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Abstract 

The present dissertation, which focuses on the needs of particularly vulnerable older 

people in home health care, was written within the framework of the PhD study in 

Longevity at the Faculty of Humanities, Charles University and was carried out as part of 

the project supported by the Charles University Grant Agency "Met and Unmet Needs of 

Particularly Vulnerable Older Patients in Home and Inpatient Care" (GA UK No. 

760219).   The overall aim of the three researcher project, where I was the research 

coordinator, was to clarify the needs of particularly vulnerable older patients in both home 

health care and inpatient care, including the needs of patients living with dementia. The 

aim of this dissertation was to identify the needs of vulnerable older patients in home 

health care.  

This dissertation consists of four papers. At the time of writing, two articles had been 

published in peer-reviewed journals and two articles were under review. The thesis has 

chapters in the introduction and conclusion that set the professional articles in context, 

creating a comprehensive view of the needs of particularly vulnerable older people in 

home health care. As three of the four peer-reviewed articles submitted have been 

published (1) or under review (2) in international journals, the entire dissertation is written 

in English.  

  

Abstrakt 

Předkládaná disertační práce, jejímž tématem jsou potřeby starších zranitelných lidí  

v domácí zdravotní péči, vznikla v rámci doktorského studia Dlouhověkosti na Fakultě 

humanitních studií Univerzity Karlovy a byla realizována jako součást projektu 

podpořeného Grantovou agenturou Univerzity Karlovy "Uspokojené a neuspokojené 

potřeby zvláště vulnerabilních pacientů vyššího věku v domácí a lůžkové péči" (GA UK 

č. 760219). Celkovým cílem projektu tří řešitelek, kde jsem byla koordinátorem 

výzkumného projektu, bylo objasnit, jaké jsou potřeby zvláště vulnerabilních pacientů 

vyššího věku jak v domácí zdravotní péči, tak i v péči nemocniční, včetně potřeb pacientů 

žijících s demencí. Cílem této disertační práce bylo zjistit, jaké jsou potřeby starších 

zranitelných pacientů v domácí zdravotní péči. 

Tato disertační práce se skládá ze čtyř odborných článků. V době psaní této práce byly 

publikovány v recenzovaných periodikách dva články a dva články byly v recenzním 



 

 

řízení. V úvodu a závěru je práce doplněna kapitolami, které zasazují odborné články do 

kontextu a vytváří tak komplexní pohled na potřeby zvláště zranitelných starších lidí 

v domácí zdravotní péči. Vzhledem k tomu, že tři ze čtyř předložených odborných článků 

byly publikovány (1) nebo byly v recenzním řízení (2) v mezinárodních časopisech, je 

celá disertační práce napsána v anglickém jazyce.  
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1 Introduction 

1.1 Needs in the context of care for particularly vulnerable older 

people 

A holistic approach to patients is needed when planning and delivering both health and 

social care. The principle of a holistic approach is to accept the biological, psychological, 

social and spiritual needs of the person. Such a holistic view of the person and their needs 

is the essence of person-centred care (McEvoy and Duffy, 2008). Respecting patients' 

needs and preferences in the planning and delivery of care is one of the prerequisites for 

ensuring quality care (WHO, 2020). Taking patients' needs into account also affects their 

quality of life (Ruggeri et al., 2005).   

1.1.1 Characteristics of needs 

Physicians, sociologists, philosophers, economists and other representatives of different 

disciplines have different views on what needs are and what human needs are (Wright, 

Williams and Wilkinson, 1998). From a scientific perspective, the concept of human 

needs is an abstraction that is ultimately defined based on 1) scientific knowledge -  

a paradigm - a consensus of scientists representing different disciplines (biology, 

psychology, sociology, nursing, etc.), 2) theoretical orientation, and 3) a worldwide view 

of the issue. If we focus on human needs related to health in particular, we can 

characterise them from several perspectives. From a biological point of view, human 

needs reflect physiological or somatic needs related to survival and health; in contrast, 

psychologists' interest in human needs tends to focus on higher-level needs, which 

include, for example, needs related to esteem and respect. Social scientists then place 

human needs in the context of social interaction (Hesook and Kollak, 2006).  

1.1.2 Human needs and the motivation to fulfil them 

In the same way that human needs are characterized from multiple perspectives, 

representatives among experts concerned with human needs, their hierarchy, and the 

motivations for satisfying or fulfilling them have taken or continue to take more or less 

divergent positions on this issue, which have led to the development of their own theories. 

In the following text, the views and theories of several representatives are presented in 

the chronological order. This is not a full list of representatives of the various theories 
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and positions, but is our own selection, which we have made on the basis of a study of 

the literature and scholarly articles and by mutual agreement of participants of the above 

mentioned research project focused on vulnerable patients´needs, so as to present 

different views of human needs and motivations for human action. 

 

Henry Alexander Murray (1893-1988)  

Murray divides human needs into primary and secondary. While primary needs are basic 

physiological needs whose fulfilment is important for survival, Murray sees secondary 

needs as psychogenic needs whose provision and satisfaction is important for 

psychological well-being. He also assumes that psychological needs are based on and 

dependent on physiological needs. Murray differentiates needs into latent and overt 

needs, which appear in varying degrees and are observable based on an individual's 

behaviour. A need stems from a desire or decision to do a certain thing in order to achieve 

certain effects. Thus, an individual's behaviour is triggered by the desire for a satisfying 

effect, where the action of the individual is completed at the moment the need is fulfilled 

(Murray and McAdams, 2007). 

 

Viktor Emanuel Frankl (1905–1997) 

According to Frankl's theory, people search for meaning in their lives, seeing three ways 

to give life meaning: 1) to fulfil the act we set out to do, 2) to fulfil the work we create, 

3) to live the experience. Frankl states that satisfaction is not usually the goal of human 

action, but in the case of achieving a goal, it should be a side effect of it. Achieving the 

goal is the reason for happiness, which comes automatically, spontaneously. This implies 

that one does not have to pursue happiness (Frankl, 2014).  

 

Abraham Harold Maslow (1908–1970)  

According to Maslow, human action is usually motivated by the desire to satisfy needs in 

the following categories: physiological needs, the need for security, the need for love and 

belonging, the need for recognition, and the need for self-actualization. Needs are 

individual to each person and vary with respect to age, gender, social status, health, 
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cultural background, life experiences, etc. Given that human needs are mainly associated 

with the survival of the individual or the group, Maslow argues that needs falling under 

the category of physiological needs are among the first to be addressed. In contrast, 

mental or spiritual needs, i.e. needs at a higher level, are often addressed only after 

physiological needs (Maslow, 1943).  

 

Chart 1 Maslow’s hierarchy of needs 

 

 

David Clarence McClelland (1917–1998)  

According to McClelland's theory, human behaviour and motivation to act stems from 

learned (acquired) needs that a person acquires during the course of life. Human action is 

motivated by a sense of satisfaction with the goal of achieving maximum satisfaction. 

McClelland states that all people have a need to achieve something, a need for power and 

a need to belong somewhere, however, for each person the hierarchy of these needs is 

individual (McClelland, 1987).  

 

Johan Galtung (*1930) 

Galtung tentatively divides human needs into four domains (security, freedom,  

well-being, and identity) with respect to (1) whether the satisfaction of needs is dependent 

on the person (driven by the person's motivation to satisfy the needs) or on the 

Self-
actualization

Esteem 
needs

Love/belonging

Safety needs

Physiological needs
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environment (in the sense of a social environment that lacks the motivational character 

that drives the satisfaction of needs) and (2) whether the needs are material or  

non-material in nature (Galtung and Wirak, 1977).  

 

Table 1 Needs according to Galtung 

 Dependent on actors Dependent on structures 

Material Security 

(violence) 

Welfare 

(misery) 

Non-material Freedom 

(repression) 

Identity 

(alienation) 

 

Irvin Yalome (*1931) 

Yalome defined four basic existential concerns that reflect basic needs and to which one 

should respond: 1) mortality - the fear of death, man has an instinctive fear of death, 2) 

freedom - the opposite of death, responsibility for one's own life, man is the author of his 

own destiny, 3) isolation - loneliness in the interpersonal, intrapersonal and existential 

sense, 4) meaninglessness - life without meaning, the absence of meaning in life, man is 

responsible for the meaning of his life (Yalom, 2020).  

 

Victor Vroom (*1932) 

According to Vroom, human behaviour is based on the prediction of whether the 

achievement of a chosen goal will be associated with satisfaction, resulting in a preference 

for the achievement of certain goals over others.  To achieve the set goals, human 

behaviour is motivated by three factors: 1) expectancy, 2) valence, and 3) instrumentality. 

Expectancy means that one assumes or expects that a particular action will be followed 

by a particular outcome. Valence is seen as a psychological value that is tied to an 

outcome. Thus, a person's motivation for a particular behaviour is determined by the 

attractiveness of the goal, and Vroom states that the valence (value) of first-order 

outcomes is determined by the valence (value) of second-order outcomes to which first-

order outcomes can lead.    Instrumentality is then a measurable value that indicates that 
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a second-order outcome does or does not follow from a first-order outcome (Vroom, 

1967) 

 

Edward L. Deci (1942) a Richard M. Ryan (1953) 

According to Deci and Ryan's theory of self-determination, the satisfaction of 

psychological needs has a major impact on well-being. They consider the basic 

psychological needs to be the need for autonomy, relationships and competence (Deci 

and Ryan, 2000).  

 

1.1.3 Health care needs 

From the perspective of patient care and in the context of the present dissertation, 

particularly for the older persons, it can be stated that the needs in relation to the provision 

of both health and social care are not easily defined as it is a complex issue involving 

multiple inseparable and intertwined components (Asadi-Lari, Packham and Gray, 2003). 

In particular, two main and often competing aspects of human needs can be found in the 

literature: 1) motivation, which drives people to satisfy their own needs and guides human 

behaviour, and 2) an aspect that is shaped by a person's social and cultural environment. 

These two aspects, whether considered together or separately, are an important starting 

point for defining needs in the context of health and social care (Hesook and Kollak, 

2006). The view of people's needs and the approach to identifying them also varies 

between professionals involved in care provision  (Wright, Williams and Wilkinson, 

1998).  

From the perspective of patient care, and in the context of the present dissertation, 

particularly for the older age group, it can be stated that needs in the context of both health 

and social care provision are not easy to define unambiguously, as it is a complex issue 

involving multiple inseparable and intertwined components In the literature we can 

encounter two main and often competing aspects of human needs: (1) motivation, which 

drives people to satisfy their own needs and guides human behaviour, and (2) an aspect 

shaped by a person's social and cultural environment. These two aspects, whether 

considered together or separately, are an important starting point for defining needs in the 
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context of health and social care The view of people's needs and the approach to 

identifying them also varies between professionals involved in care provision 

Health and social care professionals look at the needs of their patients/clients particularly 

in the context of direct care delivery, where they aim to identify and meet individual needs 

in the areas of 1) environmental, 2) physical, 3) psychological and 4) social (Reynolds 

et al., 2000).  

In contrast, Bradshaw (2013), for example, views care needs in a broader, societal context 

and defines four types of needs: 1) normative needs, which are based on standards set 

by the experience of professionals; these needs relate to the level of services provided;  

2) felt needs, which are based on a person's ability to define their need, i.e., it is about 

what the person wants, what they desire and what their aspirations are; 3) expressed 

needs, which are put into context with regard to whether and to what extent people use 

the services offered and are based on the assumption that a society (community) or an 

individual who uses many services has a strong need to use these services;  

4) comparative needs, which refer to an objective assessment of the relationship between 

the availability of services and the health status of individuals or populations. Needs are 

also viewed in a broader context by Stevens and Gabby (1991), who suggest that health-

related needs reflect three interrelated aspects that need to be taken into account when 

assessing needs: 1) the need for care; 2) the requirement and preference for care; 

and 3) the provision of care leading to the satisfaction of needs.  Similarly, Haaster et 

al. (Haaster et al., 1994) view health care-related needs and also divide them into three 

categories: 1) the problem faced by the patient; 2) the actions needed to alleviate or 

manage the patient's problems; and 3) the services or care to provide the needed actions.   

In view of the above statements, it should be emphasised that the planning and provision 

of health (and social) care must take into account not only the individual needs of the 

individuals to be cared for, but also the needs of the community or society. These needs 

should then be contextualised in relation to individual needs (Reynolds et al., 2000), also 

bearing in mind that there are still differences between the needs of patients/clients and 

the services offered (Asadi-Lari, Packham and Gray, 2003). In order to minimise this gap 

and meet not only the needs of patients/clients but also the needs of both professional and 

informal carers, it is essential to consider needs in a holistic way?  
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1.2 Care for the older people at home in the Czech Republic 

Most seniors wish to remain in their social environment in a state of illness or reduced 

self-sufficiency. The term social environment is deliberately mentioned, as  

Act No. 108/2006 Coll., on Social Services, as amended (Act No. 108/2006), and 

considers the social environment to be the natural social environment, which is defined 

as "the family and social ties to close persons, the person's household and social ties to 

other persons with whom he or she shares the household, and places where persons work, 

are educated and carry out normal social activities" (MPSV, 2021). In Act No. 372/2011 

on Health Services and Conditions of their Provision, as amended (Act No. 372/2011), 

the social environment is described as the patient's own social environment and 

subsequently defined as "the patient's home environment or an environment replacing the 

patient's home environment, such as a social services facility" (MZ ČR, 2021c).  

Care for the older people in their social environment is provided through field services, 

both health and social. Unfortunately, it has not yet been possible to link health and social 
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services so that they can be provided simultaneously, both within the same organisation 

(although some home care agencies and gerontological centres also provide outreach 

care) and during a single visit of the older  patient, despite the fact that the inseparability 

of the health and social components of care has been proven and it is repeatedly since 

many decades declared as an important principle in many strategic documents including 

governmental ones (MPSV, 2014; MPSV, 2016). In a publication entitled Domácí  

a primární péče včera, dnes a zítra (Home and primary care yesterday, today and 

tomorrow), published in 1998, it is argued that there is a need to link health care and 

social services in the provision of outreach care for older people, thereby ensuring the 

comprehensiveness of care provision for older people in their home environment 

(Misconiová, 1998). It is therefore surprising that there has been no significant change in 

this area since 20 years. 

The first part of this subchapter is devoted to defining terms related to home care. Then, 

international and national strategic documents are presented that point to the necessity of 

providing care for the older people in their home environment and aim to increase the 

availability of outreach services for older persons and at the same time increase the 

number of seniors who will stay in their home environment. In the context of these 

strategic documents, the following section sets out the legislative provisions that legally 

anchor the provision of care  

 

1.2.1 Terms 

In the provision of care for older persons in the home environment, it is important to 

distinguish between the concepts defining the provision of health and social care, 

although, as mentioned in the introductory section, it is not possible to separate the health 

and social components in the provision of such care. The terms defining home care can 

be found in many encyclopaedias, publications, web references, etc., both foreign and 

domestic. In our environment, foreign terms have been adopted over time and have now 

become commonly used1. 

Diderot's Great General Encyclopaedia defines home care as "care provided in the client's 

home, in the client's home environment, for the purpose of promoting, maintaining, and 

 
1   The most frequently encountered term in our country is Home care, which refers to home health care. 
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restoring health or minimizing the effects of illness or incapacity" (Diderot 4, 2001). The 

General Encyclopaedia of Diderot defines caregiving, to which the English equivalent of 

home help belongs, as "an outreach social service enabling persons with limited 

independence to live in a home environment. It provides, in particular, food delivery, 

shopping, cleaning' and refers to the concept of long-term care, which he defines as  

'a complex of health and social measures to care for people whose self-sufficiency is 

threatened or lost. It seeks to ensure a good quality of life in the home (natural) 

environment. Individual care in cooperation with family and lay initiatives is optimal. 

Supplementary professional services (nursing care and home care, including hospice 

care) are used. Where necessary, long-term care is provided in an institutional setting" 

(Všeobecná encyklopedie ve čtyřech svazcích. Díl 3, 1996).  

There is also an interesting definition of the term home care according to the Universum 

General Encyclopedia, which in this case refers to the concept of social service 

(Universum: všeobecná encyklopedie. Díl 2., 2001)  subsequently defined as a tool to 

address a social emergency, which can be, among other things, a care service (Universum: 

všeobecná encyklopedie. Díl 8., 2001). It describes the nursing service as "an institution 

providing assistance to citizens who, because of their age or ill health, are unable to 

perform the necessary household chores or need to be treated by another person" 

(Universum: všeobecná encyklopedie. Díl 7., 2001). Thus, the Universum general 

encyclopaedia states that in the provision of care services it is possible to treat persons 

with deteriorating health. 

According to the Dictionary of Social Work, home care means "care provided to sick or 

dying people in their homes by qualified health professionals, social workers or other 

professionals, or even lay people" (Matoušek, 2003). At this point, therefore, the 

Dictionary of Social Work acknowledges that home care can also be provided by social 

workers. Elsewhere in the Glossary we can see an interpretation of the term 'care service', 

where it is clearly stated that it is a social service and then the areas of care to which the 

provision of care services belongs are listed. Finally, it is stated that "with the help of this 

service, the period of relatively independent life of persons in their homes is prolonged" 

(Matoušek, 2003). For both of these services, the English equivalent is given as home 

care. 
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The definitions of home health care and nursing care are generally the same in the above 

encyclopaedias. Although, in some cases, there is confusion between home health care 

and nursing care. This may be because they are two interrelated services that cannot be 

strictly separated from each other. 

Despite the existing variability, in the European context the “home care” is used mostly 

for health care services, mainly nursing care provided in the home environment. Whereas 

the “home help” or “care services” mean auxiliary and social services provided in the 

home environment. In Czech, paradoxically, the term “home care” domesticated in its 

English origine meaning mainly home nursing care whereas for social services we use 

other terms (pečovatelská služba). Long-term care (dlouhodobá péče) is a term usually 

used to define the whole complex and different types of services (health, social and other) 

that respond to the needs of persons with limited self-sufficiency (Holmerová et al., 

2014).  

 

1.2.2 International and national strategic documents 

International strategic documents in their declarations consistently point to the need to 

maintain the current way of life of the older people in their home environment and 

subsequently declare this in their objectives. This is no different in the national strategy 

documents, which are mostly based on the international ones. 

One of the international strategic documents which, with regard to the human rights of 

older persons , promotes the stay of seniors  in their home environment in its objectives 

is the United Nations (UN) Principles for Older Persons adopted in 1991. According to 

one of the UN Principles, seniors should "live in their own homes for as long as possible" 

with regard to independence (Zásady OSN pro seniory, 2020).  

