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ABSTRACT

Background and aim: The aim of this thesis has been to shed lightamehcare
patients, their problems and comprehensive cacdetrenfamily physicians’
experiences of providing medical treatment for haane patients.

Material and methods: One quantitative study (resulting in two articles)n a
suburban city area in 1996 concerning one thitth@ipatients receiving home care by
district nurses (DNs) (n=116). Information on tlaignts, their problems and
comprehensive care was collected from several ssu@ne qualitative study used
grounded theory methodology (GTM) (resulting in tarticles). Data were collected
through semi-structured interviews with 13 SwedhBls concerning one of their
patients with home care by a DN, and the treatrokthtis patient.

Results: A typical patient with home care by DNs was areokingle woman with
multiple diseases and functional problems. Mang paoviders were involved in her
comprehensive care including both home help staffreospitals. Several different
physicians were often involved. The patients uguadlited the FP at the health centre
(HC) on average twice a year, but not all patiergged their FP in a year. Many FPs’
measures were undertaken without a visit. The matiproblems influenced the FP’s
ability to remain in charge of the medical treatm@atients with reduced functional
ability and patients who wanted to manage on th&ir did not provide information
and many could not handle their own treatment.Ha@sto rely on the DNs, who saw
the patients on average once a week or every ok, for information and help with
home care medical treatment. When patients had learopnditions or did not comply
with recommendations it was hard to make adequetisidns on the goal of the
medical treatment. FPs had to rely on close obgervand follow-up by the DNs for
information as a basis for constant evaluatiomefgoal. The DNs’ working
conditions, attitudes and the type of disease dtieqt had determined whether or not
the grounds for relying on the DNs were adequdte.APs took either the role of a
medical conductqrretaining the initiative in the medical treatmeartthe role of a
medical consultanieaving the initiative to the DNs. One FP cowalkle different roles
in different situations. Which role the FP choseves forced to take depended on their
working conditions, attitude and the type of dige&onditions for providing home
care medical treatment are good enough when therdaquate grounds for relying on
the DNs and problematic when there aren’t, regasdé the role taken by the FP.
Conclusion: Due to the problems of home care patielfBs’ consultations with the
patient cannot provide the usual foundation for ice@dlecisions. They have to be able
to rely on information and collaboration with th&l®in home care medical treatment,
much like the collaboration in a hospital ward.cdmductors, FPs detect when
conditions are problematic and when no adequatengsofor relying on the DN exist.
As consultants, however, they will not detect iradge grounds as they will receive
little or no information from the DNs. In orderstay in charge of the medical
treatment as consultants, the FPs’ working condtimust allow them to know if
adequate grounds for relying on the DNs exist. HIRg' working conditions must also
allow them to be conductors when necessary. Theransive care of home care
patients includes many different care providers, ljge a hospital ward, but without its
geographical, organisational and temporal unitgnéland routines to support
collaboration is needed and all care providers ne&dow when they are responsible.
Key words: Primary health care, home care, general practitjdamily physician,
district nurse, specialised medical care, redugadtional capacity, collaboration




The essential element in civilisation is the ethpeafecting of the individual as well as society.
At the same time, every spiritual and every maltetep forward has significance for
civilisation. The will to civilisation is, then, ¢huniversal will to progress that is conscious of
the ethical as the highest value. In spite of tleaigmportance we attach to the achievements
of science and human prowess, it is obvious thigtahumanity that is striving for ethical ends
can benefit in full measure from material prograsd can overcome the dangers that
accompany it........ " Albert Schweitzer (Out of tifg and thought: an autobiography p 148)
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LIST OF ABBREVIATIONS AND DEFINITIONS

ABBREVIATIONS

ADL Activities of Daily Living

DN District nurse

GP General practitioner used in paper |, Il

FP Family physician used in paper Ill, IV and tiissis

PHC Primary health care

HC Health centre in primary health care, used pepdV and this thesis
GTM Grounded theory methodology

DEFINITIONS USED

District nurses: District nurses, nurses without specialised trgréis DNs and
assistant nurses under the supervision of theatistirses in Swedish primary care
home nursing/home care by DNs. DNs are referredoirses in primary health care
(PHC)in paper | and Il and atistrict nurses (DNsh paper IlI, IV and this thesis.

Family physician: Family physicians (FPs) in Swedish primary carespexialists in
family medicine and responsible for the medicatiment of patients with home care
who are registered with them. They are referregstgeneral practitioners (GPsh
paper | and Il and gamily physicians (FPsh paper I, IV and this thesis.

Home care by district nurses:Home care performed on a regular basis by DNs in
primary care is a well-known form of home care we8en. It is referred to gsimary
care home nursingn paper | and Il and d®ome care by DNis paper lIl, IV and in
this thesis.

Home care patients:Patients receiving home care by DNs

Home help servicesin Sweden, the municipalities are responsible foviging home
help and support with ADL for those who needHibme-help organisatiarThe
organisation that delivers home help services. Hoehg organisers organise and
provide home help servicadome helpandhome help staffThe people who deliver
care at home. These are people who do not nedgssare medical training or any
special training. They are sometimes called hong greviders Needs assessment
officers A social worker that assesses the need for andrtiount of subsidised home
help and other forms of subsidised support a pessitndecreased functional capacity
can get from the municipalities.

Hospital-at home: Hospital at homeas medical care in the home performed by a multi-
professional team with a physician in charge. Rtiwith this care were not included,
but some patients in paper | and Il had had thi® fof care during the study year.

Specialised medical careSpecialised medical care is medical care outsigeiofary
health care, often performed at hospitals or ipatignt clinics.



1 INTRODUCTION
1.1 DEFINITION OF HOME CARE PROVIDED BY DISTRICT NURSES

It was difficult finding a definition of home caprovided on a regular basis by DNs in
primary care. Though this form of care is well kmow Sweden it had no Swedish
standardised definition (or an internationally guted definition) at the end of the
twentieth and the first years of the twenty-firshtury when these studies were carried
out.

According to the Swedish National Board of Healild &velfare, home health care in
Sweden today is defined as:

‘Health care when it is provided in the patiengsidence or the equivalent and where
the responsibilities for the medical procedurescardinuous over time. Home health
care shall have been preceded by care planningifijever, home health care,
including home care by DNs, is defined differemtiydifferent parts of Sweden. There
are no national statistics on home care by DNslaadounty councils and the
municipalities register care in different ways, magkit even more difficult to compile
national statistics. Thus, there is no way to kinmw many patients in Sweden are
registered as home care patients, what problergshtinge or what care and treatment
they receive. A recent study of home care estimi@d?50,000 people received home
health care in 2007 [2]. As described above, tblpms in home care not only depend
on the patients’ needs but also on how societymsga health and social care [3].

In 2003 three researchers from Lund, Sweden [#dthat ‘In spite of the fact that
home care has grown considerably during the lasy&ars, and will continue to grow
even more in the future, home care as a phenonsra concept is not clearly
defined.’(p. 860 [4]). By reviewing empirical liglure on home care they were able to
find a description of home care as a phenomenon.

‘Home care as a phenomenon was the care providguldigssionals to people in their
own homes with the ultimate goal of not only cdmiting to their life quality and
functional health status, but also to replace htzmare with care in the home for
societal reasons; home care covered a wide rangetofities, from preventive visits to
end-of-life careg(p. 861 [4])

This definition, when delimited to home care pr@ddy DNSs, is what best describes
the form of care of the patients included in thiglg.

1.2 THE PATIENTS IN HOME CARE

The majority of patients in home care are eldenlg ean be described as people with

multiple diseases and functional problems [5-1@pximately 12 per cent of all

elderly people living at home required some typbaahe health care [8]. Palliative

care can also be part of home care by DNs [11].dHseription of the patients in home

care reveals that they should be highly prioritigedording to priority commission

(1993) that stated that the highest priority shdagdjiven to:

A. ‘Care and treatment of diseases that are life tiangzy. Care and treatment of

diseases that, if untreated, lead to permanentlaigaconditions or premature
death.’



B. ‘Care and treatment of severe chronic diseasd&tiR@ care at the end of life.
Care and treatment of people with reduced autorigmy30 [12])

The growing number of elderly patients [13] withltiple diseases and reduced
functional capacity [14] increases the need toystual develop processes that can
handle their complex care needs and medical tredtiman effective and safe way
[15]. Also the changes in the health and socia sgstem to meet increasing demands
without increasing financial means has led to astier of more responsibilities to
patient, family and friends and often moved the@laf care out of the hospital,
increasing the need for home care and for moreraa@ebhome care [2, 16-18]. Thus
there is a need to study the processes in homéncarder to provide a basis for
development of the conditions for providing medicaatment for home care patients.

1.3 DEVELOPMENT INFLUENCING HOME CARE BY DNs
1.3.1 Early development

Traditionally, in Sweden as elsewhere, the eldanly disabled were cared for by their
families. ‘The poorhouse’ was the alternative fayse who were too poor or disabled
to support themselves and who had no family to kftér them. In Catholic countries
the convents and monasteries played an importinirréhe care of sick people. The
women in the family were generally responsiblenf@dical care. In earlier periods, lay
midwives and women with nursing experience and kedge of medically effective
herbs played an important role [19].

Physicians were few and worked mainly in the citigsas early as the beginning of
the eighteenth century the Swedish governmentrsiuted a system of public health
care physicians but for a long time this was a Viemied resource. At the beginning of
the twentieth century there were still only 400 sibians in the whole country who
worked in the area of public health care outsideaspitals, corresponding to fewer
than one physician per 10,000 inhabitants [19, 20].

Opportunities for elderly people to receive goorka home differed according to
socio-economic status. A study of living conditimamducted in 1930 showed that 25
to 60 per cent of elderly people living in the Swgadccountryside lived with their
children Approximately 43 per cent of middle-class eldepple in the city of Lund

in southern Sweden lived with their children, 3% @ent with a servant, and 18 per cent
lived alone. Among labourers, approximately 40qat lived with their children, two
per cent with a servant, and 32 per cent livedea[@f).

1.3.2 Development after the war

Expansion of acute-care hospitals had already begtine beginning of the twentieth
century and increased after the Second World WiaceShe 1940s social
developments have resulted in society taking cegpansibilities for people in need of
help. Special housing and nursing homes for peugeling general or medical care
were built and subsidised home help service wasldped. Hospitals and clinics for
long-term medical care were established duringd6@g, 1970s and the beginning of



the 1980s [18, 21, 22]. This is also the periodmmere women began working
outside the home, thereby changing one of the Gondifor home-based care.

Since 1963 the county councils have been respengibboth hospital care and PHC,
and the first period of PHC expansion coincidedhwibspital expansion in the 1970s.
HCs were established with two or more FPs, ofteéhénsame building as units for
long-term care. During the 1980s, PHC staff ineeddsrther and came to include not
only FPs and DNs, but also assistant nurses, agestphysiotherapists and
occupational therapists. The FP and the DN becamityjresponsible for the patients
in a district, and teamwork was developed to prencobperation, especially in the
home care of patients[21].

Nursing the sick in their homes had always beeartigh the work of DNs [23], just as
home visits had been included in the duties of[2Bs The establishment of HCs and
the emphasis on cooperation among different health professions and the social
services seem to have been prerequisites for tredagenent of home care as an
alternative to institutional care, especially foe thronically ill.

1.3.3 Development during the last decades

The last decades of the twentieth century and fiahsaw a reduction in the number of
hospital beds, a trend found in many Western casit6, 24].

From 1993 to 2007 the number of hospital beds iad&n decreased by 45 per cent
and the number of days in hospital care for patiaged 65 or older decreased by 40-
42 per cent (number of days in hospital/100,00@ktiants) [24]. In 2005 Sweden was
the country with the highest share of inhabitagtsda80 or older and the lowest share
of hospital beds for the whole population (2.2 @00 inhabitants) compared to other
western countries [25]. This resulted in medicaé@nd treatment previously provided
in hospital now being provided as outpatient careoone care. Thus the number of
people in need of home care medical treatment by iDBteased, as did the need for
physician involvement. Simultaneously there wakift & the way the municipalities
granted social support in the form of institutiohatls in special housing. Only people
with significantly reduced functional ability wenew granted a bed in special housing,
which increased the number of very disabled eldezlyple living at home. This in
combination with an ageing population with a greatsed for medical care increased
the demands for home care and for more advanced bara procedures [2, 16, 26-
32]. The development has also increased the owsalhnds on FPs [3, 29, 33, 34].

