of any abnormal values
before carrying out the statistical analysis.

For both data sets the response rates (37% and 33%)
were relatively low, which is quite common in municipal
surveys. However, in the employee data, responses
were received from municipalities of different sizes,
which provided for good representation (see Table 1).
In regard to the manager data, the response and non-
response municipalities were compared according to
information provided by national municipal records so
as to minimise error and bias. In respect to most of
the municipalities (85%), responses were received
from at least one service sector. No statistically signifi-
cant differences were found based on the size of the
municipality, the municipal financial situation, or the
organisational structure of services for children and
families.

The findings are based on data from a cross-sectional
study design which precludes any interpretation of cau-
sal effects. Results are based on self-report measures
that may lead to a social desirability response bias or
misunderstandings concerning survey questions.
However, the questionnaires were answered anon-
ymously and municipality-specific results were not pub-
lished. It is also necessary to take into account that
health care and education services had a high propor-
tion of respondents and they rated themselves quite
high concerning the functionality of cooperation.
So these services may have come out better than
other less-represented services. Moreover, data were
collected only from Finnish municipalities, and so for
these reasons, any generalisation of the results beyond
these samples should be done with some caution.

Conclusions

Cooperation in providing services for children and
families in Finnish municipalities works better with
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employees working in primary health care and educa-
tion services than with those in social welfare, special
health care, or mental health and substance abuse ser-
vices. From both the perspective of operational and
strategic aspects, cooperation works well within one’s
own sector, with well-functioning cooperation asso-
ciated with good awareness of services and implemen-
tation of agreed cooperation practices. Implementing
cooperation between sectors and beyond organisa-
tional boundaries remains challenging. However,
employees more than managers thought there were
more significant barriers to well-functioning coopera-
tion. Employees are also more critical than managers
concerning the occurrence of barriers and the agreed
cooperation practices.

When promoting cooperation it is important to pay par-
ticular attention to the perceptions of young and highly
educated employees and managers on factors related
to cooperation as well as to those employees who
work in a managerial position at the operational level.
It is crucial that both own-sector services and services
for children and families provided by other sectors in
municipalities are well-known among employees and
managers. Thus, service processes can be designed
to be flexible and customer-oriented, while taking into
account the needs of children and families.

To enhance cooperation in municipalities and services
for children and families a change in management cul-
ture is needed. The focus should be on family-oriented
service delivery, as well as a good availability and
accessibility of services for children and families. It is
necessary to pay attention to children and families’
involvement and abilities to influence social issues in
services and municipalities. Well-functioning coopera-
tion between different service providers enables a
more effective allocation of resources and eliminates

duplication of services, which could bring about finan-
cial savings.

Successful cooperation also requires structures that
support cooperation, such as well-functioning agreed
cooperation practices and an overcoming of barriers
to cooperation such as a lack of resources and pro-
blems of management practices. These results can
be utilised in developing customer-oriented cross-sec-
tor services for children and families.
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