The 2002 UN International Plan of Action on Ageing (Madrid International Plan of 

Action on Ageing 2002) is an international strategic document based on the UN Principles 

that takes into account the issue of older people staying in their home environment in its 

objectives. Paragraph 86(c) of this Action Plan identifies the need to develop strategic 

documents to support people with mental illness or Alzheimer's disease2 to remain in their 

 
2 With increasing age, the number of people living with Alzheimer's disease is increasing in the population. 

A publication by the Czech Alzheimer's Society states that in 2015 there were an estimated 156,000 people 
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home environment. Point 105(b) of the Action Plan also points to the need to promote the 

stay of older people in their home environment as a means of preventing hospital 

admissions and placements in residential social services, in particular by improving the 

quality and availability of community-based long-term care for older people (Madridský 

plán a jiné strategické dokumenty, 2007).  

Another international strategic document supporting the retention of older people in their 

home environment is the Regional Implementation Strategy (RIS) adopted by 

representatives of the UN member states' ministers at the Berlin Conference in 2002. The 

RIS was intended to serve as a follow-up to the above-mentioned International Plan of 

Action on Ageing, with the aim of ensuring the integration of ageing and old age into 

public policy in the member countries of the United Nations Economic Commission for 

Europe (UNECE). One of the commitments of the RIS is to 'Improve the quality of life of 

citizens of all ages and increase the chances of independent and self-sufficient living for 

older people in good health and social well-being', with the proviso that older people 

should be given the opportunity to decide whether they wish to be cared for at home or 

in hospital in the event of illness, given that long-term care is more often provided in 

older people's homes or communities. At the same conference, the UNECE Berlin 

Ministerial Declaration was signed as justification for the need to adopt RIS (Tomeš  

et al., 2017). Support for these documents and the implementation of their goals and 

commitments was expressed by the member countries, including the Czech Republic,  

in 2007 at the UNECE Conference in León, Spain, by signing the León Ministerial 

Declaration - Society for Persons of All Ages: Challenges and Opportunities (Leónská 

ministerská deklarace - Společnost pro osoby v každém věku: výzvy a příležitosti, 2007), 

followed by the Vienna Ministerial Declaration in 2012 and the Lisbon Ministerial 

Declaration in 2017 (UNECE, 2012, 2017).  

The Strategic Action Plan for Healthy Ageing in Europe, 2012-2020, published by  

the World Health Organization (WHO), is also one of the documents that highlights the 

need to ensure health care for older people in their home environment, taking into account 

people with dementia, including support for informal carers, and the need to link health 

and social care as evidence-based (WHO, 2012).   

 
living with dementia. It is predicted that in 2020 there will be 183 thousand people living with Alzheimer's 

disease and in 2050 even 383 thousand people(Mátl, Mátlová and Holmerová, 2016).  
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Most recently, the need for older people to remain in their home environment is addressed 

in the 2016 WHO strategy document, Global Strategy and Action Plan on Ageing and 

Health, adopted at the 69th WHO Assembly. Objective 3.2 of this document declares the 

need to situate care for older people as close as possible to the environment in which they 

live, including the need to provide care for older people in their homes (WHO, 2017).  

The Ministry of Labour and Social Affairs (MoLSA) is responsible for the National 

Action Plan to Promote Positive Ageing for the period 2013 to 2017, which builds on  

the National Programme for Preparation for Ageing 2008-2012 and the National 

Programme for Preparation for Ageing 2003-2007 and is based on the objectives  

and recommendations of the International Plan of Action on Ageing and the UN 

Principles for Older Persons. One of the priorities of this National Action Plan is the 

"Quality Environment for the Life of the Older Persons", whereby, in view of the need to 

support the life of the older persons in their homes, it is necessary to provide developed 

outreach services. This means outreach health and social services. "Care for the most frail 

older people with limited self-sufficiency" is another priority of this Action Plan.  

The vision of this priority is "A wide range of coherent social and health services, 

including the involvement of carers, which will respond to the specific needs of older 

people with limited self-sufficiency", followed by a reference to social and health services 

provided in the home environment of older people. The measure to meet the objectives 

of this priority is "Expand the availability of outreach and related respite services for 

informal caregivers" (MPSV, 2014).  

The Health for All in the 21st Century Programme (Health 21), which is under  

the responsibility of the Ministry of Health of the Czech Republic (MoH), was adopted 

by the Government Resolution of the Czech Republic as the Long-term Programme for 

Improving the Health Status of the Population of the Czech Republic in October 2002 

and is based on the WHO international strategic plan "Health 21 - Health for all in the 

21st. Century", which was adopted at the 51st WHO Assembly.  Health 21, in Goal 5 

'Healthy ageing', sets the target of 'increasing by at least 50% by 2020 the proportion of 

people over 80 years of age who achieve a level of health in their home environment that 

enables them to maintain their self-sufficiency, self-esteem and place in society'. This 

objective is subsequently developed into individual activities. The indicator for 

monitoring the sub-objectives is the number of community plans and programmes to 
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develop integrated home care. Objective 15 'Integrated Health Sector' lists home care as 

an integral part of primary care, where the provision of home care leads to a reduction in 

the incidence of nosocomial infections and a reduction in the financial burden on  

the system due to a reduction in hospital admissions (MZ ČR, 2008).  

The National Strategy for Health Protection and Promotion and Disease Prevention - 

Health 2020 (National Health Strategy 2020) is another strategic document under the 

responsibility of the Ministry of Health of the Czech Republic that deals with the issue of 

care for the older persons  in their home environment. The National Health 2020 Strategy 

was adopted by the Government of the Czech Republic as an implementation tool of the 

WHO Health 2020 programme in January 2014. Action Plans have been developed for 

the implementation of individual areas of the National Strategy. Action Plan 8 "Increasing 

the quality, availability and effectiveness of follow-up, long-term and home care" is 

elaborated into two areas, namely a) Increasing the quality, availability and effectiveness 

of follow-up, long-term and home care, b) Increasing the availability of follow-up care, 

which are subsequently incorporated into a logical framework (MZ ČR, 2014, 2015).  

Supporting seniors to stay at home is one of the objectives of the National Action Plan 

for Alzheimer's Disease and other similar diseases for 2016-2019 (National Action Plan), 

again under the responsibility of the Ministry of Health of the Czech Republic, which was 

adopted by the Government of the Czech Republic in February 2016. This is the second 

National Action Plan, as the preparation of the original National Action Plan for 

Alzheimer's Disease and Other Related Diseases for 2014-2017 was halted due to changes 

in the government in the summer of 2013, which affected the composition and activities 

of the working group for the preparation of this National Action Plan (MZ ČR, 2016).  

In the context of international and national strategic documents supporting the stay of 

older people  in their home environment in a state of illness or reduced self-sufficiency, 

the European Charter for the Older Patient, which, among other things, points to the need 

to ensure functional and complete services for the older people, including the provision 

of home care through community services, and considers it desirable and necessary to 

provide home care for older people who wish to be cared for at home (Madridský plán  

a jiné strategické dokumenty, 2007).  
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1.2.3 Legislative framework  

The conditions for providing care in the home environment are determined by the 

legislation in force. At this point, it is necessary to distinguish between the provision of 

home health care and nursing care, as the provision of these services (care) belongs to 

two different ministries (home health care - MoH, nursing care - MoLSA) and is governed 

by different laws, which are unfortunately not coherent to date. 

 

Home health care 

According to Section 10 of Act No. 372/2011, home care is considered to be care provided 

in the patient's own environment and includes nursing, medical rehabilitation and 

palliative care.  This section also states that artificial pulmonary ventilation and dialysis 

may also be provided in the patient's own social environment (MZ ČR, 2021c). According 

to Act No. 48/1997 Coll., on Public Health Insurance and on Amendments and Additions 

to Certain Related Acts, as amended (Act No. 48/1997), home health care is a special 

outpatient care provided in the patient's own social environment, which belongs to the 

field of reimbursable services (MZ ČR, 2021a). Home health care is therefore fully 

covered by public health insurance, provided that the home health care provider has  

a contract for the provision of home health care with insurance companies. 

Home health care is provided by non-medical health personnel, i.e. a general nurse, in 

accordance with Act No. 96/2004 Coll., on non-medical health professions, as amended 

(Act No. 96/2004). The competences of the general nurse are defined by Decree  

No. 55/2011 Coll. on the activities of health professionals and other professional staff, as 

amended (Decree No 55/2011). Home health care is provided by nurse specialty 925 

(Holmerová and Válková).  

The performances of specialty 925 are defined by Decree No. 134/1998 Coll., which 

issues a list of medical performances with point values, as amended (Decree  

No. 134/1998). This speciality is performed by home health care providers on the basis 

of a written indication from the patient's general practitioner or on the basis of a written 

indication from the attending physician at the end of the hospitalisation, who may only 

indicate home health care for a period of 14 days. The written indication must include  

a time range for the indicated care (15, 30, 45 and 60 minutes) corresponding to the four 

types of care visit. These care visits may be combined in one day, but a maximum of three 
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visits per day for a cumulative total of three hours may be made. A signal code - nursing 

care of a terminal patient - may be reported if there is a need to increase the time limit 

and number of visits when the patient is in a terminal stage of illness, where the logic 

suggests that more intensive care may be needed. In the case of care of a patient in  

a terminal condition, "Physical Assistance in the Provision of Home Health Care" may 

be indicated by the physician if the physician determines that it is necessary for  

the procedure indicated by the physician.  In addition to indicating the timing of  

the nursing visits, the physician shall also indicate the material procedures to be 

performed during the visits. The material procedures that a general nurse may perform in 

the provision of home health care include: 

• examination of the patient's condition by a nurse in the patient's own social 

environment, 

• collection of biological material, 

• administration of prescribed parenteral therapy to provide hydration, energy 

sources and pain management, 

• treatment of stomas, 

• local treatment, 

• enemas, lavage, catheterization, lavage, permanent catheter treatment, 

• application of inhalation and medical therapy p.o., s.c., i.m., i.v., p.v, possibly 

other methods of therapy application or drug instillation, 

• training and education in the administration of insulin. 

However, for all of the above-mentioned procedures, Decree No. 134/1998 also specifies 

a time limit. The examination of the patient's condition by a nurse in the patient's own 

social environment can only be carried out once a week.  For the other procedures, there 

is a limit of 3 times per day, and in the case of training and teaching insulin administration, 

in addition to the daily limit, there is also a monthly limit of 30 times per month.  

The exception is the procedure "Nursing care of a patient in terminal condition". In this 

case, there is no limitation on the frequency of visits and procedures and these are 

provided according to the needs and the current condition of the patient, based on  

the indication of the attending physician. 

A nursing visit "Introduction, termination of home health care, administrative activities 

of a home health nurse" may also be reported in connection with the provision of home 
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health care. This visit can only be reported twice per patient per completed cycle of 

continuous home health care. 

The individual nursing visits and the associated material interventions that are carried out 

in home health care are limited by the performance carriers3, which are determined by the 

level of education of the non-medical health professionals: 

• D3 - a health professional qualified to practise a health profession without 

professional supervision with specialised competence in the relevant field or 

special professional competence. 

• D2 - health professional qualified to practise a health profession without 

professional supervision. 

• D1 - health professional qualified to practise a health profession under 

professional supervision. 

Physical assistance in the provision of home health care can be performed by the carrier 

of performance D1. All other performances can be performed by the carrier of 

performance D2 with the exception of the performance "Introduction, termination of 

home health care, administrative activities of a nurse in home health care", where the 

carrier of performance must be a health care worker with at least D3 qualification 

 (MZ ČR, 2021b).  

Finally, it is necessary to point out that the provision of home health care also entails  

a social care component (i.e. it is health - social care), although this fact is not taken into 

account in our current legislation. The legislation in question only defines the health 

services that can be subsequently reported to the insurance company, including time 

limits for visits4. 

 

 

 
3 Performance carrier - the health professional involved in the performance of the performance (MZ ČR, 

2021b).  

4 Procedures carried out outside the scope of the indicated care, e.g. hygiene of the patient's intimate parts 

carried out in the case of a defect in the sacrum, cannot be reported to the insurance company. 

"Performances" such as talking to the patient and showing interest in his/her well being cannot be 

mentioned at all.   
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Care service/personal care 

As mentioned in the introduction to this chapter, the provision of  (personal) care services 

is defined in Act No. 108/2006 and in the relevant decrees. According to Article 40 of 

Act No 108/2006, care is "a field or outpatient service provided to persons who have 

reduced self-sufficiency due to age, chronic illness or disability and whose situation 

requires the assistance of another person."  The service is provided at specified times in 

the homes of persons. The provision of this service includes the following basic tasks5: 

• help to cope with routine personal care tasks, 

• assistance with personal hygiene or the provision of conditions for personal 

hygiene, 

• provision of meals or assistance in providing meals,  

• assistance with the household, 

• facilitating contact with the social environment. 

According to Section 116 of Act No. 108/2006, personal care services can be performed 

by a social services worker after obtaining professional competence. The condition for 

acquiring professional competence is, with regard to the activities referred to in Section 

116, primary, secondary or post-secondary technical education and completion of an 

accredited qualification course. In order to work as a social services worker, with regard 

to the activities referred to in Section 116, those who have acquired the qualification to 

practise the health profession of nursing or occupational therapy pursuant to Act 96/2004 

and those who have acquired the qualification to practise as a social worker are not 

required to complete an accredited course. 

The personal care service is one of the social services provided for a fee. The maximum 

amount of payment for the services provided is regulated by Decree No. 505/2006 Coll., 

implementing certain provisions of the Social Services Act, as amended  

(Decree No. 505/2006). The care allowance is intended to cover the cost of care services, 

which a person with reduced or limited self-sufficiency requiring the assistance of another 

person is entitled to receive (MPSV, 2021).  

 

 
5 A detailed list of acts provided within the framework of the care service is given in Decree No 505/2006 

Coll., implementing certain provisions of the Social Services Act, as amended. 
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1.2.4 Development of home health care  

The emergence of home health care (HHC) agencies, which were mainly founded by or 

employed by geriatric nurses in HHC, has occurred gradually since the 1990s (Holmerová 

et al., 2014) and substituted the system of geriatric nurses who were part of the primary 

care teams in 1980s. The purpose of providing HHC is to enable patients who require 

health care to maintain, promote or regain health and develop self-sufficiency, including 

care for patients in the terminal stages of illness, to remain in their home environment for 

as long as possible, thereby reducing the need for institutional care. Patient care is 

predominantly provided by HHC agencies on a 7/24 basis, which means that care can be 

provided 24 hours a day, 7 days a week, 365 days a year (Misconiová, 2011). In 2000, 

there were a total of 484 HHC agencies in our country. This number has increased by 

40.5% to 680 home health care agencies by 2019. During the period under review, the 

number of HHC agencies was almost constant, with a more significant increase in the 

number of these agencies each year beginning in 2015 (ÚZIS, 2021).  
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2 Analysis of the development of the number of home 

healthcare patients, hospitalised patients and clients of 

residential care facilities in the years 2000–2016 
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Abstract 

Introduction: Enabling seniors who are ill or have reduced independence to stay at home 

is a present-day trend. This is supported by both international and national strategic policy 

documents whose recommendations seek to reduce the number of hospitalisations of 

seniors and to shift care for seniors into their home environment.  

Methods: The available statistics and data were examined and contextualised in order to 

analyse developments in the numbers of patients in home healthcare, hospitalised patients 

and clients of residential care facilities.  

Result: The number of people aged over 65 increased between 2000 and 2016, as did the 

number of home health care patients aged over 65 (up 8.68%), but the percentage of 

patients in this age category treated at home relative to the population of the same age 

and the number of patients treated in institutions fell from 7.52% in the year 2000 to 

5.84% in 2016. The number of hospitalisations of patients over 65 increased by 30.66% 

between 2000 and 2016. The number of patients moved into residential care facilities also 

rose in the same period. The rising trend in the number of clients in residential care 

facilities was pronounced. The number of clients in these facilities increased by 15% 

between 2006 and 2016. The number of applications for places in care facilities that were 

not successful also grew in that period, especially in the case of “homes with a special 

regime” residential services, where there was a 171% increase in the number of 

unsuccessful applications.  
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Conclusion: Despite the goals defined in strategic policy documents, there was no 

increase in the number of patients over the age of 65 in home health care relative to 

patients from the same age category in recent years. On the contrary, there was a marked 

increase in the number of hospitalisations of 65+ patients and a rapid increase in  

the number of clients in residential care facilities, including unsuccessful applications for 

these services.  

Keywords: home health care, hospitalisation, residential care services 

Introduction 

The Czech population is ageing very rapidly. According to Czech Statistical Office 

(‘CSO’) data mapping demographic change in the Czech Republic, the number of people 

over the age of 65 is rising. It is therefore likely that the Czech population reach 2,140,900 

people over the age of 65 in 2020, i.e. 20.5% of the total population, with this percentage 

increasing to 23.9% in 2030 and as much as 32.3% in 2050. In 2016 there were 424,841 

people over the age of 80 in the Czech Republic. Their number is likely to rise to 944,6086 

by the middle of the century, which will be approximately 10% of the total population.  

The prevalence of chronic illnesses increases with advancing age, which brings related 

impacts on care requirements. The ageing population therefore makes more use of the 

Czech health care system. The number of people with reduced independence also 

increases with advancing age [1]. Seniors can make use of home health care services, in 

case of suffering from illness or reduced independence. They remain in their social 

environment and are not dependent on care in inpatient medical facilities. Ageing and old 

age also raise questions linked to social security for seniors. Most seniors want to remain 

in their social environment for as long as possible, even when ill or with reduced 

independence.  

This fact informed international and national strategic policy documents seeking to enable 

seniors to remain at home. Political declarations reflecting the need to enable seniors to 

remain at home have also been made. International strategic policy documents promoting 

seniors’ continued stay in the home include the International Plan of Action on Ageing 

 
6 According to CSO forecasts from 2013, this is the “low variant”. It is therefore possible that the percentage 

and number of over-65s in the Czech population will be higher.  
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issued by the UN in 2002: Article 86(c) refers to the need to draw up programmes to help 

seniors with mental illness to be able to live at home for as long as possible. Article 105(b) 

of that document also mentions the need for accessible and community-based care for 

older persons living alone as a possible alternative to hospitalisation [2]. The UN 

Principles for Older Persons from 1991 is another international document that prioritises 

enabling older persons to stay at home for as long as possible. One of the UN principles 

is to support older people’s independence so that they can remain at home for as long as 

possible [3]. These international documents’ goals and recommendations were followed 

up by the National Action Plan Supporting Positive Ageing for 2013 to 2017, which 

comes under the Ministry of Labour and Social Affairs of the CR (‘MoLSA’). This 

National Action Plan takes into account the need for seniors to be allowed to remain at 

home in the section entitled “High-quality Environment for the Life of Seniors”, which 

emphasises the expansion of field services for seniors and adequate civic amenities.  