As the demands on the FPs and DNs in PHC and haraencreased, several other
changes affected the conditions for providing PHIG2 new law of 1992 (the Adel
reform) changed the conditions for home care. €spansibility for home care by

DNs and rehabilitation in home care of these pttieould be transferred from the
county councils to the municipalities to facilitat@laboration with the home help staff.
The idea was to strengthen support for social walthand to put less emphasis on
health care problems. However, even if the muniitipa took over the responsibility
for home care the FP responsible for the medieatrtnent of the patients in home care
remained in the HC run by the county council. Tésuit was that in areas where the



municipalities took over home care, FPs and DNgaesible for home care worked in
separate organisations. Today, this is the cas®ie than half of Sweden and the
number of municipalities taking over home care INsDs increasing [26, 35]. In the
city of Stockholm, where the first study was paried, DNs, assistant nurses and FPs
still work in the same organisation.

A new law in 1994 (the Family Doctor reform) folleal a general trend to increase
individual choice in both health and social cag][EPs are no longer responsible for
the medical treatment of the population in a distjust for a list of people who have
chosen, or been allocated to them. The DNs, onttiex hand, are often still
responsible for home care in a geographical distrlis means that a geographical
district no longer functions as a natural basigdamwork, making it more
complicated to develop conditions that facilitabdlaboration and teamwork in home
care.

Health care has also been exposed to competitibudyetary incentives to enhance
productivity, increasing the number of patientsigeer day. The demand that patients
should be able to see their FP without delay Fh#ol@ shift from ‘planned’ to ‘on-
demand’ care in Swedish primary care. The restittatmany FPs no longer initiate
regular check-ups for patients with chronic diseaBestead patients initiate check-ups
when they want help [37-39].

Even after these changes PHC, in Sweden stilldvadridle a situation of growing
demands and insufficient resources. A study of $sheldHC in 1998 shows that the
organisation of PHCs vary widely throughout therdopand that there is a shortage of
DNs and FPs in many areas [40]. A plan from theegawient to strengthen the
development of PHCs and to increase the numbePgfi-the country has not had the
intended effect [29, 41]. A recent study of Swedtisme care shows that more patients
are receiving home care and more advanced taskeimg performed. This puts more
strain on resources. At the same time there i®dagie of nurses and physicians
available for this care, resulting in a gap betwesources and demands that might
jeopardise good quality care and home care patsafety [2].

1.4 THE ROLE OF THE FP IN HOME CARE

Family medicine has been described as the firstdircare, focusing more on the
patient and the patient’s total health care neadssauation than on the individual
diseases, thus adopting a more holistic view [82,@ontinuity of FP care, i.e. the
continuous contacts over a long period of time, esakpossible for the FP to obtain
knowledge of the patients and their homes, famdies situations. The FP should
detect and treat new problems, treat chronic deseamdertake preventive measures
and help the patient function as well as possiplprbscribing technical aids and home
adaptations [44-52]. Working with other professisna the primary care setting and
making efficient use of health care resources tjinao-coordinating care are
expectations that are especially relevant for hoane medical treatment. Table 1
describes the characteristics of family medicineoeding to the European organisation
of family physicians and general practitioners.
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Table 1 - The European definition of characteristis of General Practice/Family
Medicine (GP/FM) of Wonca Europe 2005[43]

a) GP/FM is normally the point of first medical tact within the health care
system, providing open and unlimited access tosiéss, dealing with all
health problems regardless of the age, sex, ootingy characteristic of the
person concerned.

b) GP/FM makes efficient use of health care ressiticrough co-coordinating
care, working with other professionals in the pmynzare setting, and by
managing the interface with other specialties @kin advocacy role for the
patient when needed.

c) GP/FM develops a person-centred approach, ateshto the individual,
his/her family, and their community.

d) GP/FM has a unique consultation process, whstdibéishes a relationship
over time, through effective communication betwdeator and patient.

e) GP/FM is responsible for the provision of londihal continuity of care as
determined by the needs of the patient.

f) GP/FM has a specific decision making processrd@hed by the prevalence
and incidence of iliness in the community.

g) GP/FM manages simultaneously both acute andithhealth problems of
individual patients.

h) GP/FM manages iliness that presents in an wrdiitiated way at an early
stage in its development, which may require urgeatvention.

i) GP/FM promotes health and well being both pgrapriate and effective
intervention.

i) GP/FM has a specific responsibility for the tiealf the community.

k) GP/FM deals with health problems in their physipal/chological, social,
cultural and existential dimensions.

A study from the USA showed that PHC physiciansaligiassumed overall
responsibility for medical care, at least for elg@atients, in contrast to most other
specialists [53]. PHC physicians either perforntedldare or coordinated it in advance,
e.g. through referrals [54]. Thus the physiciamuasss responsibility not only for
different diseases and ailments, but also for #iept's entire medical care. Health
care expenditures were lower for patients who haersonal primary care physician,
and patients were hospitalised less often whenittentified a physician outside the
hospital as their primary source of care [55, 56].

In a British study, FPs were found to perceiverthdtiple pathology of older people as
complex and sometimes threatening as their conditould be difficult to diagnose,
and some problems could not be explained by mesiahce. Because of a steadily
increasing workload, the FPs were rarely able te f the elderly in the manner they
wished [57].

Even if FPs conduct home visits more often thaermpiysicians, the number of home

visits is low and infrequent [58-61]. The descops of FP treatment of home-bound
patients often concern the treatment of certaiblpros like patients with Alzheimer’s
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disease, patients in need of palliative care, atlsionflicts and also the cooperation
between FPs and those providing specialised caré9g

An important factor influencing the role of the FRSweden is the partnership with
the DNs. FPs in Swedish PHCs work in partnership thie DNs who take over some
of the responsibilities typical of FPs in other owoiges, like doing follow-up checks for
such chronic diseases as diabetes and prescrduhgital aids.

There has been a general problem in offering coityilof FP care. When a sample of
the Swedish population was questioned, only 5¢eet (35—73%) said that they have
one permanent physician in PHC [66]. ContinuityBfcare is required if some of the
characteristics of family medicine are to be mat tkes a long time or many visits
for the FP to acquire the in-depth knowledge albimeipatients on which part of family
medicine rests [67]. One reason is that thereeaveHPs in Sweden [68]. Between 2001
and 2007 there was an increase of four per cesitarmp contrast to the national
intention of an increase of around four per centypar resulting in 6,000 PHC
physicians by 2010 [24, 29]. There just are noughd-Ps for everyone to have a
personal FP. Yet other factors that influence tivinuity of care include the FPs
changing of positions over time and PHC organisatimot always prioritising
continuity of FP care, leading to discontinuity anability to take the role described
above.

Medical treatment has been transferred from inpatiespital care to home care by
DNs affecting the medical treatment that the FBg@sponsible for, thus making the
work load heavier [2].

1.5 THE ROLE OF THE DN

There is extensive literature concerning the gémela of nurses. Henderson, a pioneer
in nursing theory, identified two aspects; the urigole and the delegated role. She
described the unigue role as assisting ‘the indadidsick or well, in the performance

of those activities contributing to health or reegv(or to a peaceful death) that he
would do unaided if he had the necessary streagittor knowledge, and to do this in
such a way as to help him gain independence adlyags possible’ (p13 [69]). There

is also the delegated role, often emanating fromicimee and involving medical
treatment, where the nurse helps the patienteutitis physician’s help [69]. There is
also a third role, comprising clinical observatamd assessment, where the nurse, who
sees more of the patient than the physician, selae observations to the physician
when she suspects that something could be wrong iy also include assessing the
effects of medication [70].

Swedish DNs are licensed nurses specialised impyigare nursing with a
comprehensive and psychosocial care perspectiws. dite responsible for
coordinating and directing health services in aggaphic district. Care should be based
on thoughtfulness and respect for the autonomyraadrity of the patients and, as far
as possible, be planned and performed in coopanaiity the patient. The main
responsibility of the DNs is to prevent illnesghe population and to plan, give and
evaluate the nursing care of children, adults hecetderly. The DNs also examine,
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treat, inform and educate the patients, both incegetly and in cooperation with
others on the health care team [23, 71, 72]. Hesithy DNs worked independently
with home care. Later they were integrated intontlodti-professional HCs that
developed during the later part of the twentiethtwey [71, 73].

1.6 COLLABORATION AND TEAMWORK

The need for better cooperation between home hafpasnd the DNs providing

home care has been emphasised and was one oatmmsedbehind some of the
changes in the law in 1992 [35]. The need for beteperation between primary and
secondary care following inpatient care has alsmlpointed out, and the National
Board of Health and Welfare has issued directiaghis regard [40, 62, 74, 75].

As the need for more advanced medical care foepistiwith home care by DNs has
increased [2], the need for FPs to play a more@ctle and to collaborate with the
DNs in home care has also increased. The needdbtha positive effect of
collaboration between nurses and physicians ingmyrand palliative care, e.g. to
enhance quality of care and the ability to adopslgstic view, has been identified

[42, 76-80]. Actively working to improve FPs’ andNS' collaboration, using
guidelines or protocols and also providing suppbuthers like social workers or
geriatric support team, improved the quality ofecand reduced acute care utilisation
among high risk groups [7, 64, 65, 81, 82]. Extéfaetors like the remuneration
system, the organisation of the health care anthtireased work load for FPs can be
obstacles to collaboration [83]. Some of the changehe health care system during
the last decades (described above) can actuallg ihahkore difficult to develop
favourable conditions for collaboration and teankydéor example FPs and DNs in
home care now working in different organisation8][Another example is that a
joint responsibility to provide home care and tneat for patients in a geographical
district that previously was a ground for develgpaollaboration and teamwork, no
longer exists [36]. Also, developing teamwork regsitime and deliberate strategies,
where the shortage of nurses and physicians in lvam@emight be an obstacle [84,
85]. The fact that FPs and DNs sometimes haverdiiteviews on how to handle
matters and how to cooperate can also be an ob$&gil

1.7 COMPARISONS TO OTHER COUNTRIES

International comparisons are difficult due in garthe lack of a uniform terminology
and in part to different traditions and organisagiaesulting in considerable variation
in the conditions for home care by nurses.

In some European countries, including the UK aaly limedical care at home is part
of the work of FPs. In Israel, long-term home dareonsidered to be the province of
the FP [87, 88].

The FPs’ responsibilities regarding ambulatory ear@ home care for their patients are
regulated in many countries. In the UK, FPs casgiie other services such as social
services, domiciliary or respite care and in-honeglical care. A referral from the FP is
needed for specialist care and FPs plan and catedinerapies and assist community
nurses. FPs must perform a minimum of one healiBweannually for all patients

over the age of 75 [87, 89].
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According to law, FPs in Germany should act asdioators of care for the elderly, a
task that can be problematic. In fact, FPs arenoftssing from the network that
provides care for the elderly. In an interview stuePs in Hamburg described the care
organisation they were supposed to coordinate as@anetrable jungle. They also
stated that both economic and organisational facés well as the lack of nursing staff,
prevented cooperation [90].

In the USA and Canada, PHC physicians are not deresi the main providers of

home care, usually called home health care. Horakthheare is delivered by teams
provided by special agencies. Home health caresa@ay be multidisciplinary or
consist entirely of nurses and volunteers, as n@atrance does not always cover
physicians’ work outside hospitals or outpatiemtict. In these countries there are also
rules and regulations regarding the responsitslitiethe different care providers [87,
91].

In the USA, the nurses in home health care coorelimest of the services of other
home health care providers and cooperate withhlgsigian. Physicians can refer
patients to home health care agencies. Medicaralates that there should be a written
plan that is periodically reviewed by a physiciBinugs and treatments are
administered by agency staff only as ordered byhysician. Primary care physicians
are the physicians that are most likely to do heisis [8, 60, 87, 92, 93].

In Canada, the extent of home health care servamgss with the service descriptions
and eligibility criteria established provinciallylany housebound elderly do not have
access to primary medical care, as nearly hali@physicians either cannot or will not
make house calls [7, 94].

1.8 A PERSONAL COMMENT

| started my studies of patients with home nurginidpe late 1980s. | had experienced
the problems associated with the care of thesergatboth as an FP and as head of the
local PHC. | wanted to understand the problems eciead with their care and discover
the reasons behind the heavy burden of care that em@erienced, and | wondered
why | seldom saw these patients once home care\sylad started. In addition, | also
wanted to show that PHC could care for these datisnomething that had been
questioned, and to demonstrate that some of tbemefthat were supposed to improve
home care (the Adel reform) and strengthen the dfjpatients to choose their FP (the
Family Doctor reform) had had negative effectstandare of patients with home care
by DNs.

Thus | began this work with a strong personal ageardl no scientific experience. |
collected material over a period of several ydaas proved in the end to be almost
impossible to use in any scientific way. It took many years to progress from a
personal, political agenda to a more scientifiewté how to investigate the care of
vulnerable patients with home care by DNs.