The “Care for the Frailest Seniors with Limited Independence” section specifically states 

that the objective is “to increase the accessibility of field services and the related respite 

care services for informal carers” [4]. One goal of the Health for Everyone in the 21st 

Century programme that comes under the Ministry of Health of the CR (‘MoH’) is to 

increase by half the proportion of over-80s whose health allows them to remain in their 

home environment by 2020 [5]. To implement Health 2020, a policy of the World Health 

Organisation (WHO), the MoH drew up a National Strategy for the Protection and 

Promotion of Health and Prevention of Illness – Health 2020 (National Strategy), which 

also sets the goal of “Improving the Quality, Accessibility and Effectiveness of Follow-

up, Long-term and Home Care” [6]. One of the most recent strategic documents explicitly 

mentioning the need to enable old people to remain in their home environment through 

long-term home health care is the WHO’s Global Strategy and Action Plan on Ageing 

and Health7 [7].  

Political declarations covering the need for home health care include the government’s 

Programme Declaration from January 2018, which specifically states: “We will prepare 

a long-term care concept with a view to supporting home care and we will strengthen 

 
7 There are numerous international and national strategic policy documents dealing with the issue of 

enabling seniors to stay in their home environment. The ones specified above were selected for the purposes 

of this paper, however.  
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contractual freedom between health insurance companies and health care providers within 

the bounds set by law and under state control” [8]. 

Methods 

Statistical overviews of the Institute of Health Information and Statistics (‘the Institute’) 

were used to analyse changes in the number of patients in home health care and in the 

number of hospitalised patients [9-12]. Population size data are taken from CSO reports 

[13-15].  Labour and Social Affairs Statistical Yearbooks published by the MoLSA are 

available for analysing changes in residential care services and in the number of clients  

[16]. All the data are summarised in tables and charts. 

The first part of the following text deals with changes in the number of patients over the 

age of 65 in home care and changes in the number of hospitalised patients of the same 

age in the context of the development of the same age cohort in the population between 

2000 and 2016. The second part of the text focuses on the development of residential care 

services providing care mainly for clients aged over 65 and on changes in the number of 

clients in these facilities in the period from 2006 to 2016.  

Development of the number of patients in home health care and hospitalised patients 

in the context of rising population numbers  

The following overview drew on statistical data from the Institute and the CSO from  

the years 2000 to 2016 and concerning over-65s.  

Analysis of the CSO data reveals that there was a marked increase in the number of people 

aged over 65 since the year 2000. In the year 2000 there were in total 1,423,000 people 

aged over 65 in the Czech Republic (13.9% of the total population), while in 2016 the 

figure was 1,988,000 (18.8% of the total population). The number of people aged over 65 

grew by 39.77% from the year 2000. The number of people in the highest decennia also 

rose rapidly. The number of over80s and over-85s grew by 72.95% and 57.69% 

respectively compared to the year 2000 (Table 1). 
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Table 1. Number of people aged 65-plus in the Czech population 

 

In the year 2000 home health care agencies had 106,939 clients over the age of 658. That 

represented 7.52% of this age category. The following years brought regular increases in 

the number of over-65s in home health care. Nevertheless, the following table (Table 2) 

shows that this increase lagged far behind the growth in the population of over-65s and 

the growth in the number of hospitalised over-65s. Patients with a chronic illness and also 

patients with an acute illness made up a large percentage of the over-65s in home health 

care. Patients recovering from operations and injuries accounted for the smallest 

percentage.  

  

Table 2. Number of hospitalisations and number of home health care patients compared to 

 the over-65 population 

 

Paradoxically, then, the number of people aged 65 and over increased between 2000 and 

2016 and the number of home health care patients in that age group also increased, but 

the percentage of patients in this age group in home health care as a proportion of the 

over-65 population fell (Chart 1).  

 

 

 

 
8 Statistical yearbooks of the Institute presenting data on the numbers of patients in home health care do not 

take into account the number of patients over the age of 80. 

 

65 + 80 + 85 +

2000 1 423 000 244 395 121 800

2005 1 456 391 314 943 97 603

2010 1 635 826 379 682 150 236

2016 1 988 922 422 688 192 072

Increase % 39,77% 72,95% 57,69%

Population 65+ Hospitalisations 65+ HHC patients 65+

2000 1 423 000 651 706 106 939

2005 1 456 391 781 114 109 851

2010 1 635 826 744 671 113 815

2016 1 988 922 851 499 116 223

Increase % 39,77% 30,66% 8,68%
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Chart 1. Percentage of the 65-plus population relative to the total population and percentage of 

65-plus home health care patients relative to the 65-plus population 

 

Chart 2 shows the increase in the over-65 population and the increase in the number of 

hospitalisations of 65-and-older patients in the context of the number of patients of that 

age receiving home health care.   

 

Chart 2. Comparison of the growth of the 65-plus population, number of hospitalised patients 

aged 65 and over and number of patients aged 65 and over receiving home health care  
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In view of the results of the previous analysis, the following overview focuses on the 

possible reason for the percentage fall in the number of home health care patients, based 

on a comparison of the total number of hospitalisations and the number of patients moved 

into care and follow-up care facilities. It is not clear from the available Institute data how 

many patients aged 65 and over were moved into the aforesaid facilities after 

hospitalisation. This is therefore the total number of patients moved into these facilities 

regardless of age; it is widely known, however, that most of the patients moved to these 

facilities were patients aged 65 and over.  

As mentioned above, the number of over-65s in the Czech population grew by 39.77% 

between 2000 and 2016. The number of hospitalisations of patients over the age of 65 

increased by 30.66% in that period. Hospitalised patients aged 65 and over accounted for 

29.92% of all hospitalisations in the year 2000, 31.78% in 2005, 33.36% in 2010 and 

38.1% in 2016 (Table 3). 

 

Table 3. Hospitalisations of people aged 65 and over as a proportion of total hospitalisations 

 

In total, 1.81% patients out of the total number of hospitalisations were moved into care 

and follow-up care facilities in the year 2000, 2.12% in 2005, 3.2% in 2010 and 4.46% in 

2016. It is clear, then, that the proportion of patients moved into care and follow-up care 

facilities grew overall (Table 4).  

 

 

 

 

 

Total 

hospitalisations
Hospitalisations 65+

Total hospitalisations 

accounted for by 65+

2000 2 178 023 651 706 29,92%

2005 2 457 581 781 114 31,78%

2010 2 231 938 744 671 33,36%

2016 2 235 109 851 499 38,10%
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Table 4. Numbers of hospitalisations and of patients moved into care and follow-up care facilities 

 

It is clear from the above, then, that while the proportion of patients in home health care 

fell relative to the population of over-65s between the years 2000 and 2016, the number 

of patients moved into care and follow-up care facilities grew. 

It should be mentioned that the number of total hospitalisations as a proportion of the total 

population of the Czech Republic has remained almost unchanged since the year 2000 

and averages out at 21.75% hospitalisations out of the total population; similarly, the rate 

of hospitalisation of over-65s as a proportion of the same age category is almost 

unchanged at 46.68% on average. Hospitalised patients over the age of 85 as a proportion 

of the population of the same age is on average 67.3%.   

 

Development of the number of clients in residential care services in the context of 

the development of residential care services  

The analysis of changes in the number of clients in residential care services and of the 

development of residential care services drew on Labour and Social Affairs Statistical 

Yearbooks published annually by the MoLSA. Statistical yearbooks from 2005 to 2016 

were available for this analysis. Statistical yearbooks from 2005 could not properly be 

used for the analysis of residential care services as care services were redefined by Act 

No. 108/2006 Coll., on social services, which was issued in 2006. For example, the 

statistical yearbooks from 2005 and 2006 use names for social services facilities like ‘Old 

People’s Home’, ‘Lodging Home for Pensioners’, ‘Institution for Physically Disabled 

Adult Citizens’, ‘Institution for Physically Disabled Adult Citizens with a Mental 

Disorder’ etc. For that reason, the cut-off date for the use of statistical yearbooks was 

2007. In view of the previous chapter, the analysis focused solely on those residential 

care facilities that can be assumed to have a large proportion of clients over the age of 65. 

Total 

hospitalisations

Hospitalisations 

65+

N. of patients moved 

into social care 

facilities

N. of patients moved 

into follow-up care 

facilities

2000 2 178 023 651 706 15 349 24 052

2005 2 457 581 781 114 18 877 33 185

2010 2 231 938 744 671 22 052 49 450

2016 2 235 109 851 499 29 210 70 578
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These are therefore ‘Seniors’ Homes’ (‘SH’), ‘Homes with a Special Regime’ (‘HSR’) 

and ‘Homes for Persons with a Disability’ (‘HPD’).  

In 2007 the Czech Republic had a total of 463 SHs, 205 HSRs and just 75 HPDs. There 

was a huge proliferation of HSRs between 2007 and 20169, whose number grew by 

roughly 309% in that period. There was no significant increase in the number of SHs or 

HPDs. The total number of all these services in 2007 was 743 and in 2016 1,030. This 

growth was driven by the increase in the number of HSRs. Chart 3 shows the total 

numbers of the aforesaid residential care services.  

 

Chart 3. Number of residential care services 

 

The period from 200610 to 2016 saw a large increase in the number of clients in HSR 

facilities, while the numbers of clients in SH and HPD facilities remained the same, just 

as the number of these facilities remained almost unchanged. In 2006 the total number of 

all clients in the said facilities was 56,015. In 2016 the figure was 64,682, which 

represents a 15% increase in the number of clients in these facilities. The following two 

charts (Charts 4 and 5) show the numbers of clients in residential care facilities in absolute 

terms and in relative terms.  

 
9 The huge increase in the number of HSRs  is probably linked to the redefinition of social services 

contained in Act No. 108/2006 Coll. 
10 Data from 2006 are available in the statistical yearbook from 2007 that was used for this analysis. 
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Chart 4. Number of clients in residential care facilities 

 

 

Chart 5. Care facilities in terms of their share of all clients  

 

The results of the following analysis indicate that the numbers and capacities of these 

facilities are insufficient. The number of unsuccessful applications for places in SHs has 

increased since 2007. A total of 48,131 unsuccessful applications was registered in 2007, 

rising to 65,764 in 2016. There was a far bigger increase in unsuccessful applications in 

the case of HSRs. These applications numbered 7,874 in 200811 and 21,334 in 2016. That 

 
11 The year 2008 is given here, because the numbers of unsuccessful applications for places in HSR and 

HPD facilities were merged in the statistical yearbook for 2007. 
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is an increase of 171%. By contrast, there was a slight fall in the number of unsuccessful 

applications for places in HPDs (Chart 6). 

 

Chart 6. Number of unsuccessful applications  

 

The question is whether the number of unsuccessful applications per MoLSA’s statistical 

yearbooks takes into account the fact that applicants for places in social care facilities 

submit multiple applications to multiple facilities, sometimes several years before care 

services are actually needed. We can therefore only estimate the actual number of 

applicants whose applications were unsuccessful, but it is most likely to be lower than the 

stated number of unsuccessful applications.  

It still applies, though, that the proportion of unsuccessful applications relative to the 

growth in the number of clients in care facilities is almost the same.  

In 2008 60% of the number of unsuccessful applications for a place in an SH was 60% of 

the total number of applicants12. In 2016 the ratio was 64%. Between 2008 and 2016 there 

was an overall increase in the number of applicants who failed to secure a place in an SH 

(Chart 7).  

 

 

 
12 The numbers of applicants include existing users of the given service.  
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Chart 7. Ratio of unsuccessful applications for a place in an SH 

 

Chart 8 shows that since 2008 there has been an increase in the number of HSR clients 

and in the number of unsuccessful applications for this service. The ratio between 

unsuccessful applications and the number of applicants is almost constant, however, at 

58% on average.  

 

Chart 8. Ratio of unsuccessful applications for a place in an HSR 

 

In the case of HPDs, the percentage of unsuccessful applications does not exceed the 

number of clients. The ratio between unsuccessful applications and the total number of 

applicants is 18% on average (Chart 9).  
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Chart 9. Ratio of unsuccessful applications for a place in an HPD 

 

Discussion 

Between the years 2000 and 2016 the number of people aged 65 and over in the Czech 

population increased by 39.77% while the number of hospitalisations of patients of the 

same age rose by 30.66%. In addition, there was a much smaller increase (8.68%) in the 

number of patients aged 65 and over receiving home health care. Paradoxically, although 

the number of over-65 patients receiving home health care increased, there was  

a percentage fall in patients in this age category receiving home health care compared to 

patients of the same age accessing institutional care.  

Just as the number of hospitalised patients aged 65-plus increased between 2000 and 

2016, the number of hospitalised patients moved into residential care facilities and 

follow-up care facilities relative to the total number of hospitalisations also increased13. 

While 1.81% of patients were moved into these facilities in the year 2000, the proportion 

in 2016 was 4.46%. As the statistics in the Institute’s statistical yearbooks do not take 

into account the age of moved patients, we can only assume that patients aged 65 and 

over accounted for most of them.  

Analysis of changes in the number of clients in residential care services and changes in 

the total number of residential care facilities reveals that there was an increase in the 

number of residential care facilities (SH, HSR and HPD) between 2007 and 2016, with 

 
13 This fact was flagged up back in 2010 in the Discussion Material on Starting Points for Long-term Care 

in the Czech Republic [17, p. 47]. 

0

5000

10000

15000

20000

2008 2009 2010 2011 2012 2013 2014 2015 2016

Ratio of unsuccessful applications for 
a place in an HDP

HDP- unsuccessful HDP - clients



 

42 

 

the large percentage increase in HSRs evidently caused by the adoption of Act No. 

108/2006 Coll., on social services, which redefined care facilities. Nevertheless, there 

was a 15% increase in the number of clients in these facilities between 2006 and 2016. 

The analysis also makes clear that the number of unsuccessful applications for places in 

these facilities increased by 62.2% between 2007 and 2016. It is not known, however, 

how many potential clients filed multiple applications for places in these residential care 

facilities in a given year and how many potential clients applied before they were going 

to need the given care service. The high number of unsuccessful applications for places 

in residential care facilities may point to a shortage of field services, both medical and 

social.  

It is clear, then, that recent years have brought both a rapid rise in the number of 

hospitalised over-65s and an increase in the number of patients moved into residential 

care facilities. Similarly, the number of clients in residential care facilities increased. 

Although the number of patients aged 65 and over receiving home health care increased 

slightly, the ratio between these patients and the total population aged 65-plus decreased.  

It is fair to say, then, that the above facts are totally at odds with both the international 

and national strategic plans and programmes that were mentioned in the introduction to 

this paper and seek to enable seniors to remain in their homes, i.e. to support home health 

care and in that context field social services. Field social care services are beyond  

the remit of this paper, but it is reasonable to assume that the state of field social care 

services will be similar to the state of field health care services, i.e. home health care.  

In its programme declaration from January 2018, the current government set itself  

the goal of supporting long-term care, including care for seniors in their home 

environment. It is debatable whether this goal specified in the government’s programme 

declaration will be achieved, either in whole or in part.  

Conclusion 

It is clear from the conclusions of the analysis that while there was a marked increase in 

the number of hospitalised patients over the age of 65 in the period under scrutiny, there 

was a much smaller increase in the number of patients over 65 who were treated in the 

home and there was an actual fall in the number of these patients relative to the entire 

population of the same age. 
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 The proportion of patients moved into residential care and residential follow-up care 

facilities also increased. The period under scrutiny also saw a huge increase in the number 

of residential care facilities and the number of clients of these services. The rise in  

the number of unsuccessful applications for residential care services was also 

considerable.  

In the light of the international and national strategic policy documents referred to in the 

introduction to this paper, including the government’s programme declaration, which 

advocates for enabling seniors to remain in their home environment, and given the results 

of the aforesaid analyses, in future it would be appropriate to prioritise efforts to enable 

seniors to remain in the home when implementing the strategic plans; in other words, 

support should be given to home health care and to long-term care in general. It is clear 

that care for old people and thus also long-term care straddle the boundary between health 

and social services, each of which is funded from different sources. When supporting 

measures to enable seniors to remain in their home environment it is crucial to lay down 

rules governing the provision of this care, specifically by combining health and social 

services, and paying particular attention to the funding of these services and support for 

both formal and informal carers.  

This paper was written as part of research task 15-32942A-P09 AZV of the Ministry of 

Health of the Czech Republic, “Case management as a multifaceted intervention in 

patients with dementia, its impact on the use of resources and on the quality of life of 

patients and carers”. 
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2.1 Discussion 

As the previous article was published in 2018, we consider it important to provide an 

overview of further developments in the analysed areas. As in that article, available data 

from the Institute of Health Care Services  were used to analyse the development of the 

number of hospitalised patients and patients in home health care (ÚZIS, 2021). Data on 

population were taken from the website of the Czech Statistical Office (ČSÚ, 2021) and 

for the analysis of social residential services, data from the Statistical Yearbooks of 

Labour and Social Affairs of the Ministry of Labour and Social Affairs were used (MPSV, 

2020) . As the Institute of Health Information and Statistics has not yet published data 

from 2019 and 2020, only data from 2017 and 2018 were additionally analysed. 

Nevertheless, it can still be concluded that the available data give a sufficient overview 

of the overall development of the monitored areas. 

As in the previous analysis, we can observe an increasing trend in the number of 

population over 65 years of age. In 2018, 19.6% of our population was over 65 years of 

age. Compared to the year 2000, the population of this age category increased by 46.63% 

(in 2016 it was 39.77%). Similarly, there was also an increase in the population in the 

other monitored age categories of 80 and 85 years and above (Table 1).   

 

Table 1 Number of people aged 65-plus in the Czech population 

 

 Unfortunately, we have to state that, similarly to the previous period, the percentage of 

patients over 65 years of age in home health care has continued to decline in relation to 

the population over 65 years of age. This is despite the fact that the number of patients 

aged over 65 in home health care has been on a slight upward trend (Chart 1).  

  

 

65 + 80 + 85 +

2000 1 423 000 244 395 121 800

2005 1 456 391 314 943 97 603

2010 1 635 826 379 682 150 236

2016 1 988 922 422 688 192 072

2018 2 086 617 432 907 203 739

Increase % 46,63% 77,13% 67,27%
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Chart 1 Population and home health care patients in percentages 

 

In the case of the additional analysis of residential social services, there was no significant 

decrease or increase in the number of people in these services, including unmet requests 

for these services. As the focus of this paper is on the issue of patients in home health 

care, the results of this analysis are no longer presented here. 

In conclusion, it can be pointed out that despite the objectives of strategic documents, 

both those of the Ministry of Health and the Ministry of Labour and Social Affairs, which 

declare to enable people to remain in their social environment in a state of illness or 

reduced self-sufficiency, there is a growing tendency to place these patients in follow-up 

care facilities or social care facilities (Table 2).  

 

Table 2 Numbers of hospitalisations and of patients moved into care and follow-up care facilities 

 

In this part of the dissertation, an introductory insight into the issue of home care as such 

was presented. Home care and its concept in international and national policy documents 

was defined.  Furthermore, the possibilities of providing home care were pointed out with 
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regard to the current legislation. At the same time, an analysis of the development of  

the number of hospitalized patients and patients in home health care was presented, 

focusing on the group of patients over 65 years of age. An overview of the development 

of the number of social care facilities was also given, including the development of  

the number of clients in these facilities.  Finally, the evolution of unmet client requests 

for these services was outlined. 

Even with regard to Chapter 1.2.2, the need for home health care is absolutely 

indisputable. This fact is highlighted by international and national strategic documents, 

which in their declarations and objectives set the task of promoting the stay of the older 

people in their home environment for as long as possible and, in the context of this, of 

promoting the development of outreach services (health and social). The results of the 

analysis of the development of home health care since 2000 show that this trend is not 

evident in our country. The question is why there is no significant increase in the number 

of patients in home health care? This circumstance may be due to several factors.  

The reluctance of GPs or attending physicians to prescribe home health care, or 

unwillingness to prescribe home health care. Furthermore, this may be due to a lack of 

non-medical health care staff working in home care agencies. Given the recent trends in 

salaries and wages of health professionals, it is possible that there will be a decline in 

health professionals working in home health care, as they are still being overlooked in 

salary increases. 

The following part of the dissertation is devoted to the aim of the thesis itself: 'To explore 

the experiences and needs of particularly vulnerable older patients in home health care'. 

This is a collection of three peer-reviewed articles published in international peer 

reviewed journals. The first article focuses on an analysis of the current state of 

knowledge, i.e. the 'state of the art'. The aim of this article was to find out what is known 

so far about the needs of older people in home health care. Scoping review was used as 

the data collection method. The next two articles provide an overview of the experiences 

and needs of older people in home health care from their own perspective and the needs 

of older people in home health care from the perspective of general nurses working in 

home care agencies. For the first of these two articles, 15 individual interviews were 

conducted with home health care patients in three regions of the country. Three focus 

group interviews were subsequently conducted with general nurses working in home 
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health care agencies in the same regions. Data collection through group interviews is 

described in the last, third article. 
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Abstract 

Background: Most people in a state of illness or reduced self-sufficiency wish to remain 

in their home environment. Their physiological needs, and their psychological, social and 

environmental needs, must be fully met when providing care in their home environment. 

The aim of this study is to provide an overview of the self-perceived needs of older people 

living with illness or reduced self-sufficiency and receiving professional home care. 

Methods: A scoping review of articles published between 2009 and 2018 was conducted 

by searching six databases and Google Scholar. Inductive thematic analysis was used to 

analyze data from the articles retrieved. 

Results: 15 articles were included in the analysis. Inductive thematic analysis identified 

six themes: coping with illness; autonomy; relationship with professionals; quality, safe 

and secure care; role in society; environment. 

Conclusion/discussion: Older home care patients living with chronic illness and reduced 

self-sufficiency are able to express their needs and wishes. Care must therefore be planned 

in line with recipients’ needs and wishes, which requires a holistic approach. 

Keywords: wishes, needs, care provision, home care 
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Introduction 

According to a prognosis by the World Health Organization (WHO), 20% of the world’s 

population will be over 60 years of age by 2050 [1] compared with 12% in 2015. People 

aged 65 and over are expected to live another 19 years, 10 of which will be spent with 

illness or disability [2]. Advancing age is associated with an increase in geriatric 

syndromes such as frailty, instability and falls, incontinence and dementia [3]. 

Despite illness and disability, most people want to live in their home environment [3]. To 

meet this wish both healthcare and social care are provided in their homes, in line with 

WHO recommendations [1]. Care and services need to be interconnected and coordinated 

[4] and tailored to their needs [1] to facilitate autonomy and allow them to remain 

independent for as long as possible [5]. 

Human needs, as well as those related to health, can be characterized from different points 

of view (scientific, psychological, social, economic, etc.) [6–9]. According to Abraham 

Maslow, human behavior is usually motivated by the desire to satisfy needs in the 

following categories: physiological, safety, love and belonging, esteem and self-

actualization. These needs are individual and vary according age, gender, social status, 

health status, culture, life experience, etc. [10]. Some researchers investigating the needs 

of the elderly divide their needs into four categories: environmental, physical, 

psychological and social [11, 12]. Although Maslow’s theory has been criticized [8], 

nursing theories tend to draw on his ideas [7]. 

Of the studies examining the needs of older people living with chronic illness or reduced 

self-sufficiency, some examine the topic from the perspective of professionals and family 

members rather than the older persons themselves. Some studies also focus primarily on 

caregiving related needs [13–19]. A number of studies also investigate the needs of older 

people living in nursing homes or long-term care facilities rather than in their home 

environment [20–26]. 

The present study seeks to provide an overview of the self-perceived needs of older 

people living with illness or reduced self-sufficiency and receiving professional home 

care. 
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Methods 

Scoping Review Methodology 

A scoping review based on a systematic search, selection and synthesis of existing 

knowledge [27] has been chosen as the appropriate methodology to address the research 

question. Arksey and O’Malley [28] describe the scoping review methodology as a five-

step process involving identifying the research question, identifying relevant studies, 

study selection, charting the data, and collecting, summarizing and reporting the results. 

This methodology is recommended by Levac et al. [29] and has been used as a guide for 

this review. 

Search Strategy 

Identifying relevant studies 

The research team and the librarian developed a detailed overview of suitable search 

terms. Combinations of keywords relevant to the needs of older people receiving home 

care were used to search the databases, including: ‘frail elderly’, ‘aged’, ‘elderly’, ‘older’, 

‘geriatric’, ‘home health nursing’, ‘home health care’, ‘home care’, ‘need’, ‘needs’ and 

‘needs assessment’. Six databases (CINAHL, Web of Science, ProQuest Central, 

PubMed, Scopus and PsycInfo) and Google Scholar were searched to obtain as many 

relevant studies as possible. Table 1 lists the exact search string used for each database. 

The bibliographies for the studies included in the review were also searched. This process 

ensured that as many resources were identified as possible. The search was completed 

when it was no longer possible to find other relevant studies, resulting in 826 articles 

found through databases and 26 articles identified through other sources. 

Inclusion and exclusion criteria 

The inclusion and exclusion criteria were discussed and selected by the authors V. D. and 

I. H., and they were reviewed by all authors throughout the process. Articles featured in 

the review include those using both qualitative and quantitative data to examine the needs 

of frail older people living in their own homes, sheltered houses or communities and 

receiving home care that were published in peer-reviewed journals between 2009 and 

2018 in either English or Czech. Articles that examined the needs of people diagnosed 

with dementia, whether hospitalized or living in nursing homes or other long-term care 

facilities, were excluded from the review. To ensure the quality and transparency of the 
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screening process, the PRISMA recommendation for systematic evaluation was applied 

[30]; see Figure 1. 

Critical appraisal 

The Mixed Methods Appraisal Tool (MMAT) for systematic mixed studies review [31] 

was applied independently by the authors V. D., A. B. and I. H. to appraise the quality of 

the qualitative, quantitative and mixed studies included in the review. No studies were 

excluded from the review following this appraisal. 

Data analysis 

An inductive thematic analysis strategy consisting of three successive parts was used to 

analyze the data from the results section of the articles. Significant terms were first 

inductively assigned codes according to their meaning and content and sorted into related 

categories. Categories developed by an open coding process were then grouped again 

according to related topics [32]. The coding process was carried out by the author V. D. 

Based on the grouping of assigned terms, 18 related sub-themes were created and were 

subsequently assessed by the author I. H. In the final phase the sub-themes were grouped 

according to their context by mutual agreement between the authors V. D. and I. H., 

resulting in six new themes [Table 2]. 

Results 

A total of 15 articles were analyzed. The most frequently declared aim in these articles 

was to explore participants’ “experience” (n = 4), “needs” (n = 2), “meaning of home care 

(n = 2)”, “independent decisions” (n = 1), “decision-making” (n = 1), “well-being” 

(n = 1), “sources of strength” (n = 1), “subjective perspectives” (n = 1), “quality of life” 

(n = 1) and “relationship” (n = 1). Of these 15 studies, 12 used a qualitative design, two 

used a quantitative design and one study used mixed methods. The most common method 

of collecting qualitative research data were interviews (n = 12), including in-depth 

interviews and semi-structured interviews. The questionnaires used in quantitative studies 

were a questionnaire distributed by mail that focused on respondents’ health, well-being 

and home care (n = 1) and a structured questionnaire with closed and open-ended 

questions (n = 1) [Table 2]. 
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Themes 

Based on the thematic analysis, six themes mentioned by the respondents in the articles 

reviewed were identified in the studies: 1) “Coping with illness”, 2) “Autonomy”, 3) 

“Relationship with professionals”, 4) “Quality, safe and secure care”, 5) “Role in 

society”, and 6) “Environment”. Whenever possible citations from the articles reviewed 

were used for data analysis rather than the authors’ own interpretation of the data. 

1) Coping with Illness 

The need to cope with illness was a frequent theme among respondents, who understood 

that illness or reduced self-sufficiency meant they would have to overcome various 

obstacles and restrictions to remain in their own environment. 

Physical restrictions due to impaired health was one of the reported obstacles that 

respondents faced. A number of respondents in various studies were experiencing pain, 

reduced mobility, loss of physical capability, visual and hearing impairment [33–37], 

increasing fatigue and loss of strength [35]. To overcome these limitations, respondents 

were aware of the need for both professional and informal care and support from family 

members or friends [34–41], mainly concerning personal care, assistance, observation 

and support, and household activities [35, 36]. When talking about professional care, 

respondents most frequently expressed a need for assistance with personal hygiene, 

household activities, food preparation and medication management [37, 39]. 

2) Autonomy 

Privacy and freedom 

Providing professional home care in older persons’ own environment was described as a 

restriction, a loss of privacy [38, 42, 43] or a loss of autonomy [35]. Even though some 

respondents understood that the possibility of remaining in their own environment 

allowed them to retain some autonomy, they saw home care provision as a curtailing of 

autonomy, as their home had become a ‘working place for professional carers’ [36].  

It was very important for respondents to know the schedule and plan for their care in 

advance. If respondents were unfamiliar with this, it was perceived as a restriction of their 

freedom [36, 42, 43]. Home care respondents wanted professional carers to behave as 

guests in their home and respect their privacy [38]. Inadequate respect for intimacy during 

care provision was also described as a loss of privacy [42]. 



 

54 

 

Independence 

Although respondents were living in a state of illness or reduced self-sufficiency, and 

were aware of their dependence on the help of both professional and informal carers, they 

wished to remain as independent as possible [40, 44]. Loss of independence was 

associated with poor health and limitations, and was described as a negative aspect of 

ageing [36]. 

Maintaining autonomy and independence was often characterized as maintaining quality 

of life [41]. Although maintaining independence was associated with how willing others 

were to assist with care, and respondents perceived help and care from family members 

or friends as an opportunity to maintain their independence, they struggled with a sense 

of placing a burden on family members [36, 43]. Respondents reported satisfaction when 

their independence was actively promoted in activities that they were able to perform, 

and when they received positive feedback from carers [39]. 

Decision-making and participation 

Respondents’ chief priority was that they be involved in the decision-making process so 

they could influence care planning and choose among caring actions [36, 38, 42–46]. 

When planning care, respondents considered it important for their wishes and needs to be 

heard [36, 43, 44, 46] and for care to be provided in a respectful way [36, 45, 46].  

The opportunity to participate in care provision was described as “having control over  

the situation” [43], or as equal cooperation between nurse and patient [38]. Nevertheless, 

for some respondents it was difficult to express their needs and wishes, despite being able 

to participate in care provision [33, 42]. Some of them viewed expressing their needs and 

wishes as complaining [33]. In some cases respondents reported their inability to 

adequately express their needs and wishes due to professional carers having insufficient 

time [38]. 

Daily activities 

Respondents wished to live the lives they were used to [45]. It was important for them to 

maintain the activities comprising their daily routines; repeated at the same time every 

day, they created the rhythm of the day [34, 35, 45, 46]. Such routines included personal 

hygiene [46], eating at the same time every day [35, 46], watching a particular television 

program, and daily telephone calls to friends and neighbors [35]. Respondents’ everyday 
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activities also included leisure activities such as reading books, playing bridge, solving 

crossword puzzles and Sudoku or having tea or coffee with their loved ones [34, 40], as 

well as household activities [35, 40]. 

3) Relationship with Professionals 

Establishing a mutual relationship with professional caregivers was seen by respondents 

as essential [36, 38, 42] and was actively sought by professional caregivers and 

respondents alike [46]. Sometimes establishing a mutual relationship proved more 

difficult, especially when many different caregivers were providing care [42]. Some older 

persons described the relationship with their professional caregivers as professional and 

friendly [47]. The benefit of their relationship with them was the opportunity for 

conversation and sharing personal experiences [35, 43], doing things together and having 

fun [46]. After some time of caring, some respondents considered caregivers their friends 

[42], or as part of the family [38], and the relationship with professional caregivers 

reduced respondents’ loneliness [42]. The opportunity to establish a relationship with 

them was seen as an indication of good care. Negative attitudes among professional 

caregivers when communicating with older people was perceived as a barrier to 

establishing a relationship [46]. 

4) Quality, Safe and Secure Care 

The provision of formal care in a professional way was important for respondents [46]. 

Respondents perceived care provided by qualified and experienced staff, with sufficient 

practical and social skills, to be professional care [33, 36, 38, 44, 46] and described it as 

‘good care’ [46]. The provision of appropriate and continuous care with adequate time 

allocated was also considered a sign of quality care [38, 46]. Practical skills were assessed 

according to whether caregivers worked carefully, conscientiously and systematically, 

and were able to explain to the respondents the interventions they would undertake [38, 

46]. Caregivers’ social competence, their communication skills and sense of humor, were 

appreciated [46]. Respondents also expected sufficient empathy and respect from carers 

[38], as well as help with maintaining respondents’ daily routines, such as the timing of 

personal hygiene and meals [46]. Care was considered poor when carers showed 

insufficient interest in older people: neglecting their needs, not completing their work, 

using their working hours for personal matters, as well as when there was the frequent 

rotating of different carers [46]. In some cases respondents expressed dissatisfaction if 



 

56 

 

they felt they were a burden to caregivers. They described this experience as caregivers’ 

lack of interest in them, their lack of time for work, and a lack of communication [38]. 

5) Role in Society 

Loneliness was one of the main problems reported by older people [37, 39]. In the context 

of ageing, worsening health and reduced self-sufficiency, respondents were aware of how 

their social role was changing, and they felt they could no longer participate in social life 

as before [33], or they stated that their participation in society was limited [36]. 

The opportunity to lead an active social life to help prevent social isolation was crucial 

for some respondents [41]. Respondents considered it important to maintain the 

interaction between them and their social environment through their involvement with 

community groups or social activities outside the home [39], contact with family, friends 

and professional carers [40], or going out and taking part in leisure activities [41]. 

However, respondents did not always consider engaging in social life important, in which 

case they were passive on this issue [33]. 

6) Environment 

Remaining in their own environment was important for respondents, as it allowed them 

to better cope with declining health. The familiar objects in their homes reminded 

respondents of their life in the past, while also keeping them in the present [38, 46], 

meaning they were older persons in a positive sense (“elderly human”) [38]. An 

unfamiliar environment where they were not surrounded by familiar objects caused 

feelings of stress and anxiety in respondents [46]. 

Discussion 

This scoping review focuses on the needs of older people living with illness or reduced 

self-sufficiency in their own homes, sheltered houses or communities and receiving home 

care. 

The findings of the present review demonstrate that older people are able to express their 

needs and wishes when receiving home care. In some articles respondents also described 

what interventions or strategies they or their carers chose to meet their needs. However, 

the identification of interventions and strategies was not the aim of this review, and 

therefore this was not analyzed. 
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As mentioned in the introduction to this review, health-related needs can be viewed from 

a variety of perspectives. However, authors have also described various concepts of 

needs. Bradshaw [48] delineates four types of needs: Normative needs are based on 

standards established according to the experience of experts and professionals, and they 

are related to the level of service provided. Felt need is recognized as a subjective feeling 

when people are able to define their needs or explain what they want. An expressed need 

is defined according to whether people use health services and to what extent, while 

comparative need is an objective comparative assessment of the relationship between the 

availability of healthcare services and the health status of individuals or various groups 

of the population. According to Stevens and Gabbay [49] health-related needs consist of 

three interrelated aspects: a feeling of need, an expression of this need and an effective 

intervention to satisfy the need. In Haaster et al. [50], Toupin et al. divide needs in the 

healthcare system into three levels: 1) the problems patients are facing; 2) the 

interventions required alleviating or containing these problems; 3) the services needed to 

ensure these interventions. 

Asadi-Lari et al. [6] point out that there is no consensus in the literature on the definition 

of needs, and the existing definitions should be redefined to reflect clinical reality, as 

there is still a gap between patient needs and the services offered. 

In order to minimize this gap and meet not only the needs of patients but also of their 

carers, it is essential to assess their needs comprehensively. Most frequently needs are 

identified using a variety of questionnaires designed to anticipate potential basic needs. 

In their systematic research, Figueiredo et al. [51] identify nineteen multidimensional 

instruments used to assess the needs of older people living in their home environment. 

These instruments assess needs in five dimensions: 1) physical, 2) psychological, 3) social 

support and independence, 4) self-rated health behaviors and 5) contextual environment. 

As mentioned above, it is important to assess the needs of care recipients and their 

informal carers alike. Informal carers usually identify their needs concerning care 

recipients’ physical care [13, 14, 19], health information and social support [19], while 

care recipients state their needs concerning autonomy, personal care, daily and social 

activities and quality of care [52–57]. This is in line with the results of the present review. 

More specifically, it is important for older people to overcome any limitations resulting 

from their physical decline, to maintain their autonomy in terms of their independence, 
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their daily routines and their ability to make decisions about their own care, to establish 

good relationships with caregivers, to have quality and safe care provided by trained staff, 

to participate in society and to live in their own environment. 

Assessing needs helps healthcare and social care services to provide individual tailored 

care [11, 58, 59], which promotes the health and well-being of care recipients and their 

informal caregivers [58, 59]. In other words, satisfying their needs improves their quality 

of life [60–62]. 

Implications 

The findings presented in this study provide an evidence-based framework that can serve 

as a guide for person-centered care planning. It is important to take into account the needs 

and wishes of older adults and tailor care to their needs and wishes. Furthermore, 

whenever possible patients should be involved in their own care and be allowed to 

participate in care planning. It is also appropriate to promote patients’ independence and 

support them in their daily routines. 

Limitations 

Only articles in Czech and English were included in the review, representing a limitation 

for holistic validity and transferability to different cultural environments. Grey literature 

was not included in the review. 