My first study left me with a feeling that contaath and medical treatment of these
patients differs from contact with and the medioshtment of the patients that we see
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during repeated consultations over time. The cdasoih did not seem to have the
same key role as it had for many other patierdgskéd myself what was important in
FP contacts concerning home care patients. | alsgdamyself questions concerning
the quality of the medical treatment when so masgisions were made without direct
contact with the patient. It has been a privilepbsten to and ask the interviewed FPs
about their efforts to stay in charge of the mddieatment, an experience much like
the privilege of listening to and asking the paseabout their struggles with health-
related problems. For many years | have been buristbries of the interviews and
struggled to understand what they reveal about shsdecific and important in FP
contacts/consultations concerning home care patgrd what is important for quality
in home care medical treatment. | hope the rediilhelp develop the medical
treatment of the vulnerable patients in home cadeadso help FPs who struggle to
provide high-quality home care medical treatment.
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2 AIMS

The overall aim of this thesis was to shed lightr@home care patients, their
problems and comprehensive care and the familyigihys experience of providing
medical treatment for home care patients.

2.1 SPECIFIC AIMS

To identify/survey and enhance the knowledge caonicgr

1.
2. Home care patients and their problems

3. Factors in the home care patients’ situationsittilatence their health care
4.

5. Collaboration between FPs and DNs concerning hareegatients.
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3 MATERIALS AND METHODS

The thesis is built on two studies. A quantitasuedy (study I), the foundation for
articles | and Il, and a qualitative study (stujythe foundation for articles Il and IV.

3.1 STUDY I
3.1.1 Setting

The study was carried out in 1996 in a suburbaa ef&tockholm with 40,000
inhabitants, 18 per cent of whom were aged 70derolThe care of patients living in
ordinary houses or flats, who were registered éoné care by DNs, was studied.
Registered for home care were those patients wdeived regular home care from
DNs for a period of more than two weeks.

There were three HC centres with a total of 21 PB9DNs and 10 assistant nurses in
the area. The HCs were run by the Stockholm CoGotyncil. Care and treatment of
home care patients constituted only part of theedudf the FPs and DNs. On average
one FP was responsible for 23 and one DN for 24ehcene patients. FPs, DNs and
assistant nurses in the study area worked in tine siganisation, run by the county
council, while the home help service was run byrthumicipalities. FPs had a list of
patients who were registered with them, DNs anchtiree helpers were responsible
for the home care of patients in a geographicatidisA local district of the
municipality of Stockholm was responsible for tlete help service.

In Stockholm, patients can choose to go to anii@hbspitals or outpatient
departments in the city. At the time of the studgre were 11 emergency hospitals
and several smaller geriatric hospitals and asigiply of specialised outpatient care
facilities located at the hospitals or in sepatatations. Two emergency hospitals,
two geriatric hospitals and two wards for psyclhdatipatient care were located in or
close to the study area. Compared to other pa@svefien there was a very rich
supply of different hospitals and outpatient caeties.

3.1.2 Patients

During the registration week (21 to 27 October 19986 patients in the study area,
living in ordinary houses or flats, were registefedhome care by DNs. Each DN
sent a list of home care patients registered wigimt Using a random table a sample
of a third of the patients from each list were stdd for the study (n =158) [5].
However, only 116 patients (73%) were includedamses patients did not want to
participate, had died or were hospitalised or sa@ee not included due to problems
in obtaining the necessary data.

3.1.3 Data collection

The study was designed as a retrospective stutie@omprehensive care of patients
with home care by DNs, including care at home dbasecare provided in other
places. It was also designed to study whether nedigal factors influenced the care.
Data were obtained from questionnaires, the medm@linursing records in the PHC
and from the official statistics. Table 2 and thet tbelow describe the data and how
they were obtained.
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Table 2 - Data in study 1

Official statistics
Swedish County Councils’
Retrospective data for one ykar
* Inpatient care
e OQutpatient visits
o In specialised medical care
0 To physiotherapists and occupational therapists
o Home visits by and practice visits to DNs

Information from DNs
Nursing records from 20 DNs responsible for thegras' PHC
Retrospective data for one year

« Nursing procedurés

Questionnaires to the DNs responsible for the példPHC
Data concerning the registration wéek
» Patient’s personal, social factors (age, sex atiebipatient lived alone)
« Patient’s ADL capacify
« Patient’s ADL capacity concerning mobiftty
« Patient’s cognitive capacity
« Patient’s symptonfs
» DN's contacts with other care providers
* Whether relatives assumed responsibility for a tsuitiel amount of the care
Data concerning the last four wegks
» DN'’s contacts with other care providers
Retrospective data
* When the patient was registered as a home caenpati
 If the patient had contact with a physician in ptesspecialised medical care

Information from FPs
Medical records of 21 FPs responsible for the pagd?HC
Retrospective data for one year
* FPcare
0 number of notes
type of contact
reason for contact
who had been in contact
measures undertaken
* The diagnoses of the patients
Diagnoses were grouped mainly in accordance wélthiapters in ICD-
9P[95]. Patients with several diagnoses were imdud all relevant groups

o
o
o
]

Information from home help organisers
Questionnaires to responsible home help organiser
Data concerning the registration wéek

» |f the patient had subsidised home help

! October 28/1995 — October 27/1996

>October 21-27/1996

$September 30 — October 27/1998

* Protocols were used to obtain some types of @agprotocols are described in the
text.
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Visits to medical specialists and physiotherapisigrivate practice are not included
in the official statistics. The only informationr@erning this came from the
guestionnaires to the DNs.

The protocol for extraction of information aboutsing procedures from the nursing
records was comprised of 18 questions with fixeerahtive answers and was designed
for the study in cooperation with a group of DNSs.

The questionnaire was distributed the week follgwiggistration week. The questions
were chosen so that the DN responsible for theaarkel answer them without
additional assessments of the patients, eitheuledae information would be well
known to them since they were responsible for tirsing care or because the answers
were based on assessment tools used in regular care

The Katz index was used to evaluate ADL capaciby §F] and the patients were
grouped according to the degree of ADL dependdpatients in Group 1 were either
without functional deficiencies or dependent omgarding cleaning, shopping and/or
transport. Patients in Group 2 were also dependigimtrespect to cooking, bathing
and/or dressing, but not eating, and patients ou@8 were also dependent concerning
eating. Mobility was excluded from these ADL gro@ssthis was assessed separately.
Toileting and continence were excluded, as the arsswere not consistent when
compared with answers to questions concerningaime gunctions in other parts of the
questionnaire.

Questions regarding the patient's ADL capacity epnimg mobility included whether
the patient was able/unable to move a) in the inatedurroundings, b) in the house,
c) between rooms, d) between chairs and bed ooe¢ in bed; patient’s cognitive
capacity concerned whether the patient could ompnablems a) knowing the day of
the week, b) finding the way home and/or c) recaiggirelatives/caregivers. To
evaluate the patient’s symptoms questions werataken different questionnaires
used in previous nursing homes studies. The qusstiere modified to make them fit
the home care situation. This was done by the 8tok Gerontology Research Centre
in cooperation with a group of district nurses[Hje result was a 23 item protocol with
different symptoms.

Older patients (> 80 years of age) in one of tleefites were used as a control
group. All FP notes made during 1996 concerningctirérol group were compared
with the notes made for the study patients fromstae practice.

3.1.4 Statistics

As the number of visits, care periods and otheegyqf contacts did not have a normal
distribution median, interquartile range (IQR) anthimum—maximum were used as
descriptive measures. As non-parametric statistieghods the Mann-Whitney test and
cross tabulation witly? (with low count, Fisher's exact test) were useddmpare
differences between groups. Conditional logistgression was used to study whether
personal, social or functional factors influendeel thance (expressed as Odds ratio)
that study patients would have made visits to dried inpatient specialised medical
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care during the study year. The different factoesenfirst tested by univariate logistic
regression. The factors that showed significamaémices were included in a multiple,
logistic regression model. One of these factorsn@belp) showed no significant
influence when included in the multivariate modadl avas therefore excluded from the
main effect model [98]. We also tested to inclutkefactors without significant
influence in the univariate model, in the multiede model, but no significant
influence was found’he SPSS data analysing system was used for thesasia

3.2 STUDY I

Medical treatment of patients with home care pregitly DNs and the collaboration
between FPs and DNs is an important but largelyhawk process. Grounded Theory
Methodology (GTM) was chosen because it is a mefbiostudying social processes
in areas where little is known [99-102]. The mebiczatment and the collaboration
were explored from the FPs’ points of view usingmiews with FPs.

There is an ongoing debate concerning GTM and wiedihods to use in the various
repetitive steps of sampling, gaining data, anatysind coding data on the way to
identifying a theoretical model grounded in dateas@er, Corbin and Strauss and
Charmaz are researchers advocating various meitias GTM process. Also,

reading the work of the same researchers overrgneals there eventually is a change
concerning how the analysing is described [103].1084he debate some researchers
advocate integrating various steps from the diffepeocedures in GTM described by
the researchers above [105], others describe fi@utlies of integrating them as the
different approaches reflect different basic plufgscal paradigms [106]. The GTM
model used in this study is built on an analytogasss that integrates the steps from the
different researchers above [101, 105, 107]

The researcher SM, who conducted the theoretiogplgag and the interviews, has
done previous research and worked with home cararious capacities and thus has a
preconception that could have influenced samplirtgrview guides and interviews
and could have influenced the analyses. Therefiorng the analyses SM has been
careful to stay close to the data in order to ramgen to what is actually happening
and not force any preconception on the emergingequs.

3.2.1 Participants and settings
The setting was primary care in Sweden. The FPs a&ted to talk about a patient
listed with them who had home care provided by DNs.

Table 3 - Number of patients receiving home care bglistrict nurses, registered
with the interviewed family physicians

Label Number of Number of registered Special home care
following interviewed patients with home family physician

guotes family physicians care

A 2 50-60 Yes

B 5 20-35 No

C 4 <10 No

D 2 Did not know No

> 13
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Thirteen FPs working in a city centre and in subuakbut not rural, areas were
interviewed; seven men and six women, ranging exfegm 36 to 58. They had

worked between one and 20 years as specialisedir®Petween six months and 13
years at their present HC. Both private HCs and @9y a county council were
included. All but three FPs worked in the same wiggion as the DNs. The number of
FP positions at the HCs varied (4-15), as did topgrtion of FP positions filled by

FPs (from one third to all). The number of DN piosi$ also varied (2-8 per HC), as
did the proportion of positions filled (from onerthto all). The number of home care
patients per FP also varied (Table 3). In two H&@nes of the FPs were responsible for
all home care patients. Work with home care patimis made up a substantial part of
these physicians’ day to day work.

3.2.2 Theoretical sampling

The sampling was conducted as theoretical sampliagcordance with GTM [99,

101, 107], i.e. data were collected continuously iarinteraction with data analyses.
For a first sample, three HCs were invited andfiadrom each HC agreed to
participate. FPs were asked to talk about thenlaste care patient, age 65 or older,
living in ordinary housing, in whose medical treatththey had been involved.
However, as FPs did not always know which of tpaitents had home care they chose
a patient that they thought was the last one. Towrgin interviews 4-12he request
was changed to a memorable home care patient,6agedolder, in whose care they
had been involved. The FPs were much more invawebupdated concerning the
medical care of these patients. Age was omitteadsedection criterion in interviews 6-
13 as the analyses showed that age did not seleenabimportance. For the second
sample 24 FPs in one city were invited by letted eight agreed to participate. In the
first two samples all but one FP worked in the sanganisation as the DN. Thus, for
the third sample two FPs from a city where the &Rsthe DNs typically work in
different organisations were selected, both of wlagmeed to participate. Thirteen
interviews were conducted. To obtain variation,FRein interview 13 was again asked
to talk about the last home care patient in whosdicaltreatment he had been
involved. After 13 interviews saturation was judged to beheal and no more
essential information was discovered. TypicallyGifiM this is a judgement with a
certain amount of subjectivity.

3.2.3 Data collection

Before each interview the project was presented leyter. Face-to-face semi-
structured interviews lasting 45-90 minutes wenmégomed in the FP’s office at the HC
by the first author who issued the invitationsomfed consent was secured. FPs were
asked to give a description of the last time theyennvolved in the care of the selected
patient, what problems the patient had and howwee handled, what the patient
could manage on his/her own, who else participaitdice care and what they handled.
The interview guide was changed according to tladyaas of prior interviews. New
guestions were added to explore factors that hastged during previous interviews
and analyses, gradually adding more and more guesib the questionnaire. During
the interview, many FPs consulted the patient’sicadnd nursing records. Two FPs
chose to talk about two patients to exemplify ctads they found problematic. Thus
15 patients were included. The sample of patientise study as described by the
interviewed FP is presented in table 4.

Memos were written directly after each intervievd @uring the analyses. The
interviews were audio-taped and transcribed varbathe transcripts were analysed
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before the next interview to identify importantuss, questions and ideas about links
between emerging codes. The memos were used tdyntioglinterview guide and
were a basis for the analysis.

Table 4 - The sample of patients in this study desbed by the interviewed family
physicians

Age Sex Medical, functional and other problems encmtered

- Female  Depression, Pain, Overuse of painkillers

61 Male Alcohol abuse, Epilepsy, Dementia

>75 Female Dementia, Pain, Epilepsy

78 Female  Depression, Dementia and Aphasiasftéte, Incontinence

82 Male Impaired peripheral circulation, Ulcd?ajn

85 Female  Asthma, Diabetes, Dementia, Infections

86 Male Prostate hypertrophy, Uraemia

87 Female  Dementia, Heart failure, Incontinesabetes

87 Male Diabetes, Obesity, Neuropathy, Both Egputated, Ulcers,
Infections, Pain

10 87 Male Metastasised kidney cancer, End othie

11 89 Female  Glaucoma, Bad eyesight, Aortic stenbszziness and falls,

Fractures

12 89 Female  Severe anaemia, Leg ulcers

13 90 Male Diabetes, Osteoarthritis, Heart fail@eanish speaking

14 95 Female  Aged, Deteriorating health, Pneumdmd, of life care

15 Old Male Aged, Heart failure, Angina, Prostagpdrtrophy, Dizziness

and falls

O©CO~NOUILPA,WNBE

3.2.4 Data analyses

Based on the GTM method, open, axial and selectiding were performed to enable
the emerging theoretical model to be grounded ia.da the coding process the
transcribed interviews were read and coded linknieyto identify the different factors
regarding how they had acted, seen and experi¢heqatocess that was described by
the FPs. Codes were generated to define diffeagtirs in the process, formulated in
words used by the FPs. Through constant compassguoilar codes were detected and
labelled. Data were read repeatedly to find vametiand to ensure that the codes were
grounded in data. The central role of the patiedtthe DNs in the different narratives
could be detected at an early stage, ‘internatofacarising from the patients’ problems
and more ‘external’ factors like working conditiovisthe DNs affected the FPs ability
to provide medical treatment.

Codes with the same meaning were grouped in déserigategories and the
theoretical properties of the categories were gagedithrough comparison. The
categories were sorted into higher-order categandssubcategories that were
subsequently compared with one another to formeqascsuch as the concept of
patients with reduced functional abilignd themedical conductoor medical
consultant Constant comparisons were carried out until asitur was judged to be
attained.

During axial coding the concepts were related thedher and patterns were analysed.
It became obvious that the emerging pattern waesplex that it was impossible to
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describe it in a single model in an understandatlg Therefore the coding process
was divided. One process concerned the FP’s désaripf the patient and the patient’s
problems and how they affected the FP’s abilitpriwvide medical treatment. The
other process concerned the FP’s description tdlmmiation with the DN. Two core
concepts emergetb stay in charge of the medical treatmantto rely on the DN in
home care medical treatmeiithe two processes were separated and were dcebsanib
articles lll and V.

All the authors participated in the analysis. Téen comprised people with different
backgrounds (two FPs, a DN, a psychologist, a reseaspecialising in GTM) to

bring a variety of knowledge and preconceptiorthéoprocess. Open coding was
mainly done by the first author (SM), who is an FFRe team members followed the
progress and expressed their views. The otherradsara actively participated in the
axial and selective coding process. The computgram NVivo was used. Quotes are
used to illustrate the findings. The number atetheé of each quote is related to factors
about the patients, presented in table 4, ancktter is related to factors about the FPs
presented in table 3. The resulting model in &tidlwas discussed in a focus group
with seven new FPs to validate the fit, relevanuéwsork.

3.3 ETHICAL ISSUES

The projects were approved by the Research Etluom@ttee South, Karolinska
Institute, Stockholm. This approval included thsige of the study as well as the way
informed consent was obtained from the individuigmts in study | and the
interviewed FPs in study Il. In study | all patieigave their written permission for the
information to be obtained and used. For patielitts @ognitive impairment, the next

of kin was asked for permission. As only grouppatients were investigated, it was
not possible to identify any individual patientaaregiver. In study 1l the FPs who gave
their permission were interviewed; in this studwas not possible to identify the
individual patient.
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4 RESULTS
4.1 THE COMPREHENSIVE CARE PICTURE

The comprehensive care picture corresponds to aartidles | and |l

4.1.1 Home help or help from family members

All patients with home care by DNs either had Hedpn family members or home help
(table 5). Patients who lived alone were more jikelhave assistance from home help
staff and less likely to have assistance from famiémbers. Patients who got help
from family members were less likely to have hetmf home help staff [108].

4.1.2 Help from DNs

The fact that all patients had home help from Dé\bie result of the definition used in
this study as only patients with regular home gaoeided by DNs were included.

Table 5 - The comprehensive care of 116 patientstivihome care by DNs

Help from Patients, %
Home help 65%
Family member 35%

DN visits 100%

FP notes in record 97%

FP visits 72%

FP home visits 24%

Visit to physician in specialised care 70%
Visits to more than one type of speciality apavtrfrFP 32%

Treatment by physiotherapist or occupational thetap 33%

Inpatient care 56%

4.1.3 Help from FPs

The FPs were involved in the care of almost allgpés, as could be seen from the
notes in the FP records. However, they had onlyarmind three quarters of the
patients and made home visits to one quarter gbdkients during one year (table 5).
Most common was to see the patient twice in a year.

When comparing FPs’ care of study patients fromtd@eo that of a control group of
patients of a similar age from the same HC we fdhatithe home care patients saw
their FP less often than other patients of sinage, but there were more notes without
a visit. Much of the FP care of home care patiesats handled without direct contact
with the patient. Sixty-seven per cent of the neteee made without direct contact
with the patient. Those notes concerned, e.g.helepcalls, prescriptions and contact
with other care providers about the patient [109].

24



4.1.4 Paramedical care

One third of the patients had visited either a hiisrapist or occupational therapist
(table 5). Half of those visits took place in tHe@ the rest at a hospital.
Physiotherapists in private practice were not itetl[108].

4.1.5 Inpatient care

More than half of the study patients had been addib the hospital during the study
year and often more than once, many times spemadang than three weeks in hospital.
Fifteen specialties were represented. Care byastsiat various emergency hospitals
represented more than half of the care perioddewriatric care was the cause of
more than half of the days of inpatient care. Alhadiscare periods were spent at the
two emergency hospitals, the two geriatric hospiéald the two local psychiatric wards
located in or close to the study area. Six othezrgency hospitals and one other
geriatric hospital also provided care for theséepét [108].

4.1.6 Many different physicians were involved

During the study year the majority of the home g¢atents also made outpatient visits
to physicians in specialised care (table 5). Mbamthalf made three visits or more.
Approximately one third of the patients saw phyasisi from two or more different
specialties excluding family medicine. This meéuait for one third of the patients
three or more different types of physicians wew®ived in the medical treatment
during the study year.

Twenty-two different specialties were representésits to departments of general
internal medicine were most common followed bytsigd departments of surgery,
orthopaedics and ophthalmology. Most of the visitk place in the hospitals and

departments located in or close by the study digeeen different locations were

visited [108].

4.1.7 Referrals

Referrals (including discharge notes) are wellidistaed forms of co-operation
between PHC and specialised care, and for tramgfenformation and responsibility.
In 15 per cent of the FP notes some form of comaatioin with specialised care was
mentioned, in eight per cent of the notes as aregf@r discharge note) from
specialised care, and in six per cent of the remesreferral to specialised care (for 30
per cent and 27 per cent of the patients, resgglivOnly one per cent of the notes
concerned a direct consultation with a speciali$0].

4.1.8 The comprehensive care situation — one exampl e

Figure 1 illustrates the comprehensive care sdnatiith all the care providers engaged
in one patient’s care (Study Il). For example, oesibility for medication was divided
up among many hands — prescribed by the FP, thelogist and the geriatrician. Who
was responsible for discontinuing one type of medibecame unclear. The FP was
responsible for providing the DN with a list of ni@de for dispensing tablets to be
given to the patient by the home help, but the IBhdt feel quite comfortable about
continuing some of the medicines prescribed byther physicians.
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Figure 1 - The comprehensive care situation from amdividual perspective
Care providers involved in the care of one patigimg alone (patient 3, table 4)
4.2 THE HOME CARE PATIENTS

The home care patients correspond to aim 2, aticleand 111

4.2.1 General description of the patients and their problems

The patients with home care by DNs were elderly iftajority were women living
alone. Most of the patients had several functipnalblems, several symptoms and
several diagnoses (table 6) [109].

Table 6 - Characteristics of the 116 home care paints. The most
common forms of reduced functional ability, typésliagnoses and symptoms

Age 83 (median)
Women 74%

Living alone 70%
Reduced functional ability

Mobility 50%

Vision 46%
Cognitive ability 33%

Type of FP diagnoses

Cardiovascular disorders 42%

Psychiatric disorders including dementia  27%
Disorders of the musculoskeletal system  21%

Symptoms

Musculoskeletal pain 53%
Fatigue 46%
Anxiety 44%
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4.2.2 Problems staying in charge of medical treatme  nt

There were three types of patients where the Fpladidlems staying in charge of the
medical treatment. They wepatients with reduced functional abilifyatients who
were fixed in their wayandpatients with complex conditions

Patients with reduced functional ability

This included patients who were weak and had retluggative because of their
medical condition, old age or reduced cognitivditgbit also included patients with
specific communication problems due to aphasiguage problems or dementia. A
third group was patients with impaired vision ahggcal weakness. This resulted in
poor ability to communicate, inability to contaedfthcare professionals when their
health deteriorated, and inability to relate whad happened or how they felt. This
could also result in diminished ability to manaleit treatment, i.e. handle their
medicine and evaluate their condition and the efiethe treatment [111].

Patients who were fixed in their ways

These were patients who wanted to manage on tiveir@en when they needed
medical attention according to others (FP, DN, hbwip staff, family or friends).
These patients did not contact healthcare profealsipdid not mention when they had
problems, or did not comply with recommendationtay®g in charge of the treatment
became a problem when the patients had a medieditimm and refused, for instance,
to comply with recommendations about medical treattmExamples of this behaviour
included overusing or discontinuing prescribed rmied, not wanting to adapt their
home environment to home care, and refusing castdeuthe home [111].

Patients with complex conditions

These were patients in home care with complex raédanditions or a combination of
medical conditions and other types of problems. flerconditions resulted in

medical treatment difficulties such as inabilityctanduct investigations, receiving no
answers, or receiving information that was ambigumuhard to interpret. There were
difficulties treating complex conditions and the Ikl problems getting medical
advice. Patients in this category included those albused alcohol or overused
painkillers, those with side effects from the apiate treatment, or those approaching
the end of life [111].

4.3 FACTORS INFLUENCING HEALTH CARE

Factors influencing health care correspond to agiartgles I, Il and 111,

4.3.1 Non medical factors influencing health care

Patients with cognitive problems had more psyciiaiymptoms, but did not otherwise
differ from other patients with home care by DNgvEIrtheless, compared to the other
home care patients they seldom met their FP anBRBanade fewer notes in their
records The notes often concerned medicine anduthesdly repeat prescriptions while
notes about new symptoms occurred less often [109].
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The influence of personal, social and functionatdes on the chance of receiving
specialised medical care was tested. Patientsaigh degree of ADL dependence
(needing help to eat) were less likely to make atigpt visits, in contrast to patients
who had help from family members, who were moreljyiko make outpatient visits for
specialised medical care [108].

4.3.2 Problems influencing FPs’ ability to stay in charge

It was difficult for the FPs to stay in charge lo¢ imedical treatment because of the
patients and their problems. The FPs paablems gaining sufficient insighmaking
adequate decisiorendmaintaining appropriate medical treatment

Problems gaining sufficient insight

Patients with reduced ability to communicate cawdticall for help or relate what was

happening. Patients who were fixed in their waysndit want to call for help. For

these patients FPs had problems gaining suffiaisight, e.g. when a patient needed

medical attention, because of a new disorder @rideating medical condition[111].
Regarding a patient with dementfide interviewer: ‘Does she contact you if
she gets sick?’ *...she used to do that herself twtshe relies on her friends,
they check on her'...6 B
Regarding patients fixed in their waylsivanted that ...that they (the district
nurses) would check on him...but he didn’t want thatvanted to manage on
his own... he’s very stubborn...’15 B

Problems making adequate decisions

When patients were fixed in their ways, making adég decisions was challenging,
e.g. providing medical treatment and care whempétent refused changes in the home
that were considered necessary in order to prdwidee care, or refused to use their
medicine in the prescribed way. When attemptsftoance the patient failed, the FP
was sometimes uncertain what to do.