Conclusion 

The present study has set out an overview of the needs of particularly vulnerable and frail 

older people using home care services. Based on inductive thematic analysis, six key 

topics were identified to provide an overview of respondents’ needs across the articles 

included in the scoping review. With regard to the extent of the needs identified, these 

were not only physical but also psychosocial and environmental. Interestingly there was 

no emphasis on religious or spiritual needs; further research would therefore be 

appropriate. Additional research, especially qualitative research, will be required to gain 

a deeper understanding of the needs of frail older people receiving home care. 
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Table 1 Exact Search Strings  

Database  Search terms Records 

identified 

ProQuest Central 

 

 

ab((frail elderly) OR (aged) OR (elderly)) AND ab((home 

health nursing) OR (home care) OR (home health care)) 

AND ti((need) OR (needs)) 

98 

Web of Science TS=(frail elderly OR aged OR elderly) AND TS=(home 

health nursing OR home care OR home health care) AND 

TI=(need OR needs) 

 

165 

CINAHL AB ( (frail elderly) OR (aged) OR (elderly) ) AND AB ( 

(home health nursing) OR (home care) OR (home health 

care) ) AND TI ( (need) OR (needs) )  

41 

PubMed (((((((((frail elderly[Title/Abstract]) OR 

aged[Title/Abstract]) AND home health 

care[Title/Abstract]) AND need[Title]) OR needs[Title]) 

NOT nursing homes[Title/Abstract]) NOT long term 

care[Title/Abstract]) NOT cancer[Title/Abstract]) NOT 

palliative care[Title/Abstract] NOT dementia 

[Title/Abstract] 

 

234 

Scopus ( ABS ( “frailelderly”  OR  aged  OR  elderly )  AND  A

BS ( “home health nursing”  OR  “home 

care”  OR  “home health 

care” )  AND  TITLE ( need  OR  needs ) ) 

44 

PsycInfo TI ( elderly or aged or older or elder or geriatric ) AND 

TI(needs) OR TI (needs assessment) AND TI (home care) 

OR TI (home health care) OR TI (home health nursing) 

OR TI (home healthcare) NOT TI (nursing home) NOT 

TI (nursing facility) NOT TI (palliative care) 

 

244 

Total number of records  826 
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Author/Year/ 

Country 

Aim  Research 

type 

Study design and 

methods 

Study 

participants 

Themes 

Bagchus et al. 

(2015) 

Netherlands 

To examine 

how the elderly 

themselves 

refer to their 

age and their 

needs and 

wishes for 

individual and 

collective 

participation in 

home-based 

care 

Qualitative Semi-structured 

in-depth 

interviews 

18 

participants 

aged 58–94 

(average: 78) 

with 

experience as 

receivers of 

home care for 

at least one 

year  

Coping with 

illness 

Autonomy 

Quality, safe 

and secure 

care 

Role in 

society 

Breitholtz et 

al. (2012) 

Sweden 

To illuminate 

the meaning of 

older people’s 

dependence on 

caregivers’ 

help, and of 

their 

opportunity to 

make 

independent 

decisions 

Qualitative Interviews 

analyzed using a 

phenomenological 

hermeneutic 

method  

12 older 

people aged 

80–91 with 

daily help 

from the 

municipal 

home help 

services 

Autonomy 

Quality, safe 

and secure 

care 

Breitholtz et 

al. (2013) 

Sweden 

To illuminate 

the meaning of 

older persons’ 

independent 

decision 

making 

concerning 

their daily care 

Qualitative Interviews 

analyzed using a 

phenomenological 

hermeneutic 

method 

7 older 

persons aged 

80–91 with 

daily help 

from 

municipal 

home help 

services 

Autonomy 

Relationship 

with 

professionals 

Eloranta et al. 

(2010) 

Finland 

To explore and 

compare older 

home care 

clients’(65+) 

and their 

professionals’ 

perceptions of 

the clients’ 

psychological 

well-being 

Quantitative Postal 

questionnaire 

 

120 home 

care clients 

aged 67–96 

(average: 84);  

Coping with 

illness 

Autonomy 

Role in 

society 

Table 2 Summary of Individual Studies  
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Author/Year/ 

Country 

Aim  Research 

type 

Study design and 

methods 

Study 

participants 

Themes 

From et al. 

(2009) 

Sweden 

To explore 

older people’s 

lived 

experience of 

what good and 

bad care meant 

to them when it 

was offered by 

community care 

services 

Qualitative Interviews 

analyzed using a 

phenomenological 

approach 

19 

participants 

aged 70–94 

cared for by 

the 

community 

services. 

Autonomy 

Relationship 

with 

professionals 

Quality, safe 

and secure 

care 

Environment 

Janssen et al. 

(2012) 

Netherlands 

To examine 

how older 

people mobilize 

sources of 

strength, often 

denoted under 

the concept of 

resilience, to 

maintain 

mastery over 

their lives in the 

context of 

significant 

threats to their 

function 

Qualitative Interviews 

analyzed using 

narrative analysis 

Two older 

women, Mrs 

Verhoeven 

(aged 79) and 

Mrs Smits 

(aged 87), 

living in their 

home 

environment 

and receiving 

long-term 

professional 

care from at 

least one 

health and 

social care 

organization 

Coping with 

illness 

Autonomy 

Role in 

society 

Jarling et al. 

(2018) 

Sweden 

To describe the 

meaning of the 

phenomenon of 

home care from 

the perspective 

of older persons 

who live alone 

with 

multimorbidity 

Qualitative Empirical study 

based on life-

world perspective 

according to 

interviews 

12 

participants, 

aged 77–90 

with a wide 

range of 

medical 

problems and 

receiving a 

variety of 

healthcare 

and social 

services 

Autonomy 

Relationship 

with 

professionals 
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Author/Year/ 

Country 

Aim  Research 

type 

Study design and 

methods 

Study 

participants 

Themes 

Liveng (2011) 

Denmark 

To provide 

knowledge 

about the 

subjective 

perspectives of 

elderly persons 

Qualitative Grounded and 

reflective 

ethnographic 

approach using 

semi-structured 

interviews and 

observations 

Three elderly 

persons, Mr. 

C (age not 

mentioned), 

Ms T (75 

years old) and 

Mrs R (90 

years old), 

characterized 

by complex 

problems 

Autonomy 

Llobet et al. 

(2011) Spain 

To identify the 

elements 

comprising 

Quality of Life 

for individuals 

aged 75 and 

over and 

receiving care 

at home 

Mixed 

methods 

Personal interview 

using 

questionnaire  

26 individuals 

aged 75 and 

over (average: 

84.5 years) 

included in a 

home health 

care program 

Coping with 

illness 

Autonomy 

Role in 

society 

McGarry 

(2010) 

United 

Kingdom 

To explore the 

nature of 

relationships 

between nurses 

and older 

people within 

context of their 

home 

Qualitative Ethnographic 

approach using 

semi-structured 

interviews 

13 older 

patients aged 

70–94 

receiving care 

from the 

district 

nursing 

service  

Relationship 

with 

professionals 

Moe et al. 

(2013) 

Norway 

To illuminate 

the meaning of 

receiving help 

from home 

nursing care for 

chronically ill 

elderly persons 

living in their 

own homes 

Qualitative Narrative 

interviews 

analyzed by 

phenomenological 

hermeneutic 

interpretations 

11 elderly 

people aged 

80–92 

(average: 88) 

living at 

home with 

chronic 

disease, 

receiving help 

from nursing 

care 

Coping with 

illness 

Autonomy 

Relationship 

with 

professionals 

Quality, safe 

and secure 

care 

Environment 
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Author/Year/ 

Country 

Aim  Research 

type 

Study design and 

methods 

Study 

participants 

Themes 

Nicholson et 

al. (2012) 

United 

Kingdom 

To understand 

the experience 

of home-

dwelling older 

people living 

with frailty 

Qualitative Psychological 

narrative 

approaches: 

Biographic 

Narrative 

Interpretative 

Method and Free 

Association 

Narrative 

Interview Method 

17 frail 

community- 

dwelling 

elders aged 

86–102 with 

health and 

social care 

services 

contact 

Coping with 

illness 

Autonomy 

Nicholson et 

al. (2013) 

United 

Kingdom 

To understand 

the experience 

over time of 

home-dwelling 

older people 

with changing 

states of frailty 

Qualitative Psychosocial 

narrative approach 

and psycho-

dynamically 

informed 

observation 

15 frail older 

people aged 

86–102 living 

at home with 

health and 

social care 

Coping with 

illness 

Autonomy 

Relationship 

with 

professionals 

Randström et 

al. (2013) 

Sweden 

To explore the 

experience of 

older people 

and their 

supporting 

family member 

in relation to 

home 

rehabilitation, 

with a focus on 

activity and 

participation 

Qualitative Descriptive 

qualitative 

approach with 

recurrent 

interviews 

6 older people 

aged 66–92 

(average: 82) 

who had been 

treated at a 

clinic for 

illness or 

injury, with 

an estimated 

time for 

rehabilitation 

at home 

longer than 4 

weeks; 6 

family 

members 

Coping with 

illness 

Autonomy 

Relationship 

with 

professionals 

Quality, safe 

and secure 

care 

Role in 

society 

Županić et al. 

(2013) 

Croatia 

To explore the 

everyday needs 

and activities of 

geriatric 

patients 

Quantitative Structured 

questionnaire with 

closed and open-

ended questions 

150 elderly 

people aged 

65 and over 

who are 

clients of the 

Domnius 

home health 

care facility 

Coping with 

illness 

Role in 

society 
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Fig. 1 Search flowchart in accordance with PRISMA guidelines 
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4 The Experiences and Needs of Frail Older People Receiving 

Home Health Care: A qualitative study 

 

Reference: 

Dostálová, V., Bártová, A., Bláhová, H., & Holmerová, I. The experiences and needs 

of frail older people receiving home health care: a qualitative study. Currently 

under review with International Journal of Older People Nursing.  

 

Abstract 

Background: Due to the rapid aging of the population, there is increasing demand for 

long-term care in the people’s home environment. Such care aims to allow the people to 

stay at home and avoid hospitalization or other institutional care. In home health care, 

care must be provided at the highest possible quality, with the focus on the people’s needs 

and experiences.  

Objectives: This study explores the experiences and needs of frail older people receiving 

home health care. 

Design and methods: An exploratory descriptive qualitative approach was chosen. 

Audio-taped semi-structured interviews were conducted with fifteen older people 

receiving home health care. A content analysis was used to analyse the data collected. 

Results: The content analysis identified one main theme, three categories and seven 

subcategories related to frail older people’s needs and experiences of home health care. 

The main theme was Quality of Care. The first category, Safe and Secure Care, consisted 

of three subcategories: Education and Experience of Nurses, Information, and Continuity 

of Care in terms of personnel continuity and regular care. The second category, 

Autonomy, contained two subcategories: Decision-making and Self-sufficiency. The last 

category, Relationship with Professionals, consisted of two subcategories: Personality of 

Nurse and Partnerships. 

Conclusion and implication for practice: Older people are able to express their 

satisfaction or dissatisfaction with home health care. The results of this study revealed 

that the quality of care is crucial for frail older people. The provision of home health care 
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is inherently highly specific; home care nurses should work to provide the highest 

possible quality of care.  

Keywords: Older people, home health care, quality of care, experiences, needs 

Summary statement of implication for practice 

What does the research add to existing knowledge in gerontology? 

• This study is a qualitative inductive description of the experience and needs of 

older people living in the Czech Republic who receive home health care. 

• Home health care nurses’ training and experience are essential not only for the 

provision of professional nursing care, but also for the provision of professional 

information and advice to patients. Care provided by trained and experienced 

nurses is perceived by patients as quality care. 

• Continuity of care in the sense of personnel continuity and regular care provision 

is important for the provision of quality care. 

• A nurse’s personality and communication skills are very important in building a 

relationship with the patient. 

What are the implications of this new knowledge for nursing care with older people? 

• The provision of home health care is inherently highly specific; home care nurses 

should work to provide the highest possible quality of care. In particular, nurses 

should focus on ensuring that the care they provide is safe, effective, timely, 

efficient and person-centred. 

• Nurses should proactively identify their patients’ needs and wishes in home health 

care. Care for patients in their home environment should be properly planned in 

advance, taking account of their needs and wishes. Patients should be actively 

engaged in care planning. 

How could the findings be used to influence policy or practice or research or 

education? 

• Additional research, especially qualitative research focusing on patients’ needs as 

viewed by nurses providing home health care, is required. 

• Organisations providing care for patients in their home environment should train 

nurses to be competent in a holistic approach to patients that takes their biological, 

social and psychological needs into account. 
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Introduction 

The rapid aging of the population worldwide has resulted in increasing demand for both 

primary and long-term care. Long-term care allows people with impaired health or 

reduced self-sufficiency to receive care while respecting their basic rights, freedoms and 

human dignity (WHO, 2020a). Long-term care therefore aims to give people the highest 

possible quality of life, together with independence and autonomy, including the 

opportunity of participating in care. Quality long-term care includes respect for the 

values, preferences and needs of the individual, and can be provided as home-based care 

or institutional care, with home health care expanding rapidly in all countries (WHO 

Study Group on Home-Based Long-Term Care, 2000). According to Eurostat (2018), in 

the European Union’s member states home care was provided in one in five households 

where there were people requiring assistance due to their long-term health problems. The 

highest percentages of households receiving home care were recorded in Luxembourg 

(88%), the Czech Republic (58%) and Denmark (54%).  

The provision of home care is based on the aims and principles of long-term care. Home 

care seeks to allow the people, in particular older people, who is often suffering from 

complex chronic diseases and reduced self-sufficiency, to remain at home and thus avoid 

hospitalization or other institutional care (Holmerová et al., 2014). Older people are 

particularly at risk of developing frailty syndrome as a result of complex chronic diseases 

that reduce the body’s functional reserves, including a reduction in compensatory and 

adaptive mechanisms. Manifestations of frailty syndrome can be: 1) non-specific 

(unintentional weight loss, extreme fatigue, frequent infections); 2) falls; 3) delirium and 

4) fluctuating disability (Clegg et al., 2013). Therefore it is crucial to secure home care 

of the highest possible quality (Holmerová et al., 2014). 

The literature has various definitions of quality of care, but almost all definitions share 

similar elements. Shirley and Sanders (Shirley & Sanders, 2016) emphasize that quality 

of care is a comprehensive concept that covers safety, efficacy, outcomes and patients’ 

experiences. Campbell et al. (2000) define quality of care in terms of “whether individuals 

can access the health structures and processes of care which they need and whether the 

care received is effective”. According to the World Health Organization, quality of care 

is: “the extent to which health care services provided to individuals and patient 

populations improve desired health outcomes. In order to achieve this, health care must 

be safe, effective, timely, efficient, equitable and person-centred” (WHO, 2020b). The 
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Institute of Medicine states that in order to ensure high-quality care, it is necessary to 

provide person-centred care with the following dimensions: 1) respect for patients’ 

values, preferences, and expressed needs; 2) coordinated and integrated care; 

3) providing information, communication, and education; 4) ensuring physical comfort; 

5) providing emotional support and relieving anxiety; and 6) involving family and friends 

(Institute of Medicine, 2001). However, to ensure quality care and its improvement, the 

results of care must be measured. Measuring the quality of care focuses not only on the 

results of care, but also on patients’ satisfaction and experiences (Howell & Zeitlin, 2017). 

It is therefore clear that the planning and delivery of person-centred home health care 

must not only be based on the patient's state of health: it must also take into account the 

wishes and needs of patients and provide care in a way that preserves the patient's dignity 

and autonomy. Subsequently, however, it is necessary to evaluate the care provided. This 

is the only way to ensure that care is provided in the highest possible quality.  

To date, there is no research in the Czech Republic focused on the experiences and needs 

of older people in home health care. Dostálová et al. (2020) conducted a scoping review 

to find out what is known so far about the needs of older people in home health care. One 

criterion for including studies in the review was that studies could be in either English 

and or Czech. However, no studies in the Czech language or studies conducted in the 

Czech Republic were found. Carrying out such research in the environment of the Czech 

Republic is therefore essential. Research findings can help understand the needs of older 

people in home health care. Taking research results into account when planning and 

delivering home healthcare will also make it possible to provide care of the highest 

possible quality. 

This study explores the experiences and needs of frail older people receiving home health 

care. 

Specifics of providing home health care in the Czech Republic 

In the Czech Republic, health care in their home environment is provided by home health 

care agencies. Home health care agencies can be either public or private14, and the health 

care must always be provided in accordance with applicable legislation. Health care is 

usually provided to patients seven days a week, with a maximum of three visits per day 

 
14 Unfortunately, the available data do not specify the percentages of public and private home health care 

agencies. 
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with a time allowance of fifteen, thirty or forty-five minutes. The number of visits, their 

length and the required nursing procedures are determined by the patient's attending 

physician. Guided by the indication of the attending physician, the nurses plan and 

subsequently provide care in the patient's home environment. Nurses are obliged to 

continuously inform the patient's attending physician about the patient's health condition 

and any changes thereto. 

Home health care patients are cared for by “general nurses” who must be properly 

educated in accordance with European Commission Regulation 2005/36/EC (European 

Parliament, 2005). Since 2005, general nurses must have at least a bachelor's degree or a 

three-year education within a post-secondary technical school for the training of general 

nurses15 (Ministry of Health, CR, 2021). 

Methods 

An exploratory descriptive qualitative approach was chosen (Grove et al., 2013). A 

qualitative descriptive approach is used to directly describe the research area; this 

approach is based on describing and interpreting the experiences and actions of 

individuals and groups in a social and cultural context. During data collection the 

researcher focuses on “what” and “why” (Holly et al., 2014). Data was collected using 

semi-structured interviews and then subjected to a content analysis (Graneheim & 

Lundman, 2004).  

To ensure the trustworthiness of this study, the recommendation made by Graneheim et 

al. (2017) was followed. To increase credibility, participants from four different home 

health care agencies were included in the research to ensure greater diversity and enough 

data to cover significant variations.  To meet the transferability criteria, participants' 

profiles were compiled and their statements were quoted in the text, which supports the 

authenticity of the research. The criterion of dependability was fulfilled by the fact that 

the individual steps of analysis and subsequent processing were continuously discussed 

by the members of the research team until a consensus was found. All authors discussed 

the content of the manuscript and agreed on its final form, which ensured confirmability.  

 

 

 
15 In the following text, the term “nurse” will be used for general nurses. 



 

77 

 

Participants 

A purposive sampling method was chosen to select suitable study participants (Campbell 

et al., 2020). Study participants were selected to match the aim of the research as closely 

as possible. The inclusion criteria were women and men aged 65 and over living in their 

own homes and currently receiving home health care, whose medical records featured: 1) 

more than one chronic disease (without diagnosed dementia or overt cognitive 

impairment) and 2) reduced self-sufficiency in daily activities assessed according to the 

Barthel scale (ADL); ADL ≤ 65 (Mahoney & Barthel, 1965).  

Participants were recruited from four different home health care agencies (one public, 

three private) based in three regions of the Czech Republic. Eligible participants were 

recruited according to predetermined criteria by the head nurses of home health care 

agencies. The nurse leaders handed over the list of eligible participants to the nurses who 

provided regular nursing care to the selected participants. The nurses subsequently 

contacted the selected participants during regular visits to ask whether they agreed to 

participate in the research. If they were interested in participating in the study, an 

appropriate date for a semi-structured interview was set by agreement between the nurse, 

the participant and the researcher. Ten women and five men participated in the study. All 

participants lived in their own homes, either alone (10) or with family members (5), and 

received regular assistance from home health care services, ranging from daily to weekly 

care. Health care included general supervision of the patient’s health, medication and 

insulin administration, wound dressings, blood pressure checks, blood sampling, 

rehabilitation, etc. Participants’ ages ranged from 71 to 92. The main profile of the 

participants is shown in Table 1. None of the recruited participants refused to participate 

in the research or dropped out during the research. 

Data collection 

Data was collected through semi-structured interviews (n=15) conducted between 

January and August 2020. The original intention was to conduct face-to-face interviews 

in five regions of the Czech Republic, but due to the coronavirus pandemic and the related 

restrictions some interviews were conducted by telephone. Coronavirus measures and 

related restrictions were also a reason to stop collecting data, as cooperation with other 

home health care agencies was no longer possible, including the possibility of 
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interviewing home health care patients by telephone. For this reason, data collection was 

performed only in three regions of the Czech Republic. 

All interviews were recorded and transcribed verbatim. Of the total number of interviews, 

six were face-to-face interviews and nine were by telephone. Interviews lasted from 25 

to 60 (mean 42) minutes. A list of open-ended questions drafted by all authors served as 

a guide for the interviews (Table 2). All participants were asked an initial question: “Can 

you describe your experience of the home health care you’re receiving?” To understand 

the context of the narrative, participants were asked additional questions such as: “Can 

you tell me more about what you think? How do you view this situation? What does it 

mean for you? Can you tell me more about why this is important for you?” All interviews 

were conducted by the first author. Face-to-face interviews took place in participants’ 

homes by prior arrangement and home health care nurses were present during these 

interviews. The presence of nurses during face-to-face interviews with respondents was 

a requirement of the manager of home health care agencies, as the respondents had known 

the nurse for a long time and the presence of a stranger in the form of a researcher entering 

their environment could be undesirable for them. The nurses did not intervene or 

participate in the interviews. The respondents were not stressed by or anxious about the 

presence of nurses during the interviews. The dates of the telephone interviews were 

agreed with the participants in advance. No nurses were present during the telephone 

conversations, nor were any members of the respondent's family or loved ones present. 

Field notes (Phillippi & Lauderdale, 2018) were made during and immediately after the 

interviews. The notes included both the location where the interview took place and 

information about the participants (age, whether they live alone or not). Furthermore, the 

notes included the participants' actions during the interview, their moods, expressions of 

emotions and other relevant data important for a comprehensive understanding of the 

participants' statements. The notes also included information on any change in the topics 

prepared for the interviews, including the justification for the changes. 

Data analysis 

The analysis utilized inductive content analysis, as described by Graneheim et al. (2017). 

Content analysis is a systematic method for analysing verbal or written communication 

using a coding and categorizing approach (Graneheim & Lundman, 2004; Vaismoradi et 

al., 2013). This method is suitable for exploring an individual’s or a group’s opinions, 
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attitudes and experiences (Downe-Wamboldt, 1992). During the analysis, the manifest 

content is usually coded first, and then the researchers search for latent content that is 

formulated as a theme (Graneheim et al., 2017). 

The analysis process involved several steps that were regularly discussed by all authors. 

Participants’ accounts were generally more broad-ranging than required for the research, 

and the analysis therefore focused solely on data that was relevant to participants’ 

experiences of home health care. Interviews were reread several times to fully understand 

their content and significance. Meaning units, words, sentences, and paragraphs related 

to the objective of this study were first identified and coded as manifest content. These 

codes were then grouped into seven subcategories according to their similarities. 

Subsequently, the subcategories were grouped into categories. In the last step, latent 

content was defined, which resulted in one main theme (Table 3). The main theme, 

categories and subcategories that emerged during the analysis are presented in Table 4. 

The results were reported according to Consolidated Criteria for Reporting Qualitative 

Research guidelines (Tong et al., 2007). 

Ethical considerations 

This study was approved by the Ethics Committee of the Gerontology Centre in Prague 

(No. 2018/11/276219). All participants were provided with both oral and written 

information about the study. Oral and written consents were collected from all 

participants prior to the start of data collection. Emphasis was placed on the voluntary 

nature of the participants’ involvement in the study. Participants were told that they could 

withdraw from the study at any time without giving a reason. The data was stored in 

accordance with the General Data Protection Regulation (EU Regulation - GDPR). To 

maintain confidentiality and to protect participants' personal data, the recorded data was 

de-identified by code and stored on a password-protected computer, and only the authors 

had access to this material. 

Results 

Experiences and needs in the provision of home health care, as viewed by the participants, 

can be summarized in three main categories: Safe and secure care; Autonomy, and 

Relationship with professionals. The main theme that we use on this article for these three 

categories is “Quality of care”. This section is structured according to the individual 
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categories, with each category discussed from the participants’ perspective. Participants 

have been quoted verbatim to ensure authenticity. 

Safe and secure care 

The participants’ accounts showed that their general experience of home health care was 

positive, with care described as “amazing, great, perfect, excellent”, etc. Care provided 

by trained nurses with sufficient experience and good communication skills was 

perceived by participants to be good. The continuity of nursing personnel and the 

individual nurses’ attitudes were also important to them; such care gave participants 

reassurance and confidence. 

Education and experience 

Participants highlighted that nurses needed to be qualified and experienced in order to 

provide professional care. If participants received care from a qualified and experienced 

nurse, they perceived this care as safe, and they expressed satisfaction with the care 

provided, in which case the nurses were viewed as professionals who are able to cope 

with unexpected situations. Some participants described a trained nurse as someone who 

“knows what to do”. One participant said: “…it’s important for me that she’s skilled and 

qualified… Basically it’s important that I always feel safe with her, really feel safe with 

her…” (Interviewee 3). Another participant remarked: “…they have to be qualified. It’s 

not just that. After all, they have to understand this (medical issues) …” (Interviewee 10).  

If nurses did not demonstrate sufficient knowledge and experience, participants regarded 

them as amateurs and rejected their care. As one participant said: “…having an amateur 

here, I don’t know, I wouldn’t want that…” (Interviewee 6). 

Information 

Nurses’ training and experience was closely related to the provision of professional 

advice and information for patients. For the participants it was very important that nurses 

not only gave them information about their health status, but also advice on how to 

improve their health. One participant said: “…and most importantly, they can advise me. 

If there’s something I don’t know, they can give me advice. That’s ideal…” (Interviewee 

13). 

Participants reported that sometimes the nurses did not know the answers to their 

questions. Nurses’ willingness to search for information if they did not immediately know 

the answer was appreciated by the participants. As one said, “…if I ask them something, 
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they can answer me. And at the same time, if I ask them a question and they don’t know 

the answer, they’ll find out and explain everything to me in detail on their next visit…” 

(Interviewee 12).  In some cases nurses gave participants information not just about their 

health status, but also about social security and assistance. Participants expected nurses 

to take the initiative when providing information, and any lack of information or 

reluctance to provide information made participants feel insecure. As one participant said: 

“…If she doesn’t tell me herself, I feel stupid for asking…” (Interviewee 9). 

Continuity 

The continuity of care provided – meaning the continuity of personnel and of the care 

itself –was practically the central theme for the participants. Participants defined 

personnel continuity as the provision of care by the same nurse. If participants were to 

have confidence in their care, it was important that they were cared for by the nurse they 

were used to. If nurses were rotated, patients felt mistrustful and sad. One participant 

commented: “… so I don’t know if anyone will replace her (the nurse), I don’t know. I’d 

fight for her to stay here…” (Interviewee 3). The advantage of personnel continuity was 

that not only were nurses familiar with the participants’ health status, but they also had 

an opportunity to get to know the participants and their other needs and wishes. One 

participant said: “…you’re used to them and you know what to expect from them, and 

what they can expect from me…” (Interviewee 2).  If another nurse had to visit instead of 

the usual one, participants appreciated being informed in advance which nurse would be 

visiting. 

Besides personnel continuity, continuity of care was also important for the participants. 

They were satisfied if care was provided regularly and nurses agreed with the participants 

the times for their visits and kept to this schedule. As one participant said, “…and they 

visit just as we agreed, and I like that, when people keep their promises…” (Interviewee 

14). As it was important for participants to adhere to the time agreed for a visit, they 

appreciated being informed in advance of any change to the schedule. They found 

uncertainty about the timing of visits and any changes to them unpleasant. One participant 

remarked: “…it was so annoying, I didn’t know when they’d come or even if they’d 

come…” (Interviewee 7). Participants planned their daily activities around the time 

agreed for a visit, and failure to stick to this schedule disrupted their activities. “It’s 

important for me to know when she’s coming… I have that sort of fixed in my mind. And 
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if that gets derailed, it throws me off balance. Or, I don’t know, I start wondering about 

what might have happened…” (Interviewee 2). 

Allocating sufficient time for visits was also important for patients. If nurses were in a 

rush, participants felt uncomfortable, as if they were a nuisance. One participant said: “… 

I don’t like it if she says ‘I’m in a hurry’ … I like it when she makes time for me…” 

(Interviewee 10).  However, participants realized that nurses have a large number of 

patients and could not spend as much time with them as they would like. As one 

participant said: “… sometimes she has enough time for me and sometimes she doesn’t, 

because she’s got another patient…” (Interviewee 14). 

Autonomy 

Participants described autonomy in two ways: being involved in the provision of health 

care in terms of decision-making and cooperation with nurses, and maintaining their self-

sufficiency. 

Decision-making and cooperation 

The opportunity to participate in care provision was crucial for some participants, who 

expressed their satisfaction at being able to participate in their own care. They were also 

pleased if nurses were interested in their current health status and adjusted care 

accordingly; for participants, this meant they were treated with respect. One participant 

reported: “It’s important (to discuss care provision with the nurse). It’s important, 

because I also have days that are pretty good and days that aren’t. …When I wasn’t 

feeling well, we didn’t exercise. We always agreed on this…” (Interviewee 13). 

Self-sufficiency 

Despite the fact that participants were aware of their deteriorating health, which restricted 

their daily activities, they emphasized the importance of preserving their self-sufficiency 

and independence as far as possible. This was expressed as the ability to perform simple 

daily activities such as walking, shopping and preparing food. To maintain these 

activities, it was important for participants to receive assistance in the form of 

rehabilitation or other exercises. As one participant commented, “…I have to get some 

exercise, and if I don’t go out, I have to have some movement…” (Interviewee 15).  

Another participant remarked: “… I do these exercises because I can’t keep my 

balance…” (Interviewee 2). As part of rehabilitation, nurses, for example, verticalized 

patients, practised moving from bed to chair with them and, above all, performed walking 
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exercises. Participants were also educated by nurses about the exercises they could 

perform independently at home and which helped them to maintain or improve their self-

sufficiency, as one participant stated: “…I exercise on my own; the nurse taught me 

exercises that I do regularly, every day…” (Interviewee 6). 

Relationship with professionals 

Personality of the nurse 

The personality of the nurses and their approach to the participants played an important 

role in care. Participants needed nurses to be empathetic, capable of understanding 

participants’ needs and wishes concerning their health status and their personal lives. One 

participant said: “It’s important that she’s nice. She doesn’t have to smile all the time, 

but you need to feel some empathy …” (Interviewee 6).  Participants described smiling, 

pleasant and helpful nurses as ideal. A nurse’s positive attitude towards a participant not 

only facilitated communication between them, but also gave the participant the 

confidence to openly discuss important health issues with the nurse. In their accounts, 

participants did not hide their fear that they might be cared for by nurses who did not have 

a positive attitude. One participant expressed: “…If a nurse visited me and was 

complaining and being unpleasant, I wouldn’t be able to sleep. I’d feel bad…” 

(Interviewee 8). 

Partnership 

For many participants, being at home meant they felt lonely and excluded from social 

life, as participants expressed: “…as I am here alone, I have a long time here ... you know, 

I have almost no friends any more ...” (Interviewee 3); “...old age is terrible, that 

loneliness ... you can't do anything, you can't go anywhere… “(Interviewee 8).  Despite 

the fact that most of them were in contact with their families and friends, visits by nurses 

were an opportunity to enhance their social life. One participant noted: “… I'm sad here, 

…that's how I find out some information… we talk… about what's new, what's going on, 

what is on TV ... just about everything… (Interviewee 11).  Participants saw nurses not 

only as professionals who looked after their health, but also as partners they could talk to, 

and they looked forward to seeing them. The nurses became part of their lives, which 

allowed them to develop a relationship with the nurses “... I always really look forward 

to them, they are my girls ... I like them very much, all of them...” (Interviewee 15). In 

some cases participants thought of nurses as members of the family. One participant said: 
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“You know, if they didn’t visit, the days would feel long, because they brighten up my day 

when they come… To me, they’re like daughters…” (Interviewee 2). 

Discussion 

This study has sought to explore the experiences and needs of frail older people receiving 

home health care. Despite the fact that the older people’s experiences and needs 

overlapped, the analysis revealed three main categories related to the objective of this 

study – Safe and Secure Care, Autonomy, and Relationship with Professionals. These 

three categories were summarized under one main theme: "Quality of Care".  

In general, during the interviews the participants expressed satisfaction with the provision 

of home health care. They especially drew attention to the opportunity to stay in their 

home environment during illness or periods of diminished self-sufficiency, which has 

proved to be a great advantage for them.  

As the results of our study showed, the quality of care provided is important for older 

patients, while one of the features of quality care, according to older patients, is the care 

provided by trained staff with sufficient experience. 

Nurses providing home health care usually work without medical supervision. Their work 

therefore consists of independent decision-making and depends on their education and 

experience (Duke & Street, 2005; Williamson, 2007). Holmerová et al. (2018) assert that 

qualified and trained staff are one of the basic preconditions ensuring quality care. This 

is in line with other studies that emphasize the importance of the provision of quality care. 

Their authors consider quality care to be care provided by trained and skilled nurses, and 

their findings indicate that patients view such care as professional (Bagchus et al., 2015; 

Moe et al., 2013; Randström et al., 2013). This corresponds to the definition of 

“professional” in the Cambridge Dictionary (2020): “having the qualities of skilled and 

trained people”. 

The results of our study also showed that one of the basic indicators of the quality of care 

is the involvement of patients in the care provided. 

Active participation can lead to better quality healthcare provision, better health outcomes 

and better quality of life. Patient participation in healthcare provision also indicates an 

appreciation of the patient’s humanity and individuality (Vahdat et al., 2014). This is 

confirmed by Breitholtz et al. (2013b) who reported that patients involved in the provision 

of care felt in control of their care, in terms of making decisions in line with their needs 
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and wishes. It is therefore important for patients to be treated with respect and to be 

regarded as a competent human beings (Liveng, 2011). This can be promoted by 

involving patients in discussions (McCabe, 2004). 

Communication with the patient in the provision of care proved to be very important in 

our study. It turned out that effective communication not only affects the quality of care, 

but also supports the individuality of the patient. 

Communication must not only concern issues related to care: nurses should also show an 

interest in their patients’ daily lives. Such communication can provide reassurance for the 

patient and reveal other significant needs or wishes that the patient would not otherwise 

express (Sundler et al., 2016). Managing effective communication is influenced by the 

nurse’s personality and attitude to patients. The nurse's personality and approach to 

patients was another topic that emerged from our analysis and was especially emphasized 

by older patients in the interviews. 

In particular, empathy is considered an important personality trait for nurses. In 

interpersonal communication it plays a vital role in gaining trust and is therefore very 

important when nurses are building relationships with patients (Wan et al., 2019). 

Empathy, the ability to understand other people’s feelings, facilitates communication 

between patient and nurse and also helps avoid any conflicts that may arise during care 

(Duan & Hill, 1996). It is therefore a key part of the nurse-patient relationship 

(Richardson et al., 2012). The findings of Strandås and Bondas (2018) reveal that a good 

nurse-patient relationship enhances not only the patient’s physical health but also 

promotes emotional, mental and social well-being. Jarling et al. (2018) point out that 

sufficient time must be devoted to establishing a relationship between nurse and patient 

that is based on mutual trust.  

In our study, the patients placed great emphasis on continuity of care, in terms of both 

staff continuity and continuity of care in terms of regular care. The results of studies by 

From et al. (2009) and Moe et al. (2013) showed that the continuity of care and the 

allocation of sufficient time are important factors in the assessment of the quality of care 

for patients. 

The continuity of care can be described as a “cornerstone of care” and an “essential 

element” of general practice (Freeman et al., 2003). According to Hill et al. (2014), 

continuity of care means care that corresponds not only to health needs, but also to the 
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patient’s personal context. They emphasize that maintaining continuity is essential to 

improve patients’ health, especially for patients with multiple diseases. 

As already mentioned in this discussion, the quality of care provided (with all its 

components) is very important when caring for people. Patients are not only very sensitive 

to the care provided, but the way in which it is provided also has an impact on their quality 

of life. Henderson (2006) states that nurses providing home health care should be able to 

assess a patient’s health, identify needs and form a relationship with the patient. 

According to Cohen-Mansfield et al. (2017), in order to provide quality care for older 

people in their home environment, it is necessary 1) to focus on their needs and treat them 

with respect, and 2) to establish a good relationship with them. The quality of care 

therefore depends on nurses’ ability to perceive their patients’ needs and interact with 

them. Nurses’ skills also include the ability to anticipate situations that may be dangerous 

to patients. 

This is in line with the findings of earlier studies (Breitholtz et al., 2013a; From et al., 

2009; McGarry, 2010; Moe et al., 2013; Samuelsson & Wister, 2000) and of the present 

study. 

Limitations of the study 

One limitation of this study was the relatively small participant sample as a consequence 

of the restrictive measures introduced in response to the coronavirus pandemic.  As a 

result of these measures, no further collaboration with home care agencies in the research 

was possible. In view of these measures, the data collection method also had to be 

changed during the data collection. Instead of the originally planned face-to-face 

interviews, part of the interviews were conducted by telephone, which at least made it 

possible to complete data collection at home health care agencies which, despite the 

pandemic situation, were willing to complete the research collaboration. Some 

participants’ statements may have been influenced by the presence of nurses from home 

health care agencies during the face-to-face interviews. It is also necessary to keep in 

mind the risk of subjectivity in the interpretation of data, which may be caused by the 

researcher's assumptions (Holly et al., 2014). The Consolidated Criteria for Reporting 

Qualitative Research (COREQ) checklist was used to report important aspects of this 

study (Tong et al., 2007). Emphasis was also placed on the trustworthiness of this study 
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(Graneheim et al., 2017), which was supported by an effort to describe the methods in 

detail so that the strengths and weaknesses were understood. 