When the patients had complex conditions, makiregjadte decisions was difficult.
When an investigation was difficult or gave no aesythe basis for making decisions
was uncertain. When patients were getting oldgmagehing the end of life, decisions
about adequate treatment could also be problematic.
‘How closely should you follow up on an 80-year-giabetic patient? ...You
have to learn this on your own, | suppose...It's negier to see long-term
factors when you have a young patient in frontoof.y.’5 A.

Decisions concerning the medical treatment of pttievho abused alcohol were also
complicated. Home care was described as the s@ttiehen all other forms of care
had been tried. The home care situation could bgbtcated as well as decisions about
the medical treatment of a person who was reguilatxicated.
‘At one time they didn’t want to go there...sometinegsad friends there who
abused alcohol, and once there were a lot of wesporthe table, which they
found a bit scary...’2 C.
‘...during one period he was fast asleep when therg wupposed to give him
his medicine so they couldn’t give it to him...” Titerviewer: ‘Because he
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was drunk, or...?" ‘Yes, we've decided that we cgivé him any medicine
then, it's not possible’ 2 C. (ref)

Problems maintaining appropriate medical treatment.
Maintaining appropriate treatment of patients witluced functional ability who could
not handle their own treatment was a problem. kstance, when patients with
reduced cognitive ability also had other condititke infections, asthma or diabetes,
or needed complex treatment, or when patientsnedbced functional ability and
impaired vision could not manage their medicatibhil].
‘An 85-year-old woman with asthma, diabetes ...dgwedpdementia...she’s
getting worse and worse...and even though the disinise makes home visits
every day, we're not sure that she’s taking all medicines as she should or
that she uses her inhalers the way she should...’6 B.

4.4 FPS MEDICAL TREATMENT

FPS medical treatment corresponds to aim 4, asticded IlI.

4.4.1 \What the FPs did

The most common reasons for FPs’ involvement ircdne were new or changed
symptoms (35 per cent of all FP contacts) or medicelated problems (30 per cent).
As mentioned above, 67 per cent of the notes coadeneasures undertaken without a
consultation where the FP could see, talk to aadnie the patient.

Medication dominated the measures that were uridgrtand concerned repeat
prescriptions in 34 per cent of the notes and obduog new medicine in 26 per cent of
the notes. Medicine-related measures were usuatigliad without a visit.
Investigations were the second most common measihiese were referrals for tests
in 19 per cent of the notes and referrals to atheical specialists in six per cent of the
notes. Referrals for physiotherapy or occupatitimaiapy were the third most common
measure and appeared in two per cent of the nbd&. [

4.4.2 Strategies used in order to stay in charge

In their effort to stay in charge of the medicaktiment of patients with home care by
DNs, FPs used four different strategies to overctiragroblems they experienced.
The FP relied on information from the DN and thigeotcare providers participating in
home care to gain good enough insight. The FP stggpolose observation and
follow-up by the DN and others participating in l®oare to be able to make adequate
decisions and was also always ready to changeotideofjthe treatment based on this
information. The FP relied on treatment providedh®/DN and others participating in
home care to maintain appropriate treatment [111].
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Relying on information from the DN and others

Problems experienced Strategy used Objective
Gaining Relying on information from GO_Od enough
sufficient insight the district nurse and others insight

Figure 2 - Relying on information from others as a strategy fogaining
good enough insight.

When the FPs had problems in gaining sufficienghtsthey relied on the DN and the
other home care providers to alert them when napgasd to give them information.
(Figure 1)

The interviewer: ‘Who contacts you if she feelssg@t... ‘“The district nurse,

or her children, or home help staff. Usually therteohelp staff actually’ 3 B.

They particularly relied on information from the Do visited the patient regularly,
could do tests, and also was in contact with athez providers. Some FPs expressed
frustration. They missed the direct contact with platient and found it difficult to stay
in charge when they had to rely on information frotimers. Since the patients did not
contact the FP themselves, information about thiert&s own wishes and reactions
was mediated through the DN and was consequemthndeor third-hand information.
Although this was the strategy that was used, safitiee FPs felt uneasy about it as
they did not always get the information they coeséd important [111].
The interviewer: ‘How do you feel looking after ewrks out?’ ‘It's a bit
uncertain, no grip on it. It's not like with peopteu have contact with yourself.
It's like this with many patients with home caredustrict nurses, when it goes
through another person, the district nurse and htwale. You're not updated
on how things are going, you have to trust youiridisnurse and hope they
alert you at the right time...’4 B

Supporting close observation and follow-up by DNs

Problems experienced Strategy used Objective

Supporting close observation
and follow up by the district
nurses and others

Adequate
decisions

Making adequate
decisions

Figure 3 - - Supporting close observation as a stiegy for making adequate
decisions

In complex conditions and difficult care situatiomsere the FPs had problems making
adequate decisions, they had to support home oavilers. In situations where the
basis for decisions was uncertain or decisionsemig adequate treatment were
problematic, they supported follow-up and closesolation by others. Thus their own
role was changed. The DN followed the patient’sdition closely and assessed the
risks. Support of and follow-up by the family aihe thhome help staff was also essential
(Figure 2).
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‘...We still feel that he needs nursing home care camé& do anything as long
as he doesn’'t want it...We try to support his wife scas as there’s a problem
| talk to the wife...| must say that we've given uptalt sounds terrible to say
that, but that's how it is. We can’t do more fomhat the moment but it's
important to support his wife, and then we’ll seeD (ref art 111).

Being constantly ready to change the goal of the treatment

Problems experienced Strategy used Objective
Making Being constantly ready to change Adequate
adequate decisions the goal of the treatment decisions

Figure 4 - Being constantly ready to change the gbaf treatment as a strategy
for making adequate decisions

When the basis for decisions concerning the gotideointerventions was uncertain,
FPs had to base decisions on the information thatpessible to obtain. FPs then had
to be ready to change and adjust the goal whea tha&s new information, relying on
getting information from the follow-ups by the Di¥sgure 3).

The FP had to evaluate the situation and be readgidpt the goal to what was
acceptable to the patient, possible to carry oat,raedically appropriate when it was
difficult to make decisions about adequate treatntéow that treatment should be
maintained was problematic. Information from the &Ml other home care providers
was essential to evaluate whether the plan wasaar had to be changed. The goal
could be to maintain the best possible state dfleshg for the patient and to avoid
risks.

‘Her blood count is sometimes as low as 80; despitensive testing we don’t

understand why/ .../we monitor her blood count redyfa./ our goal is for

her to feel as good as she does and to maintaih1BeC.

When the patient was treated in home care by Dieeatnd of life, the FP was the
only physician available to make decisions concgypalliative care. Changing the
goal of the treatment towards palliative care caalichetimes seem natural to the FP
and sometimes be difficult.
‘She was tired of life, she was ready and wantetid@t home...it was hard to
argue ‘14 D.
‘In the end you have to assume greater respoitgifstop the tests and start
more palliative cangé..../which | find relatively difficult’10 A.

In difficult situations, like treating patients Wwialcohol abuse, the FP sometimes did
not know what to do. The FP and the DN had to etalthe situation and the treatment
and change the goal of the treatment in order iataia the best possible state of well-
being for the patient and avoid risks for bothpglaéent and the care providers [111].
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Relying on the DN and othersto provide treatment

Problems experienced Strategy used Obijective
Maintaining Relying on the district nurse Good enough
appropriate treatment and others to provide treatment treatment

Figure 5 - Relying on others for treatment as a sategy for maintaining
appropriate treatment

When the patients had problems maintaining appatggmedical treatment the FPs had
to rely on the DN. Family members and home helff also assisted the patient with
medicines. (Figure 4)

So, for FPs to stay in charge of the medical treatrof patients with home care by
DNs, they had to make difficult decisions on uraerbases and it was essential to be
able to rely on and collaborate with the DNs[111].

4.5 FP —DN COLLABORATION

FP — DN Collaboration corresponds to aim 5, aditlend V.

45.1 What the DNs did

The DNs usually met the patients once every weakery second week and then
usually at home. Approximately one third of theigratls had started home nursing
during the study year, and about half had had haum&ng for more than two years.

The most common nursing procedures were assessirt@stpatients’ conditions or
dealing with problems related to the patients’ roedi. The nurses assessed the
patients’ conditions during the visits or by meahsarious tests. Dispensing tablets
was the most common medicine-related procedutlewed by injections, infusions
and inhalations. The district nurses also help@eaesof the patients to take their
medicine.

The DNs had an extensive circle of contacts. Adogrtb the questionnaires, during
the registration week the DNs had been in contébtPs, assistant nurses,
physiotherapists, occupational therapists, neestssament officers, home help
organisers, home help staff, staff at the socigladae centre in the municipality,
emergency departments, psychiatric outpatient teeats and the medical aid centre.
The most frequent contacts were with assistaneswand the FPs [109].

45.2 The FPs' reliance on collaboration withthe D  Ns

In their efforts to stay in charge the FPs haattp on and collaborate with the DNs
concerning the home care medical treatment and ohdis¢m were very satisfied with
this collaboration. It was ‘fundamental’ to be atdeely on the DNs in this and all
expressed a need for frequent DN contacts andagaggs through regular meetings,
on-demand meetings or telephone calls.
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‘I know that they are very competent...So | cag gl them’ 8 B — ‘The
district nurse and the doctor have to be a teartiiat's a fundamental
condition in order to call it home nursing.’3 B Without the nurse | would
have had problems managing this, | think she'slualde’ 13C.

Good home care was seen as a basis for provididgatéreatment. The FPs expected
the DNs to assess the need for and provide negdssaie care, handle contacts and
meeting with family and neighbours, home help stafl hospitals and coordinate care
and treatmentl really feel that the district nurse that shoudd the spider in the web’
5A

Relying onthe DN for medical treatment in home caneant that the FP had to trust
the DN to carry out investigations and treatmeitiaited by the FP, to keep the FP
informed and mediate contact with patients whereskowever, ‘rely on’ also meant
that the FPs trusted the DNs to mediate contaatdagt them and the patient on their
own initiative, and to alert them when unexpectexblems appeared, e.g. if a patient’s
health deteriorated or if a patient did not talartinedicine:Well, the district nurse is
there every day, she gives insulin every daysofifiething happens) she calls, yes, | get
alerted directly’9D. Rely on also meant that FPs trusted DNs tottadkénitiative in

the medical treatment, e.g. to send a patient$pitad in the event of accidents or other
emergency situations [112].

4. 5.3 Medical conductor or medical consultant

How much of the initiative the FP retained or tefthe DN differed among the

different FPs and in different situations. Consexdjye‘rely on’ was described
differently depending on situation. Two differeatas were identified; theedical
conductors who retain the initiatiand themedicalconsultants who leave the initiative
to the DNghere called conductor and consultant). The inddi&l FPs could adopt the
role of conductor regarding one disease and carguiktgarding another and could also
adopt only some of the features of the two rold2]1

Factorsthat influence therole of the FPs

Sometimes FPs left the initiative to the DNs beeahsy found it satisfactory,
sometimes working conditions forced them to leaweenof the initiative to the DNs
than they found satisfactory. Three different fexiofluenced whether FPs adopted the
role of conductor or consultant; working conditipafitude and disease. (Table 7)

The FP’sworking conditiongould influence the FP’s role. The FPs mentioned
insufficient time, insufficient routines at the ltbacare centre and organisational
boundaries.

Insufficient time for medical treatment in homeeaeould be due theavy work load
due to too many patients, shortness of staff ankétgy(vacancies or too few positions)
and demands for many visits per day. The resultddeeithat the meetings with the
DNs were too few and too short, that matters hdzetbandled during breaks or
between visits, that home visits were considerdzkttno time consuming and had to
be done by the DNs and also that there was only fimurgent medical problems and
matters and no time to familiarise themselves Wighwhole picture of the patients’
problems, and no time to discuss and plan future @ad treatment.

‘You have insufficient time to familiarise yourseith a case, you just have to

handle the problem of the day and try to get Sefitdnformation to know that
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you do the right thing at the moment. Yes, therebeathings that are done
twice, and yes you can lose things' th2C.