Conclusion 

The results of this study show that the quality of care provided is important for older 

patients. The training and sufficient experience of nurses is essential not only for the 

provision of professional nursing care but also for the provision of professional 

information and advice to patients. Ensuring the continuity of care also proves to be 

essential. This includes both continuity in the sense of personnel continuity, when care is 

provided mainly by the same nurse, and continuity in the sense of care itself, i.e. regular 

care. Equally important are the personalities of nurses and their approach to patients. The 

personality of nurses facilitates both communication between the nurse and the patient, 

as well as facilitating the establishment of a friendly relationship between the patient and 

the nurse, which in turn promotes mutual trust. 

In general, aging is associated not only with changes in social status, but often also with 

changes in health status, specifically worsening health. As has been demonstrated, it is 

important for older people to remain in their own environment for as long as possible. 

One way they can do this during periods of illness or reduced self-sufficiency is for 

medical care to be provided in the form of home health care. As the provision of home 

health care is inherently highly specific, home care nurses should work to provide the 

highest possible quality of care. The present study has set out an overview of the needs 

and experiences of frail older people receiving home health care. Additional research, 

especially qualitative research focusing on patients’ needs as viewed by nurses providing 

home health care, will be required to gain a deeper understanding of the needs of older 

people in order to ensure quality care. 
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Table 1 Profile of participants 

Interviewee Gender Age Living 

alone 

Living 

with 

family 

Medical history ADL 

score 

1 M 78  x Diabetes; Hypertension; Stroke 10 

2 F 92 x  Diabetes; Heart failure; Venous 

leg ulcer 

65 

3 F 91 x  Arthritis; Ischemic heart disease; 

Stroke 

50 

4 F 77 x  Diabetes; Chronic obstructive 

pulmonary disease; Venous leg 

ulcer 

60 

5 M 65  x Arthritis; Chronic kidney disease 

Diabetes; Venous leg ulcer  

55 

6 M 71  x Arthritis; Heart failure; 

Leukaemia 

60 

7 M 71 x  Diabetes; Multiple sclerosis 40 

8 F 71 x  Diabetes; Osteoporosis; Venous 

leg ulcer  

60 

9 F 74 x  Asthma; Chronic kidney disease; 

Hypertension 

65 

10 M 91  x Arthritis; Ischemic heart disease  55 

11 F 80  x Hypertension; Osteoporosis 65 

12 F 79 x  Autoimmune diseases of the 

musculoskeletal system; Chronic 

kidney disease; Ischemic heart 

disease 

60 

13 F 75 x  Asthma; Ischemic heart disease  65 

14 F 86 x  Diabetes; Hypertension; 

Osteoporosis; Venous leg ulcer  

65 

15 F 82 x  Heart failure; Parkinson disease  65 
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Table 2 Semi-structured interview guide 

Can you describe your experience of the home health care you’re receiving? 

 

How is this care provided? 

What are your needs in relation to the home care you’re receiving? 

 

How are those needs taken into account in the provision of home care? 

 

What would ideal care look like? 

 

What would an ideal nurse be like? 

 

Table 3 Example process of analysis 

Unit of analysis Code Subcategory Category Main 

theme 

...it's so nice, talking to 

them (nurses)..., I don't 

have anyone to talk to 

like that...   

Social contact Partnership Relationship 

with 

Professionals 

Quality 

of Care 

… I'm sad here, …that's 

how I find out some 

information… we talk 

(with nurse)… about 

what's new, what's going 

on, what is on TV ... just 

about everything… 

Social contact Partnership Relationship 

with 

Professionals 

 

… so I don’t know if 

anyone will replace her 

(the nurse), I don’t know. 

I’d fight for her to stay 

here… 

Same nurse Continuity Safe and 

Secure Care 

 

 

 

 



 

95 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 4 Main theme, categories and subcategories 

Main theme Categories Subcategories 

 

Safe and Secure Care 

 

Education and Experience 

Information 

Continuity 

 

 

Quality of Care 
Autonomy 

 

Decision-making 

Self-sufficiency 

 

 
Relationship with 

Professionals 

 

Personality of Nurse 

Partnership 
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5 The needs of older people in home health care from the 

nurses’ perspective: A qualitative study 

 

Reference: 

Dostálová, V., Bártová, A., Bláhová, H., & Holmerová, I. The needs of older people 

in home health care from the nurses’ perspective: a qualitative study. Currently 

under review with International Journal of Older People Nursing.  

 

Abstract 

Background: The ageing of the population and the related demographic changes have 

led to rising numbers of older people in our society, especially vulnerable people of 

advanced age. Given the prevalence of various sicknesses related to ageing and old age, 

these people will live in a condition of sickness or reduced self-sufficiency, and 

significantly more older people will therefore require long-term care. One option is to 

provide such care in the patient’s home setting. If this care and its provision are to be 

optimal, patients’ needs and wishes must be taken into account when planning and 

providing care. The objective of this study is to ascertain the needs of patients in home 

health care from the perspective of their nurses. 

Methods: Three focus groups were held, attended by a total of seventeen nurses caring 

for patients aged over 65 in their home environment. All focus groups were recorded and 

transcribed verbatim. A content analysis was used to analyse the data collected. 

Results: The content analysis identified four basic categories and nine subcategories 

relating to how older people’s needs were perceived by the nurses caring for them. The 

first category, Information, consisted of three subcategories: Home health Care 

Information, Competencies and health Provision. The second category, Nurses’ 

Professionalism, contained two subcategories: Education and Experiences and Nurse 

Personality. The third category, Habits and Routines, contained two subcategories: 

Continuity of Care and Home Environment. The last category, Social Contact consisted 

also of two categories: Verbal and Physical Contact and Relationship with Professionals. 

Conclusion / Discussion: Although the provision of home health care in patients’ own 

environments may encroach on their privacy, it is something they themselves desire and 



 

97 

 

appreciate. Assessing patients’ needs and taking them into account when planning and 

providing care is one of the essential preconditions for providing professional and quality 

care. Although nurses providing care for patients in their home environment are able to 

identify their patients’ needs, the needs they identify partly diverge from the patients’ 

needs, especially in two areas: 1) the opportunity to be involved in decision making and 

care delivery - a need identified by home health care patients, and 2) sufficient 

information for patients about the principles and options of home health care delivery - 

need identified by nurses. 

Keywords: older people, nurses, needs, home health care  

Summary statement of implication for practice 

What does the research add to existing knowledge in gerontology? 

• This study is a qualitative inductive description of the needs of patients in home 

health care from the perspective of their nurses it the Czech Republic. 

• Although nurses providing care to patients in their home environment are able to 

identify the needs of their patients, the needs they identify partially diverge from 

the needs of patients, particularly in two areas:  

1) patient involvement in decision-making and in the provision of care itself;    

  2) information about the principles and possibilities of home health care provision. 

• Adequate awareness of home health care itself, its possibilities, its provision and 

the competences of nurses who provide home health care is essential.  

• It is important that home health care is planned and delivered with respect to 

patients habits and routines. 

 

What are the implications of this new knowledge for nursing care with older people? 

• When planning home health care, it is appropriate to include patients in planning 

their own care, to allow them to be involved in their care, and to plan care in line 

with their needs. 

• Before starting home health care, nurses should make patients aware of the 

principles of home health care. Patients should be adequately informed about the 

remit of home care nurses and how home health care is delivered. 
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• Nurses should bear in mind that their perception of patients' needs is not always 

in line with what patients' needs and wishes are. 

 

How could the findings be used to influence policy or practice or research or 

education? 

• General practitioners and consultants working in hospitals should inform older 

patients of the options for home health care and should actively offer them this 

care. 

• Nurses’ undergraduate and postgraduate education and their lifelong learning 

should be oriented towards a holistic approach to patients and person-centred care. 

• Organisations providing home health care should train nurses not just in technical 

skills but also in person-centred care, so that patients’ autonomy will be 

maintained when planning and providing care, especially with regard to privacy, 

independence, decision-making and cooperation. 

 

Introduction 

This study is part of a project investigating the needs of vulnerable older people aged 65 

and over in home care and hospital care. The project focuses especially on how these 

needs are viewed and identified by the older people (or patients) themselves, and how 

they are viewed and identified by the nurses caring for them. 

With the ageing population and the related demographic changes, society will have an 

increasing number of people aged 60 and over who in view of their worsening health will 

require long-term medical care (WHO, 2018) in the form of both hospital care and home 

care (Holmerová et al., 2014). According to WHO (2017) predictions, by 2050 

approximately 20% of the population will be aged 60 and over, compared with 12% in 

2015. One consequence of the ageing population is the higher prevalence of various 

illnesses. Ageing is especially related to an increase in geriatric syndromes such as frailty, 

instability (falls), incontinence and dementia. Ageing and old age can therefore be 

characterised by the complexity of older people’s health status and the presence of various 

syndromes and illnesses (Holmerová et al., 2014), while the needs when caring for such 

patients have both medical and social aspects (Grimsmo et al., 2018). Although old 

people often live in a condition of sickness or reduced self-sufficiency, they wish to 
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remain in their own environment for as long as possible (From et al., 2009; Moe et al., 

2013). As it was mentioned above:  provision of sufficient home care services (both of 

health and social type) is for many patients a necessary condition of staying/living longer 

in their home environment despite complex health conditions.  

As older patients expect a comprehensive and holistic approach to their health care 

(Muszalik et al., 2015), person-centred care based on their needs and wishes, i.e. 

individually planned care, should be provided (American Geriatrics Society Expert Panel 

on Person-Centered Care, 2016). Understanding patients’ needs will not only result in 

care being defined with consideration for their individual needs, i.e. person-centred care 

(Dubuc et al., 2013), but patients perceive care provided in this way to be quality care 

(Cohen-Mansfield et al., 2017), and it positively affects patients’ well-being (Hackert et 

al., 2019). On the other hand, unsatisfied needs may result in a worsening of patients’ 

health status (Kalánková et al., 2020) and mental health (Alltag et al., 2018). Professional 

carers should therefore remember to give patients the care the patients want, not the care 

the carers want (Bassett, 2002). The results of several studies show that nurses and 

patients frequently have different expectations of the care provided (Poirier & Sossong, 

2010; Barrientos & Holmberg, 2018). 

Some studies have examined patients’ needs in home health care as viewed by the patients 

themselves. The results of these studies reveal that patients most often identify needs in 

the following areas: coping with sickness; autonomy (in the sense of freedom and 

independence, decision-making on the care provided, being involved in the care process, 

and the opportunity to maintain their daily activities); the relationship with professional 

carers; quality and safe care; their role in society and living in their own environment 

(Dostálová et al., 2020). There are also studies focusing on nurses’ perception of patients’ 

needs, and their experience of caring with regard to their patients’ needs. Nevertheless, 

these studies do not explicitly examine the needs of patients receiving care in the home 

environment. The results of these studies show that when caring for patients, nurses 

consider it important to establish a relationship with the patient that is based on trust 

(Östman et al., 2020), mutual communication (Romagnoli et al., 2013; Östman et al., 

2020), adequate information relating to care (Romagnoli et al., 2013) and appropriate 

training to ensure the care they provide is of the highest possible standard (Hynninen et 

al., 2015). 
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The objective of this study is to ascertain the needs of patients in home health care from 

the perspective of their nurses. 

Methods 

A descriptive qualitative approach was chosen for our research (Grove et al., 2013). This 

approach is used to describe a specific research area and is based on describing and 

interpreting the experiences and actions of people or groups of people in a social and 

cultural context (Holly et al., 2014). It is particularly important in medical care research, 

where it focuses on the self-perceptions and perspectives of respondents (Neergaard et 

al., 2009). During collection in qualitative descriptive studies, researchers mainly focus 

on clarifying the "who", "what" and "where" (Sandelowski, 2000). Data were collected 

through focus groups and then subjected to qualitative content analysis (Graneheim & 

Lundman, 2004). To ensure the reliability of the study, the recommendations of 

Graneheim et al. (2017) were followed. To increase credibility, participants were selected 

from three different home health care agencies to ensure greater diversity and sufficient 

data to provide the opportunity for greater coverage of significant differences. To ensure 

transferability, participant profiles were compiled and their statements were quoted 

verbatim, which supported the authenticity of the research. The criterion of dependability 

was fulfilled by ensuring that the preparatory phase of the research, as well as the process 

of data collection and subsequent analysis, were discussed by all members of the research 

team throughout. All members of the research team discussed the content of the 

manuscript and agreed with the final form of the manuscript, thus ensuring confirmability.  

Participants 

A purposive sampling method was chosen to select suitable study participants (Campbell 

et al., 2020). The participants of the study were selected to best match the research 

objective. The inclusion criteria were as follows: nurses (both women and men), with at 

least one year of experience in home health care, caring mainly for older patients (65 

years and older). A letter and information about the research was sent electronically to 

the nurse managers of six home health care agencies located in four regions of the Czech 

Republic16. Three of the home health care agencies contacted (one public and two private) 

 
16 This selection was consistent with the terms of reference and the aim of the project of which the 

present study is a part. 
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located in three regions of the Czech Republic agreed to have their nurses participate in 

the research.  

In total, three focus groups were conducted, involving a total of 17 nurses (only women) 

who met the inclusion criteria. The length of experience of the home health care nurses 

ranged from one year to 28 years (mean 8 years). The focus group participants were 

always from one home health care agency. The researchers arranged a suitable date with 

the nurse managers of the home health care agency to conduct the focus groups. Prior to 

the focus groups, the participants were briefed by the researchers on the purpose and 

objective of the research. Participants were also informed that they could withdraw from 

the research at any time without giving a reason. Only one nurse withdrew from the 

research. 

Data collection 

Data was collected through focus groups (n=3) that took place between February and June 

2020. Five nurses participated in the first and second focus groups each, and seven nurses 

participated in the third focus group. The focus groups took place in the premises of home 

health care agencies and were conducted in a calm and friendly atmosphere. All focus 

group interviews were recorded on a dictaphone and then transcribed verbatim. Focus 

groups lasted between 75 and 90 minutes (mean 80 minutes). A list of open-ended 

questions (Table xxx), which had been prepared in advance, served as a guide for the 

researchers to conduct the focus group interviews. All focus group participants were 

asked two initial questions, "Can you please describe what your patients expect from your 

care?" followed by, "What is your experience of home health care provision?" To 

understand the content of participants' statements, participants were asked additional 

questions such as, "Can you tell us more about what you think as well? How do you 

perceive the situation? Can you tell us more about why you think this is important for 

patients?" All focus groups were conducted by the authors of VD and AB. 

Field notes (Phillippi & Lauderdale, 2018) were made during and immediately after the 

focus groups. Notes included the date, time and location of the focus groups and the 

duration of the focus groups. They also included information about the focus group 

participants, particularly the length of their experience as a home health nurse. Field notes 

also included participants' actions during the focus groups, their interactions, mood, 
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expressions and emotions, and other relevant data important for a comprehensive 

understanding of their accounts. 

Data analysis 

Data was analysed using inductive content analysis as described by Graneheim et al. 

(2017). Content analysis is a systematic method used to analyse verbal or written 

communication through coding and categorisation (Graneheim & Lundman, 2004; 

Vaismoradi et al., 2013). Content analysis is an appropriate method for investigating the 

opinions, attitudes and experiences of people or groups of people (Downe-Wamboldt, 

1992). The analysis process has several steps, and they were regularly discussed by all of 

the authors. As the participants’ responses were relatively broad and went beyond the 

research question, the analysis only focused on patients’ needs from the perspective of 

the participants (nurses). Each interview was read several times to understand the content 

and significance of the responses. Meaning units, words, sentences and areas were all 

assigned codes that were then grouped under 9 subcategories in line with their common 

meaning. In the final step of the analysis, the subcategories were grouped under categories 

(Graneheim et al., 2017) (Table 1). The subcategories and categories that emerged from 

the analysis are listed in Table 2. 

Ethical considerations 

This study was approved by the ethics committee of the Gerontology Centre in Prague 

(No. 2018/11/276219). All participants were provided with both oral and written 

information about the study. Oral and written consents were collected from all 

participants prior to the start of data collection. Emphasis was placed on the voluntary 

nature of the participants’ involvement in the study. The data was stored in accordance 

with the General Data Protection Regulation (EU Regulation - GDPR). To maintain 

confidentiality and to protect participants' personal data, the recorded data was de-

identified by code and stored on a password-protected computer, and only the authors had 

access to this material. 

Results 

On the basis of the analysis of the focus groups, four fundamental categories were defined 

for older people’s needs in home health care as perceived and described by the nurses 

providing care for these people. These categories are: Information, Nurses’ 

Professionalism, Habits and Routines, and Social Contact. This chapter is structured 
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according to the individual categories, and each category is discussed from the nurses’ 

perspective. The nurses’ responses are quoted verbatim in order to retain their 

authenticity. 

Information 

Home health care information 

Nurses described a need for sufficient information on the provision of health care as one 

of the fundamental needs for it to be at all possible to provide home care for patients, and 

for the subsequent provision of home care to proceed as smoothly as possible. When 

providing health care, nurses often find that their patients have insufficient information 

on care options and on care itself. Nurses described patients’ surprise at the existence of 

a home health care service and the fact that they were entitled to it. 

“Mostly they come back from hospital and I go there for the first time and they tell me 

they didn’t know this kind of service even existed…”. (FG, 3) 

“But I think an awful lot of people don’t know about it. These people really don’t know 

that they’re entitled to something like this. They feel they’re just being a nuisance. And 

mostly it’s older people who feel this way. I can just hear my grandmother: I don’t want 

to put anyone to any trouble.” (FG, 2) 

Competencies 

When home health care begins, in the nurses’ view it is important that patients are 

informed of the options for home care in the sense of defining the nurses’ remit, i.e. 

familiarising patients with what they are entitled to under home care and when this crosses 

over into care that is not within the nurses’ remit. It is not unusual for patients to initially 

ask nurses to help them for instance with social support services, which is outside the 

nurses’ remit. 

“But you need to set out these rules straight away, on your first or second visit – this is 

okay, that’s okay, but that isn’t… They need to be clearly defined right from the start.” 

(FG, 2) 

Some patients do initially (and subsequently) ask their nurses for assistance with matters 

that lie outside health care; the nurses feel a sense of responsibility towards their patients, 

and they try to satisfy them. This kind of assistance might involve obtaining any 
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medicines or incontinence aids required, providing advice and assistance concerning 

social security, and also ensuring that the environment the patients live in is suitable. 