Table 7 - Factors that influence whether family phgicians take the role of
conductor or consultant

Conductor (retains initiative for medical Consultant (leaves initiative for medical
treatment) treatment to the DN)

FPs feel forced to take a role as

consultant:
* Working conditions: FPs’ working + Working conditions: FPs’ working
conditions are good enough conditions are problematic
» Attitude: FPs have a positive attitudes Attitude: FPs have a positive attitude
towards being a conductor towards being a conductor instead of

 Disease: The type of disease in need a consultant
of FP initiative

FPs choose to take a role as consultant

» Attitude: FPs have a positive attitude
towards being a consultant

» Disease: The type of disease not in
need of FP initiative

Insufficient routinesat the HC could be lack of information and lackaitines for
home visits and meetings with the DNs. The resuitacbe that the FP did not know
which patients had home care, that home visits wene time consuming and were
hard to manage in an emergency situation, andttedPs only had on-demand
contact with the DNs

Organisational boundaries whERs and DNs worked in different organisationsld
mean insufficient transfer of information and chesgn responsibilities in connection
with frequent reorganisation. The FP lacked infdramaabout who had home care
from the home care organisation and had no acoeks thursing records. Also, after
reorganisations it was difficult for the FP to knalvat DN to contact as well as to
know when the FP or the physician in the home caganisation was responsible for
the medical treatment of a patient. This causetdlenas especially when the FPs
referred patients to the hospital and they wererred back to the home care
organisation, leaving the patient without propedic& support [112]'As physicians
we still stand as responsible even though we refltyt know'7D.

The attitudeof the individual FP also played a role. Some félaad it important to
keep close contact with the patients, retainedhitiative and planned future visits for
chronic diseases. Others adopted on-demand caexpadted patients to initiate all
FP visits, even follow-up visits for chronic diseasThen it was natural for FPs to rely
on the initiative of the DNs if these patients cbnbt manage to do this [112].

‘When they cannot look after themselves they bebhome care patients. Up

till then they look after themselves; we do notissopointment notifications

15B.
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The type and stage tife diseasevas also influential. The individual FP could meta

the initiative, plan future visits, investigatioasd treatment of one type of disease such
as recurring anaemia, and leave the initiativé¢oQNs for the treatment of another
type of disease such as leg ulcers that the FRh&tishe could handle independently
[112].

Medical conductor or medical consultant
Medical conductors retain the initiative. They ptaadical treatment and future visits
for patients with chronic diseases. They feel thay have an extra responsibility for
home care patients and that it is important to kadw these patients are. Conductors
get more involved when patients have home careNy & compared to other patients,
see these patients as often as other patientdsmdave frequent inter-professional
consultations with the DNs where they ask for infation, discuss problems and make
joint decisions. They regard home visits as a gppepportunity to gain information
and contact and do not always rely on the DNs twdinate. They can also introduce
new routines when old ones are insufficient [112].
‘I try, if it is a chronic patient where | know thhwill treat the patient, |
usually initiate a care planning. If you can cdltare planning, at least a
dialogue with those who are involved/.../I find thaty important. Like doing a
preliminary examination of the patient’ 10A.

Medical consultants leave the initiative to the DNsey rely on the DNs to arrange
future FP visits for chronic diseases at agreeglfgacies and arrange visits in between
if the DNs find it necessary because of a changiesomething new comes up. They
also rely on the DNs to handle some diseases indepély, contacting the FPs when
necessary. They do not experience any specialmetjdy for home care patients and
do not feel a need to know who they are. If anghthey feel that they can see patients
who have help from the DNs less often than othBepis. They do not express a need
for home visits but do home visits at the requéstt® DNs. They expect the DNs to
contact them when they have new information, needical advice or support or think
an inter-professional discussion is necessary [112]

4.5.4 Adequate grounds for relying on DNs

Even if most FPs felt that there were adequatergi®tor relying on the DNs there
were exceptions. The attitude and the working dardi of the DNs as well as the
disease influenced the grounds for relying on this.0fTable 8)

The DNs’ working conditionsould influence whether there were adequate gotmd
rely on the DNs. The FPs mentioned insufficienetiamd short-time substitutes as
negative factors.

Insufficient time was due to shortages of DNs ltdHe posts or too few posts. The
result could be that the DNs did not have timecuae sufficient information, to
provide the FP with information or to participateimter-professional discussions.
Information in connection with requests for pregsions was mentioned. One FP
wanted to know how a patient took a medicine aitchiélped but the DNs did not
know. ‘The DNs are so stressed that they forget theifggsion. They just take orders’
5A. Another result of insufficient time could bestaikes and errors.
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Table 8 - Factors that influence the grounds for FBto rely on DNs

Factor Adequate grounds for relying  Inadequate grounds for relying
on DN on DN

 Working + DNs’ working conditions are « DNSs’ working conditions are
conditions good enough problematic

« Attitude ¢ DNs have a positive attitude ¢ DNs do not have a positive
to collaborating with FP attitude to collaborating

» Disease + Type of disease that DNs cane Type of disease that DNs have
handle problems handling

Short-term substitutes meant that the DNs did awelihe formal training, had less
information to provide as they did not know theigratls and their problems, and that
the information could be incorrect. Short-term s$mes could also have a short-term
attitude concerning how to handle problems [112].
‘... has a different approach than someone who knowsk®awill stay longer,
so there can be poor — what can | say — poor enypaith the patient’s
problems, so to speak. It's more about solvingpiimdlems of that dayA.

DNs’ attitudesowards collaboration influenced whether thereensgtequate
grounds to rely on the DNs. The FPs relied and ridgx on the DNs to provide
information and involve the FPs when necessary.évew they did not always
agree on when the FP should be involved or hovobl@m should be solved.
This could mean that the FP did not get informatehd not get involved and
did not agree with the solutions of the DNs. Irtipafar, problems with getting
sufficient information when the DNs wanted new prggions were mentioned
[112]. ‘I sort of sat here with a lot of notes and presedta lot of medicines but
| was not sure if they were my patients or notds sort of just a job that had
to be done because the DNs had to fill the dogedsers1B.

The type and stage oftdiseasanfluenced what FPs felt were adequate grounds for
relying on the DNs for independent medical treatmiatritional problems, leg ulcers,
incontinence and follow up of diabetes betweenlyd#? visits were examples that
were mentioned[112].

4.5.5 Conditions for providing home care medical tr eatment

If we combine the role the FP chooses or is forced indoid Whether adequate
grounds for the FP to rely on the DN exists or me¢’ create different conditions for
providing home care medical treatment. (Table 9)

Conditions for providing medical treatment in hooaee can be described as good
enough when there are adequate grounds for redyiritge DN and as problematic
when there are inadequate grounds for relying erdiNs regardless of the role of the
FPs.

However, when conditions are problematic FP corataaise various strategies to
overcome the inadequacies of not being able toorehhe DNs. They mentioned that
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they demanded information, initiated regular megtiand demanded more time for the
meetings.

FPs who want to be conductors but are forced by wwerking conditions to be
consultants use strategies to transform theirfrola consultant to conductor when
they experience problems. They mentioned thatdised lunch breaks and unexpected
free time to be able to make home visits and tadli@mnse themselves with the patients’
problems. They also established their own priajtieeir own routines and bent the
rules to be conductors when they felt it necessary.

FPs who chose to take the role of consultants, heryare not aware of problematic
conditions for medical treatment as they do noirgetmation and are not alerted to
problems when there are no adequate grounds fangedn the DNs. This leaves the
home care patients without sufficient support fedmal treatment [112].

Table 9 - Good-enough or problematic conditions fomedical treatment

Adequate grounds Inadequate grounds
for relying on DNs for relying on DNs
FPs take the role of a. C.
conductor
Good enough Problematic conditions
conditions for medical  for medical treatment
treatment The FPs use strategies to
overcome the
inadequacies
FPs take the role of b. d.
consultant
1. FPs feel forced to b.1. Good enough d.1. Problematic
take the role of conditions for conditions for
consultant medical treatment medical treatment
FPs use strategies to
transform their role
from consultant to
conductor
2. FPs choose to take  b.2. Good enough d.2. Problematic
the role of consultant conditions for conditions for
medical treatment medical treatment
FPs not aware of
problems
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5 DISCUSSION
5.1 MAIN FINDINGS

The typical home care patient was an elderly wolvarg alone who had multiple
functional problems, symptoms and diseases, afidnding reduced cognitive ability.
A variety of care providers were involved in theecand treatment, including family
members and home help staff, DNs, FPs, physiotstsagnd occupational therapists.
Many also had inpatient and outpatient hospitad.daamily members or home help
staff and the DNs provided home care. In spitdeirtreduced functional ability, home
care patients usually met the physicians at the &#@s the hospital. Many had
treatment from several different physicians. FRygd an active role and made notes
in the record due to contact with or informatioonfrthe patient, the DNs or the
specialised care staff on average once every othath. However, they typically met
with the home care patient twice a year. In summaeyhave a picture of frail patients
with multiple problems and very complex care areatiment, where many different
organisations and care providers are involved rallgh[108, 109].

The FPs’ experiences providing medical treatmenihdone care patients were
dominated by how the home care patients and thellgms influenced the FPs’
abilities to stay in charge of the medical treatmehis in turn resulted in the FPs
relying on collaboration with the DNs. Consultatisith the patient could not provide
the usual foundation for decisions concerning na&dreatment. For patients with
reduced functional ability and patients that didictept FP help, the FPs had to rely on
the DNs for information and help with the mediecabtment. FPs also relied on the
DNs for information and discussions concerninggatents that the DNs met regularly
and for information and coordination of the carevted by other care providers. Due
to complex conditions when it was hard to make adagdecisions on medical care,
and patients fixed in their ways did not complyhw#commendations, the FPs had to
rely on the close observation and follow-up of Eiés to get information on
developments. This information was absolutely @iuas it was the basis for constant
re-evaluation of the treatment goal. Thus adequgratends for FPs to rely on the DNs
for medical treatment are needed in home care @middeatment. Working conditions,
the attitude of the DNs and the type of diseadaented whether the grounds for
relying on the DN were adequate [111, 112].

In home care medical treatment FPs can take teeofohedical conductors or medical
consultants, retaining or leaving the initiativettod medical treatment to the DN. One
FP can take on different roles in different sitoasi. The role the FP chooses or is
forced to take is influenced by the working coratis and the attitude of the FP and the
type of disease. Regardless of the role of the&ijitions for medical treatment can
be seen as ‘good enough’ when there are adequmtedy for relying on the DN and
problematic when there are inadequate grounds. i#awi the grounds for relying on
the DNs are inadequate, only FPs who are or wdm ttonductors are aware of this
and use different strategies to overcome the inszaiteegs or to change their role. FPs
who chose to be consultants, however, will notwara of problematic conditions for
providing medical treatment as they will not gdormation and will not get involved
by the DNs [112].
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5.2 METHODOLOGICAL CONSIDERATIONS
5.2.1 Definitions and organisations

The fact that there is no uniform way of descriliilogne care by DNs was a problem
throughout the study. It has been a challengerfaqndzlevant literature and describing
the results in an understandable way, and in athatymakes it possible to use the
findings in future studies.

As conditions regarding the care of patients wiambk care by DNs differ, the results
from studies in one area are not necessarily walidher areas. On the other hand,
studies that cover several areas run the risk ssimg problems that may only exist
under certain conditions. Study | was conducteahiarea with relatively well-defined
conditions, and could serve as a starting pointuidher studies. Study Il covered
different, but not rural conditions and can alsweeas a starting point for further
studies.

5.2.2 The number of FP visits in Study |

Information from official statistics is commonlyagto describe medical care. In this
study, the official statistics agreed with the mf@ation retrieved from the nursing
records. But when official statistics were compasétthi the computerised FP records
there was a pronounced discrepancy. In the offatélstics, 466 FP visits, including
home visits, were recorded for the study periocgnehs the FP records only showed
221 visits. This could partly be due to the faett tome notes had been made that were
not part of the computerised record, but insteack\part of special documents that
were still in use for some types of measures. Tam meason, however, appeared to be
that patients paid the same fee for FP visits atefts that were prescribed and
assessed by the FPs but performed by the nurseg thame visits. The official
statistics thus showed the number of financialdaations, not the number of actual FP
visits. This raises questions concerning the uglioli the official statistics, at least in
this respect.

5.2.3 Datain study |

A randomised third of the population of patientseieing home care by DNs is
thought to provide a sufficient basis for conclasi@bout all the patients, and a
participation rate of 73 per cent is acceptable patients who were excluded were of
the same age as the participants but might havenbael severe conditions as patients
who had died or who were admitted to hospital dutive registration week were
excluded. These patients probably did not receise inedical care than those who
were included.

Data about the functional and medical probleméefdatients are based on the
professional judgment of the FPs and DNs usingistahclinical methods, and should
provide an adequate picture. Data in the recoqplesent what the caregivers
considered important to record, which is influenbgdnany factors. This might
explain why matters concerning medicines and inyasbns were predominant.
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5.2.4 To interview one’s peers

The fact that the interviewer (SM) in Study Il wvasFP who interviewed her own
peers with whom she had had previous contact tisdmethodological weakness and
a strength. If the interviewer is seen as a pegrcanfidant, this may facilitate access
and result in richer and more personal accounddtitdides and behaviour, but it can
also influence the researcher’s ability to obtatadecause of a shared understanding
that is not explored [113, 114]. On the other hidnadresearch team participating in the
data analyses consisted of researchers with difféeckgrounds that may have
compensated for this.

5.2.5 The theoretical sampling in study Il

A theoretical sampling was done, letting the aredyfsom the previous interviews
guide the choice of FPs to invite, the type ofgrets they were asked to talk about and
the follow-up questions that were asked. The samgmgrocedure contributed to the
provision of rich data but also to the lack of datacerning patients with whom the
FPs as consultants were less actively involvednitéws with FPs aboainy patient in
home care would have given more information abouosultants not knowing about
problematic conditions. However, interviewing FBsuat situations that are
problematic because they are not informed about fkein itself, problematic. Thus
more mixed research methods would be requiredpmexthis potentially difficult

type of situation.

5.2.6 Using GTM

Most agree that GTM is a method that is well suitedstudying social processes like
the one we have explored. There is an ongoing sksao about GTM analyses as
different researchers describe and advocate ditfevays of doing the analyses [99-
101, 103-106, 115]. As mentioned in the methodsraatérial chapter, the analytical
model used here integrates the steps from diffeeseiarchers. It has been important to
stay close to the data, constantly checking neasiddout the data FPs discuss in the
interviews. We also let preconceptions contribateléas about what questions to put
to the data, but made sure that only answers tbgg grounded in data remained. In
that way my preconception has been an advantalgas lbeen a long and difficult but
also satisfactory process to identify two proces$@mportance for home care medical
treatment. Having a supervisor familiar with theqass of analysis in GTM was
essential to achieve this result and to learn thveep of using GTM.

5.2.7 The relevance and fit of the result in study Il

In this study we were able to distinguish spegfiacesses: ‘the effort to stay in charge
of the medical treatment’ and ‘to rely on the DN iome care medical treatment’,
describing the collaboration between the FPs am@tiis from the perspective of the
FPs. We created models depicting factors thatenfte these processes and the effect
of these factors on the ability to stay in change the conditions for providing home
care medical treatment. As is always the case @iithl, further research is needed to
try the relevance in other collaborative situatibetveen FPs and DNs. However, a
focus group with participants who had not been pfitie study recognised both the
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problems involved in staying in charge of the mabireatment and the strategies used
by the FPs in their efforts to do so. Most impartaas that they experienced that now
this was put into words for the first time! [L1Eyven if the model of relying on the

DNs presented in article IV was not elaboratethatime of the focus group, the
necessity of relying on the DN in the effort toysita charge of the medical treatment
was discussed and recognised in the focus groupuiTknowledge these two partly
intertwined processes have not been describedebefor

5.3 DISCUSSION OF THE RESULTS

5.3.1 Patients with complex problems and complexca re

In study | the study patients were elderly and thedsame types of problems as
described in other studies of patients receivingécare by DNs [5-7, 109, 116]. The
home care procedures performed by DNs resemble thexcribed in studies of home
care by nurses and in classifications of home aetieities by nurses [109, 116-121].
Other studies also confirm that FPs make few hasitsyand that physicians with
many home care patients spend considerable tinhet@kgphone calls and paperwork
[58, 92].

Due to the problems of acquiring statistics abbesé patients, there were few studies
about the FPs’ involvement in their care and thee of specialised care. When the
result from study | was published, this was pantyv knowledge. Since then the
Swedish government has initiated a longitudinadgii®SNAC) in four different regions
regarding the problems and the care of patientvieg home help and/or home care
by DNs. The population in the SNAC studies includkkpatients with home care by
home help staff and hence is only in part the sasria our studies. SNAC studies from
Stockholm also identified that many individualsiwitome care have inpatient care
and, for example, that reduced functional abilggatively influences the chance of
receiving both inpatient and outpatient care [1Z2)].

Our study gives the picture that the medical treatnof frail home care patients with
multiple and complex problems, often in combinatiath reduced cognitive ability, is
divided among many hands. The FPs had to rely@bts and the other care
providers to gain sufficient insight, giving risequestions about how the physicians in
specialised care who see the patient at hospigal &mes can gain sufficient insight to
make adequate medical decisions. To verify thisipicand study the consequences for
the quality of the medical treatment of home ca@epts requires more studies. This
study took place in a city area with easy accespéeaialised care and limited PHC
resources, which might have increased the useesfased care [108, 111].

5.3.2 Implications for definition of home healthca re

The definitions of home care used in this theststae current Swedish definition of
home health care are restricted to what is perfdriméhe patient's home [4, 123].
Almost all home care patients also saw the FPealtth and physicians in specialised
care at the hospital and many measures conceratrenfs with home care were
carried out between visits outside of the homec&home care medical treatment
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involving DNs depends on decisions made elsewhatereludes more than what is
performed in the patients’ homes, we need a defimthat allows a more integrated
view of the care and treatment of these patielt8,[109, 111, 112].

5.3.3 Family medicine in home care medical treatmen t

Physician-patient consultation is not enough

Personal contact with the patient in the physigatient consultation is usually one of
the cornerstones of family medicine. During a nundf&€onsultations over time the
contact between the patient and the FP as wdlleaBR’s understanding of the patient
and of the patient’s situation is supposed to agudResearch is being conducted into
various important aspects of the consultative mete develop this [42, 67].

We have identified two types of patients for whasing consultations as a cornerstone
in the contact and treatment of home care patis@tproblem. Patients with reduced
functional ability and patients fixed in their wagannot or will not contact and tell the
FP about their problems. In order to stay in chafgbe medical treatment it is not
enough to meet the patient, the FPs have to relgformation from and collaboration
with the DNs. We find that it is equally importaatsupport further research in order to
develop this collaboration and the criteria for figrmedicine in home care medical
treatment [111].

Relying on and collaborating with the DN

Not only did the FPs have problems getting goodighansight through the
consultations with the patients, the patients coolchandle the treatment and had
complex problems where both investigation anditneat and compliance were
problematic, making it hard to make adequate dawssiTherefore it was essential to
be able to rely on and collaborate with the DN<L[11

The FPs had to rely on the DNs for information smbe alerted when there was a
problem. They also had to rely on assessmentslasel cbservation in combination
with follow-up of the patient’s condition and tre@nt, and finally they had to rely on
the DNs for help with the treatment. These taskslascribed in the delegated role of
the nurse to ‘help the patient utilise the physigdnelp’, and in descriptions of the
work of the DNs, which include clinical observasosnd assessments and working
both independently and in cooperation with the tivethe health care team [69, 70,
72, 111].

However, the FPs’ expectations when relying oriNs goes beyond this and might
be a result of how the FP and DN roles regardingenoare patients have developed
over time. The change in health care in the pastfecades has resulted in more
advanced medical treatment in home care with iegsfor health promotion. Before
these changes, home care was largely handled indieypiy by the DNs. This may
have influenced both FPs and DNs to expect DNatalle many aspects related to
home care today as well [2, 71].

In the FPs’ descriptions of collaboration with DNRs we find that FPs also relied on
the DNs to keep in contact with the other care igkerg, coordinating the care and
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mediating information between the FP, the patiedttae other care providers. Judging
by the number of contacts with other caregiverstti@DNs had during one week,
coordination of care and contact with other caoidlers must be seen as another main
task of the DNs. In comparison to home care inratbantries, the roles of the FPs and
DNs seem to resemble those in Canada or the USA than those in the UK, i.e. with

a relatively large amount of responsibility placedDNs to coordinate much of this
complex care [87, 110, 112].

National studies have shown that DNs were incrgaslass satisfied with their
collaboration with FPs regarding home care patjevitde they consider other forms of
collaboration with FPs to be good and unchangetl][]any of the changes in the
Swedish health care system, mentioned in the baakdy may have contributed to this
as other studies have found that FPs handle ttrisaeed workload by shifting tasks to
the nurses [3]. However, it could also be becauséncreased work load results in lack
of time for collaboration and home visits, as werfd [112]. The dissatisfaction of the
DNs is in contrast to the experience expressetidy¥Ps in these studies. They
expressed that the ability to rely on collaborati@as essential in home care medical
treatment and most of them were satisfied with¢bl&boration.

5.3.4 Medical conductor or medical consultant

Conditionsfor taking the role as medical conductor

To stay in charge of home care medical treatmbati-Ps need working conditions that
allow them to take the role of medical conductoremwnecessary. They have to be able
to allocate time for being updated about the pasi@omplex condition in order to plan
future medical treatment instead of just handlmeygroblem of the day and the most
urgent matters. However, the increasing workloadmaghat FPs are rarely able to
practice medical care of the elderly as they wish 112].

Having time and routines for home visits as wellatsneetings or other forms of
contact for discussions and care planning witiiNe was also important. First, there
must be routines allowing the FPs to know who thiaé care patients are, for whom
the FPs have to rely on collaboration with the DB&cond, there is a need for routines
to secure the transfer of information and knowlealgeut who is responsible when
there are organisational boundaries and reorgamsathird, new routines have to be
instigated as there is a change towards more addareatments in home care
resulting in a greater need for FP participatiothenmedical treatment. Finally, new
routines to secure the conditions for collaboratidth the DNs are necessary due to
the transfer of home care by DNs to the municislitThe abovementioned
organisational changes in the healthcare systeaddition to changes transferring care
from the hospitals to the PHC in a situation whesré is a shortage of FPs, have
increased the FPs’ workload and can explain whydb#gnes are sometimes still
insufficient [2, 3, 29, 35-41, 111, 112].

The attitude towards being a conductor or a coasuttiffered, not only with the type
of disease, but also with the interviewed FPsfuatés towards retaining or leaving the
initiative to the DNs. The WONCA description of fdyrmedicine describes a
conductor rather than a consultant (table 1). Hawnete shift from ‘planned’ to ‘on-
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demand’ care in PHC may have paved the way foraBR®nsultants. When home care
patients can no longer manage to contact theitt&mitiative is transferred to the
DNs. Being a consultant in the situation when thegee adequate grounds for relying
on the DNs could be one way of making efficient ofskealth care resources [38, 39,
43, 111].

The medical consultant an effective use of resources

The FPs saw home care patients who have complélepne on average only twice a
year and less often than other patient of comparadpt. This can be one way of
making efficient use of healthcare resources ituatson with a shortage of FPs, if
they can rely on information and collaboration vitie DNs who visit the patients
regularly and assess their conditions. The FPstegnn charge of the medical
treatment, make efficient use of healthcare ressuand secure good enough
conditions for providing medical treatment as a iz@dconsultant. But only in

a) situations when the FPs feel that it is adequaeiEave the initiative to the DNs and
b) if they know that it is adequate to rely on Bs. In order to know that, they have
to know that the working conditions of the DNs sneh that there are adequate
grounds for relying on them including when FPs BiNg work in different
organisations which is common today [2, 26, 29].

The FPs in this study usually said that they coelg on collaboration with the DNs if
the DNs had the right working conditions. Thisngontrast to studies of the DNs’
experience of collaboration in the multi-professibRHC of today reporting that DNs
feel that their work is dominated by the physiciansdical agendas when working
together. This might have negatively influencedrthttitude towards collaboration

[71, 124]. Thus FPs have to be aware of the DNigudées towards collaboration and if
FPs’ and DNs’ views on medical treatment agreeadk bf inter-professional
knowledge concerning other care providers’ strategan negatively influence
collaboration and the FPs’ abilities to know ifria@re adequate grounds for relying on
the DNs. Many of the FPs had collaborated withQNhs for a long time, which should
facilitate that type of awareness. However, otisnked with new DNs, with DNs in a
separate home care organisation or with short-sestsstitutes without formal training,
which would make it more difficult. Interdisciplinateam-building exercises, meetings
and regular face-to-face contacts have been faubd essential for integrating
physicians into home care services. But many FBaristudy stated that it was not
possible to take time to plan future treatment tfogie only the most urgent matters
could be handled. This meant that an essentialrfémt getting to know each others’
expectations and strategies was missing [76, 78&4.12].

I nteractions and expectations in collaboration with DNs

The home care situation resembles that in a hosyata with many different care
providers participating in the care of a singlagratmaking collaboration necessary.
However, conditions for collaboration are very eliéfint in these settings. With
treatment taking place in the home of the patitwetcare providers’ workplaces
located in different places and organisations, fa@ommon meeting places and
responsibility for prescribing medical treatmentided among many hands,
collaboration in home care is much more difficblin in a hospital ward. Evaluation of
a shared-care concept for FPs and DNs with guiekgliciarifying of roles and
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accountabilities, showed a positive effect forpladents and on acute service costs
[79]. Active collaboration between FPs, nurses sowal workers for home care
patients reduced FP visits, hospital care and maiaied health status of the patients
[80]. Thus active measures to develop the conditfoncollaboration are important for
the care and treatment of home care patients.

The many care providers participating in the cdu@ gingle patient makes
collaboration necessary, much in same way asigégssary in a hospital ward.
Therefore, it is tempting to look to collaboratiorthe hospital ward for ideas on how
to develop collaboration in home care. We find #s$ rely on getting information
about follow-up and assessments of the DNs, otidons and sometimes joint
decisions concerning problems in home care mettEaiment and also of being able
to leave the initiative to the DNs when there watequate grounds for this [111, 112].
In sharp contrast to this, according to the litgn@tnurses in hospital wards stated that
it was hard to get time to present their knowledihe patients when decisions
concerning further treatment were made during waudds. [125, 126]. Differences in
how the roles and expectations are seen by phgsiaiad nurses in the collaboration in
a hospital ward also causes problems and othaestadvocated mutual discussions to
change this situation [127-129]. Therefore, iddasuticollaboration from the hospital
wards have to be used with care and with awarené®s) transferring them to PHC.
Studies of how the DNs in the PHC feel show a diffié picture than at the hospital
ward, but the DNs still feel dominated by the FRgdical agendas when they
collaborate [71, 124]. This thesis presents the péiats of view showing that FPs
expect a very independent role of the DNs in tbellaboration but also that there is no
time for discussions that would clarify for DNs afels how they see each other’s
roles. This is necessary if DNs and FPs are to ke other's expectations in the
collaboration [111, 112].

Making adequate decisions about complex conditions

The home care patients had complex medical conditto a combination of medical
and other types of problems, making adequate desisibout investigation and
treatment difficult. These decisions include treatirwhen there were side effects of
the medicine, how aggressively to investigate aeat ivhen patients were approaching
end of life, when to change the direction to pallacare, medical treatment of patients
with both medical problems and alcohol abuse anged cognitive ability [111]. This

is in agreement with FPs finding the multiple p&ilgy of older people complex and
threatening, and their symptoms not always beimdgable by medical science [57].
Inter-professional consultations with the DNs weased both to get information and to
discuss how to handle difficult situations [112p RP mentioned discussing this with
fellow FPs at the HC, which is a method advocatethb FP organisations for

collegial support in understanding and learningnfdifficult situations [130]. Only one
per cent of the FP notes in study | referred tealiconsultations with a physician in
specialised care [110]. In the literature examplegound how the implementation of
protocols and guidelines for difficult situatiorsncfacilitate and enhance the quality of
the medical treatment, how support teams or thsilpitiy for inter-professional
telephone consultations could have the same effectwhen there were ethical
problems, patients with Alzheimer’s disease, oe@dhfor palliative care. These studies
show different ways to meet the problems encoudteyehe FPs in our study [7, 64,
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65, 76, 81]. Maybe such methods of meeting thelpna could also replace some of
the many visits made to physicians in specialised at the hospital [108].
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6 CONCLUSIONS

Due to the complex problems of home care patiémsi-P’s consultation with the
patient cannot provide the usual foundation foigiess. They have to be able to rely
on information and collaboration with the DNs imi®care medical treatment, much
like the physician and nurse collaboration in goitatward. FPs rely on DNs
assessing, closely observing and following up derdand treatment, providing
treatment, coordinating care and supplying inforomerom other care providers. The
complex conditions of the patients makes it difti¢or the FP to make adequate
decisions about the goal of the medical treatmirgrefore, information from the
follow up of the DNs is crucial as the goal habéoconstantly evaluated based on this
information. The working conditions and attitudéshe@ DNs and the disease influence
whether there are adequate grounds for the FRytomehe DN.

FPs can take the role of medical conductors wlairer medical consultants who
leave the initiative in the home care medical trestt to the DN. What role FPs take is
influenced by their working conditions and attitadend the disease. One FP can take
different roles concerning different diseases. @t for providing home care
medical treatment can be seen as good enouglref éine adequate grounds for relying
on the DN and as problematic if they are inadequesgardless of the role of the FP. To
stay in charge of the medical treatment FPs mua harking conditions that allow
them a) to take the role of conductor when adeqyratends for relying on the

initiative of the DNs do not exist and b) as cotesutk to be able to know if adequate
grounds for relying on the DNs exist. Today’s warkconditions often make it

difficult to take the role of conductor or to plarture care and treatment so as to get to
know if there are adequate grounds to rely on tNe.D

Home care medical treatment takes place at homis bbhaped by decisions made by
FPs at the HC and the physicians at the hospitalay DNs’ and FPs’ measures take
place between visits and not in the patient’s horhe. situation resembles that of a
hospital ward, where many different care provigers many different professions are
involved in the care of the same patient. Howelveme care does not have the ward’s
geographical, organisational and temporal unitys k&ving to rely on information
from the DNs to gain sufficient insight for medickcisions gives rise to questions
concerning how the physicians in specialised canegain sufficient insight during
isolated outpatient visits. The situation oughinftuence how home care medical
treatment is defined and organised and requirdsesuto support it, time for
collaboration and for all care providers to knowentihey are responsible.
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7/ FUTURE RESEARCH

To confirm the results reported here, new studiestine made in other areas with
different conditions, such as in rural areas. Farrthsearch is needed to test the
relevance in other situations affecting the FP4giteds to stay in charge of home care
medical treatment and collaboration between FPON® More studies are needed in
different contexts to explore how common the factre that we have identified as
influencing collaboration. Also, more studies aeeded to better understand the
characteristics of the role of the FP in home oagélical treatment.

It is urgent to study the situation with probleraatonditions for providing medical
treatment due to inadequate grounds for relyintherDNs, especially when FPs as
consultants are not aware of that situation. A nmauétifaceted study design is needed
for this. It would also be of interest to explo@nte care medical treatment and the
collaboration from the perspective of the patiemd the DNs, and simultaneously
from the three different perspectives.

There are studies concerning care at home. It waeilof interest to study the
experience of patients, FPs and DNs and the edfdeime care medical treatment
when the comprehensive care of home care patiéetsupport of collaboration
among the care providers and the support for ditfend complex conditions are
arranged in different ways.
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9 SUMMARY IN SWEDISH

SAMMANFATTNING PA SVENSKA
9.1 BAKGRUND

Pa grund av minskade vardplatser pa sjukhus ocfiealildre, med 6kade
sjukvardsbehov, i befolkningen har kravet pa baseisjukvard okat. En nationell
studie av hemsjukvard som Socialstyrelsen nyligarogforde visade att allt fler
patienter far hemsjukvard och det har ocksa skatitvweeckling mot allt mer avancerade
halso- och sjukvardsinsatser. De framgick ockstillgdngen till lakare och
sjukskoterskor i hemsjukvarden i manga fall intéili#cklig i forhallande till de krav
som utvecklingen i hemsjukvarden staller. Samtibagtolika reformer lett till andrade
och mer komplicerade foérutsattningarna for samverkallan DSK och DL néar det
galler just patienter med basal hemsjukvard. Niiistna i den har avhandlingen
startade saknades kunskap om dessa patientersisarata. Tidigare studier av
hemsjukvard var begransades till den vard som égde patientens hem. En
forsvarande omstandighet for studierna i den hiiamdlingen var att det saknas en
enhetlig definition av basal hemsjukvard. | studéehar 'home care by district nurses’
dvs. vard i hemmet av distriktsskoterskor anvanggande basal hemsjukvard och
detta &ar ocksa kriteriet for urval av patientdrstilidierna. Tidigare studier har funnit att
patienter med vard i hemmet samtidigt ofta haafleika sjukdomar och funktions
problem. Historiskt har DSK arbetat mer sjalvstghdien arbetar sedan flera
decennier mer integrerat i den multiprofessionalimarvard som nu finns. Det har
bland annat inneburit 6kad samverkan med DL blamarérande
hemsjukvardspatienter. Samtidigt har 6kningen awndpekvard lett till 6kade krav pa
samverkan med kommunal hemtjanst. Kunskapen om bdhiandling av dessa
patienter ar emellertid bristfallig. Studier hasafi att DL gor fa hembesok, DL kan
uppleva aldre patienters multipla patologi som kiexpch ibland skrammande
samtidigt som en 6kande arbetsbelastning innefttidte séllan haft maéjlighet att skota
deras vard som de skulle vilja. Sverige har biasbp i primarvarden samtidigt som
utflyttningen av vard fran sjukhusen lagger okavam pa DL, inte minst for patienter i
basal hemsjukvard.

9.2 MALSATTNING

Den 6vergripande malsattningen med denna avhanetingtt skapa okad klarhet
angaende patienter med basal hemsjukvéard, deraleproch samlade vard, samt
DL'’s erfarenhet av att ge medicinsk behandlingptitienter med basal hemsjukvard.

9.3 MATERIAL OCH METODER

Avhandlingen innehaller en kvantitativ och en kiziv studie. Den kvantitativa
studien omfattar en tredjedel (116) av alla patiented basal hemsjukvard i en
Stockholmsférort, 1996. Information om patienteteras problem och deras samlade
vard samlades in fran olika kallor. | den kvalitatstudien har grundad teori anvants
och data insamlats med semistrukturerade interweer 13 DL angaende en patient
som hade basal hemsjukvard, samt dennes behandling.
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9.4 RESULTAT

En typisk patient med basal hemsjukvard var ere@dsamboende kvinna som hade
flera olika sjukdomar i kombination med nedsattkfionsformaga. Manga olika
vardgivare var inblandade i patienternas samlad#® gam inkluderade bade anhoriga,
hemtjanst, primarvard och sjukhus. Flera olika lékar ofta inblandade. Patienterna
besokte oftast DL pa vardcentralen, i medeltabjdger per ar, men alla patienter
traffade inte sin DL under ett &r. Manga DL atgérdem forskrivningar och remisser
for undersokningen, vidtog utan att DL traffadeiqgraten. Patienternas problem
paverkade DL's férmaga att bibehalla kontrollenrélen medicinska behandlingen.
Patienter med nedsatt funktionsférmaga kunde ictepatienter som ville forsoka
klara sig utan hjalp ville inte ge DL tillrackligformation och manga kunde inte skota
sin egen behandling. DL var tvungen att forlitapsdgatt DSK, som traffade patienterna
varje till varannan vecka, forsag dem med infororatich hjalpte patienten med
medicinsk hemsjukvardsbehandling. Nar patienteauk ikomplexa tillstand eller
vagrade folja de rekommendationer de fick var déttsatt fatta beslut om malet for
den medicinska behandlingen. DL var tvungen alitdcsig pa noggrann uppfoljning
och bedomning av DSK for att fa information som d@nitgéra underlag for konstant
omvardering av malsattningen. DSK'’s arbetsforhaiéamoch attityd samt sjukdomen
paverkade om det var adekvat att forlita sig pa [@8#¢ ej. DL kunde ta rollen som
medicinsk ledare och behalla initiativet, elletenlsom medicinsk konsult och
overlamna initiativet i den medicinska behandlingiDSK. Samma DL kunde inta
olika roll i olika situationer. Vilken roll DL vale eller tvingades anta var beroende av
deras arbetsforhallande och attityd samt sjukdoragn®avsett vilken roll DL valde
sa var forutsattningarna for att ge medicinsk hakwsjrdsbehandling tillrackligt bra
om det var adekvat att forlita sig pa DSK och peaidtiska om det inte var adekvat.

9.5 SLUTSATSER

Pa grund av hemsjukvardspatienternas problem Kiampens konsultation inte, som
den brukar, utgora tillrackligt underlag for DL'eslut om behandling. De ar tvungna
att kunna forlita sig pa information och samarbetel DSK i den medicinska
hemsjukvardsbehandlingen. Som medicinska ledaptécier DL nér
forutsattningarna for medicinsk hemsjukvardsbehingdir problematiska pa grund av
att det inte ar adekvat att forlita sig pa DSK. Suaticinska konsulter kan de inte
upptacka det eftersom de inte far information aKDr att bibehalla kontrollen 6ver
den medicinska hemsjukvardsbehandlingen som kensuiiste deras
arbetsforutsattningar vara sadana att de vet orargetekvat att forlita sig pa DSK
eller ej. Arbetsforutsattningarna maste ocksa sadana att de tillater dem att ta rollen
som medicinsk ledare nar detta kravs. Den samladker paminner om den pa en
vardavdelning med manga olika vardgivare som dettarenskilda patienternas vard.
Det kraver samverkan men den basala hemsjukvaat@aisvardavdelningens
geografiska, organisatoriska och tidsmassiga samméiande faktorer. Problem
uppstar nar arbetsforutsattningarna ar sadanatsgbinas tid och rutiner for att DL
ska kunna ta ansvaret och for tydlig ansvarsfomglach samverkan i medicinsk
hemsjukvardsbehandlig.
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