“…Imagine you go to see someone who’s on their own, and they’re hungry, and you’ve 

gone there to take their blood. And it’s cold, and they’re shivering under a duvet – well, 

am I just going to take their blood and then go away again? I wouldn’t, would I? So I 

don’t know, I don’t do that. I go and get some coal to get the room warm.” (FG, 1) 

Care provision 

The other area where nurses see a need for information concerns the care itself: how it 

has been defined, how it will be provided, and any changes in care, including any switches 

from the nurse the patients are used to and any changes in the agreed schedule for visits. 

According to the nurses, this information is crucial for patients, as they have noticed that 

insufficient information leaves patients uncertain and afraid. 

“…they release them from hospital when they’re relatively healthy. And they tell them a 

nurse will be coming to see them. They don’t explain anything to them, so they’re waiting 

to see what that might be… they don’t know what’s going to happen” (FG, 2) 

“…the first thing we explain to them is how we’ll be working with them…” (FG, 1) 

Nurses’ Professionalism 

Education and experiences 

Nurses described how when providing home health care they worked entirely 

independently, using their knowledge, skills and experience. The nurses’ responses 

revealed that they often had to answers patients’ questions about their health, and the 

procedures for providing subsequent care. It is not unusual for nurses to “stand in” for 

doctors. 

“They also ask about relatively complicated things, and basically they treat it as though 

they were talking to a doctor.” (FG, 3) 

The nurses also said they had to respond quickly to any changes in their patients’ health 

status, without hesitating, and had to be able to provide immediate medical assistance. 

“When the time comes we have to know how to act like a professional should, right? Not 

start trembling and saying oh god, I don’t know about this, I don’t know how to do this, 

I don’t know what to do.” (FG, 3) 
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Nurse personality 

When providing care, it is not just the nurses’ training and experience that is important 

for patients. In the nurses’ view, patients are also appreciative if care is provided by a 

kind, smiling and sympathetic nurse. Patients trust nurses who have these qualities, and 

they are much more satisfied with the care such nurses provide. For the patients the nurse 

becomes the central point of care, someone they can always rely on, someone who can 

support and help them. 

“I’m just waiting for you (the nurse) to tell me what’s going to happen.” (a participant 

quoting her patient, FG, 1) 

Habits and Routines 

Continuity of care 

Providing health care in the patient’s home environment interrupts the established daily 

activities that fill their days. Although providing care in the home environment might 

initially disrupt patients’ habits and routines, after a while it becomes part of their lives, 

and patients include it among their daily routines. Similarly the nurses also become part 

of their patients’ lives, and patients establish a certain kind of relationship with their 

nurses. From the nurses’ perspective it is very important to stick to the agreed schedule 

for visits so that patients can maintain their routines. From the nurses’ perspective it is 

also very important for patients that their care is provided by the nurse they are used to. 

Any change in the provision of care itself, or changes in the agreed schedule for visits, or 

any change from the nurse they are used to, will disrupt patients’ routines and habits. In 

this context nurses are aware that some of their patients respond very badly to any kind 

of change, viewing it with fear and uncertainty. 

“Older people can’t stand changes… they just don’t like change. So if someone has to go 

instead of us, they’ll ask when their nurse will be coming back again.” (FG, 1) 

“They ask us to fix things so that it’s only us who’ll be visiting them.” (FG, 2) 

“They’re terrified of it (any change of nurse). They’re just afraid of it, aren’t they?” (FG, 

1) 

Home environment 

Nurses consider it very important for patients to have the option of remaining in their 

home environment while they are sick or have reduced self-sufficiency, and they describe 
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this as one of their patients’ needs. From the nurses’ responses it emerged that they see 

the benefits of this option not just in that patients have an opportunity to plan their days 

in line with their habits, needs and wishes, but also to remain in an environment they 

know intimately and where they keep their personal possessions. 

“They can get up when they want, eat what they want, visit who they want. Chat with this 

or that neighbour… Mostly they’ve all got some kind of pet… And even if they can’t cope 

(due to disability), they like being at home.” (FG, 3) 

Social Contact 

Verbal and physical contact 

In their answers the nurses described how when providing health care in patients’ home 

environment they found that patients were enthusiastic about home care, and the majority 

of patients welcomed it, seeing it as positive and beneficial. The nurses thought that one 

reason for patients’ positive response was the opportunity for social contact, which 

according to the nurses the patients very much lack, sometimes even though they are 

living with their families. For patients in home care, the nurse’s presence is an opportunity 

to talk about their experiences and their joys and sorrows. Often patients need not just 

verbal contact with the nurse, but also physical contact. 

“Some of them need a hug, they miss that. They don’t have anyone who would put their 

arm around them, praise them for something, tell them they’re doing well.” (FG, 3) 

Some patients expect nurses to serve as information channels, telling them about 

whatever might be happening outside. 

“They want to know everything. The weather, if there are people outside, what it looks 

like outside. If their families don’t take them out, they’re stuck at home…” (FG, 2) 

Relationship with professionals 

It often takes a while for a relationship to develop between the patient and the nurse, for 

them to get to know one another. A positive relationship between the patient and the nurse 

is beneficial for both sides and makes care easier, as over time patients come to trust their 

nurses and find it easier to confide in them about their joys and their worries, and about 

their medical problems too. 
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“Initially they’re (the patients) very reserved, when you go there for the first time and the 

second time and the third time. And then in the end they welcome you, they’re glad you’ve 

come and they can talk to you.” (FG, 1) 

“… it’s a kind of intimate relationship.” (FG, 1) 

When building a relationship, some patients eventually start to see their nurses as part of 

the family. In some cases patients will begin addressing nurses by their first names (which 

in Czech society might seem overly familiar), which the nurses generally view as 

something that automatically happens when their patients trust them. 

“… they call us by our first names… then we know they trust us. So that’s great really.” 

(FG, 3) 

Discussion 

The objective of this study was to ascertain the needs of patients in home health care from 

the nurses’ perspective. During the analysis it emerged that patients’ needs and how 

nurses identify them overlap to some extent. Despite this fact, the analysis revealed four 

categories related to the objective of this study - Information, Nurses’ Professionalism, 

Habits and Routines, and Social Contact. 

A need for information proved to be absolutely fundamental. Insufficient information 

generally makes people afraid and mistrustful, and it is not unusual for it to catalyse 

adverse situations (Han et al., 2011). Romagnoli et al. (2013) point out that home care 

nurses often find that patients have received insufficient information on options for 

treatment and care, and nurses consider adequate information to be quite a crucial 

precondition for the provision of effective care. Our analysis revealed two key aspects 

concerning information. The first is a lack of awareness concerning health care in 

patients’ home environment. Insufficient awareness of such care may to some extent be 

due not just to patients being insufficiently informed, but also to the doctors who have the 

power to prescribe home health care.17  

The second shortcoming concerns a proper understanding of the services providing home 

health care. For patients in home health care, it is understandable that we might find 

 
17 In the Czech Republic the prescribing and implementation of home health care is governed by an act of 

parliament and the related implementing decree. Home health care can only be prescribed by the patient’s 

general practitioner or the consultant treating a patient who has been hospitalised. 
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overlapping health and social needs. This then places demands on home health care nurses 

in two respects: 1) knowing how to communicate with the patient and explain the options 

available under home health care, including the nurses’ remit, and 2) awareness of an 

appropriate alternative solution, i.e. in practice recommending a (social) service that can 

address the client’s request. 

Communication skills, a familiarity with medical and social matters, and the provision of 

professional health care all make high demands on nurses’ training and previous 

experience of providing care, and they also emphasise the nurse’s personality. Nurses 

consider these attributes to be a sign of their professionalism (MacIntosh, 2003; Tanaka 

et al., 2016; Kim & Sim, 2020) and see them as being important and necessary aspects of 

providing care for patients, which was also what emerged from our analysis. This is in 

agreement with other authors (Breitholtz et al., 2013a; Moe et al., 2013; Randström et 

al., 2013; Bagchus et al., 2015), who report that patients perceive care provided by a 

trained and experienced nurse to be professional and quality care. 

In view of dynamic developments in medicine and knowledge in the field of nursing care, 

there is a requirement for professional training and especially continuing training for 

nurses (Institute of Medicine, 2010; Price & Reichert, 2017). For nurses providing home 

health care, this requirement is all the more urgent because they work quite independently, 

without the supervision and assistance of a doctor, as would be the case in hospital care 

for instance (Duke & Street, 2005; Williamson, 2007). 

Nurses’ training should also cover communication, as it is an integral and very essential 

component of providing health care (Chant et al., 2002; Baghcheghi et al., 2011). 

Together with empathy, it is an important characteristic in nurses that facilitates 

establishing a relationship between nurse and patient, and thereby also facilitates the 

provision of care (Tutton, 2005). 

Another area the nurses in our research project identified among their patients’ needs 

included maintaining habits and routines. Habits and routines take shape over the years 

and reflect a person’s individuality and life (Lally et al., 2010; Gardner et al., 2012; Neal 

et al., 2012). It is not unusual for the scheduling of the day and daily activities to be based 

on established habits and routines. It is especially important for older people to maintain 

their habits and routines, as they are less adaptable (From et al., 2009; Liveng, 2011; 

Nicholson et al., 2013). In our research a need for the continuity of care was particularly 
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resonant in this respect: care would be provided at a pre-arranged time, and by the usual 

nurse. The results of some studies show that patients see the provision of care in their 

home environment as a violation of their autonomy (Breitholtz et al., 2013b; Moe, 

Hellzen & Enmarker, 2013; Nicholson et al., 2013; Jarling et al., 2018), and for this 

reason they consider it essential for the scheduling of care to be discussed with them in 

advance and then adhered to, and they prefer it to be adjusted in fit in with their planned 

activities (From et al., 2009; Randström et al., 2013). Patients also consider it beneficial 

if care is provided by the nurse they are used to. It is not just that over time patients can 

establish a relationship with their nurses based on trust (McGarry, 2010; Moe et al., 2013; 

Jarling et al., 2018), but they also understand that the same nurse will be more familiar 

with their health status and can better and more swiftly respond to any changes in their 

health (From et al., 2009; Jarling et al., 2018). 

Establishing a relationship with the patient, and thereby reinforcing social contact, was 

another theme that emerged when analysing our research. People of advanced age, 

especially those living with sickness or reduced self-sufficiency, often suffer from 

loneliness and social isolation, even when they are living with their families (Eloranta et 

al., 2010; Županić et al., 2013). Loneliness and social isolation negatively impact a 

person’s mental health and are associated with the development of a depressive 

syndrome, particularly for patients of higher age (Barg et al., 2006). A desire for social 

contact and inclusion in social life tends to be one of the wishes of older people in home 

health care (Eloranta et al., 2010; Liobet et al., 2011). A relationship between the patient 

and the nurse not only offsets the patient’s feelings of loneliness, but (as was said above) 

developing a relationship also builds the patient’s trust in the nurse (McGarry, 2010; Moe 

et al., 2013; Jarling et al., 2018). Leslie and Lonneman (2016) report that trust is one of 

the key aspects of providing health care, and care based on mutual trust has a positive 

impact on improving a person’s health status. 

When comparing the results of the present study with the results of studies of how patients 

perceive their needs in home care (Dostálová et al., 2020), we see that the nurses did not 

always identify all of the needs that the patients raised and vice-versa. For instance the 

nurses identified a need to maintain habits and routines, which could be brought under 

the concept of autonomy, but with regard to autonomy the nurses failed to mention any 

need for privacy, independence, decision-making and cooperation, which was something 

the patients stressed. On the other hand the nurses in the present study identified a need 
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for information, which the patients did not consider important. The results of this study 

are also in partial agreement with the results of studies focusing on patients’ needs as 

viewed by nurses, although these studies did not focus directly on the needs of people in 

home health care (Romagnoli et al., 2013; Hynninen et al., 2015; Östman et al., 2020). 

On the basis of the above, it seems that when planning care for patients in their home 

environment, care must be planned with consideration for patients’ needs, wishes and 

habits in order to maintain their autonomy and integrity and the opportunity of 

participating in decision-making and care, i.e. care must be planned and provided as 

person-centred care. 

Limitations of the study 

One limitation of this study was the relatively small participant sample as a consequence 

of the restrictive measures introduced owing to the coronavirus pandemic, which meant 

that no further focus groups could be held. The original plan was to hold focus groups in 

four regions of the Czech Republic so that any differences in how nurses perceived 

patients’ needs could be evaluated nationwide. Even so, the results of the study 

demonstrate that nurses are able to perceive and describe the needs of older patients in 

home care, especially vulnerable patients of advanced age.  

The risk of subjectivity in data interpretation, which may be due to researcher 

assumptions, should be considered (Holly et al., 2014). The Consolidated Criteria for 

Reporting Qualitative Research (COREQ) checklist was used to record important aspects 

of this study (Tong et al., 2007). Emphasis was also placed on the credibility of this study 

(Graneheim et al., 2017), which was supported by an attempt to describe the methods in 

detail so that their strengths and weaknesses were understood. 

Conclusion 

The provision of home health care for particularly vulnerable patients of advanced age is 

a contemporary trend and an opportunity for patients to remain in their own environment 

while in a condition of sickness or reduced self-sufficiency. Although care provided in 

this way may encroach on patients’ privacy, it is something they themselves desire and 

appreciate. Assessing patients’ needs and taking them into account when planning care is 

one of the essential preconditions for providing professional and quality care. This study 

shows that nurses providing care for patients in their home environment are able to 

identify their patients’ needs. Nevertheless, the needs they identify partly diverge from 
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the patients’ needs. This particularly concerns patients’ need to be involved in care and 

in decision-making on the provision of care. On the other hand, in the nurses’ view 

patients need adequate information on options for care and treatment. This should be 

borne in mind by nurses and by other professionals who recommend or offer patients 

home health care, and especially professionals involved in transferring a patient from the 

hospital setting to the home setting. For a better understanding of the issue of patients’ 

needs and how they are perceived by nurses, more qualitative comparative research 

should be conducted, both research based on individual interviews or focus groups, and 

research based on observation during the provision of care. 
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Table 1 Example process of analysis 

Unit of analysis Code Subcategory Category 

…and then when we replace each 

other, right, so they're (patients) used 

to us only going for a certain 

approximate time when we go there, 

and then if you have somebody 

extra, you come longer, it's a little bit 

of a problem with somebody… 

Change in care 

provision 

Continuity of care Habits and 

Routines 

...they need some sort of regimen 

(patients) and they terribly dislike 

changing it...some are adaptable 

without problems and some cling to 

it (same nurse, agreed visit times) so 

it's just person to person... 

Stereotype Continuity of care Habits and 

Routines 

…they release them from hospital 

when they’re relatively healthy. And 

they tell them a nurse will be coming 

to see them. They don’t explain 

anything to them, so they’re waiting 

to see what that might be… they 

don’t know what’s going to 

happen… 

Insufficient 

information 

Care provision Information 

... it's important to inform those 

patients and tell them what's 

important, what's less important. I 

think that's terribly important to 

them. Some don't cooperate at all, at 

all, right, so it's the other way 

around. Again, you're forcing them 

into something they don't want to do 

because they've never encountered it 

Awareness, care 

information  

Home health care 

information 

Information 
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(home health care). And they don't 

even know.. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2 Categories and subcategories 

Categories Subcategories 

Information 

 

Home health care information 

Competencies 

Health provision 

 

Nurses’ Professionalism 

 

Education and experiences 

Nurse personality 

 

Habits and Routines 

 

Continuity of care 

Home environment 

 

Social Contact 

 

Verbal and physical contact 

Relationship with professionals 
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6 Discussion 

Both the analysis of published international studies and our own research conducted in 

different care settings in the Czech Republic confirm that patients are able to express their 

wishes and needs related to the professional care they receive. We have also proven that 

nurses' perspectives on the needs of patients in home health care also well capture the 

needs and wishes of the patients to whom they provide home health care.  

A comparison of the three studies presented showed both the same and different 

perspectives on the needs of patients in home care from their own and nurses' 

perspectives. It is quite clear that the defined needs of the two groups of research 

participants overlap with each other, which is only natural as a result, as these are needs 

that form part of patients' lives and one need complements or builds on the other. Our 

summary will focus on comparing all the needs defined by the research participants so 

that adequate recommendations for practice can then be made on the basis of these needs. 

We have divided the defined needs into four main areas: 1) Safe and secure care; 2) 

Autonomy; 3) Habits and routines; and 4) Role in society, with each area being specified. 

We translate the results of our comparison in the following Table 1, in which we also 

indicate which areas were defined by the participants in the research presented.   

 

Table 1 Comparison of needs in the research carried out 

Areas of needs Scoping 

review 

Individual 

interviews 

Focus 

groups 

Safe and secure 

care 

Education and experiences 

Information 

Continuity of care 

x 

x 

x 

x 

x 

x 

x 

x 

x 

Autonomy Privacy and freedom 

Independence 

Decision-

making/cooperation  

x 

x 

x 

 

x 

x 

 

Habits and routines Daily activities 

Own environment 

x 

x 

x 

 

 

x 

Role in society Relationship with nurses 

Personality of nurse 

Verbal and physical 

contact 

x 

x 

x 

x 

x 

x 

x 
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Safe and secure care 

It is evident that when providing health care in the patients' home environment, it is 

desirable that this care is provided in the highest possible quality. As our comparison 

shows, not only patients but also nurses are aware of this fact. Patients can be very 

perceptive about the care they receive, and it is evident that they observe nurses during 

care and are sensitive not only to their behaviour but also to the actions they perform. The 

provision of adequate and sufficient information by nurses is an integral part and a sign 

of quality and safe care. Inadequate or no information to patients and the assumption by 

nurses that the patient "is informed and therefore knows...everything" can result in 

unnecessary conflict situations that are in no way desirable in the provision of any health 

care. The need to maintain continuity of care (both personnel and time), as one of the 

features of providing quality and safe care, was described by all research participants. 

The advantage of maintaining personnel continuity is the possibility of establishing a 

relationship between the patient and the nurse, which by its nature belongs more to the 

"Role in society" area - thus there is an overlap of defined needs. As in the case of 

personnel continuity, there is an overlap of needs in the need to maintain temporal 

continuity, and this need also affects the area of 'Habits and routines' as patients plan their 

daily activities with regard to the pre-arranged dates of healthcare. 

Autonomy 

Autonomy, as another area of defined need, was emphasized by patients, not nurses. 

Autonomy, in the sense of privacy and freedom, was defined only by the patients whose 

statements were analysed through scoping review. Patients who were participants in our 

own research did not discuss the need for privacy and freedom in their statements, which 

does not mean that privacy is neglected and not emphasized by patients in the provision 

of care. On the contrary, the results of our own research conducted with patients were in 

complete agreement with the analysis of published international studies, in the area of 

independence and participation in care. The nurses did not pay any attention to the topic 

of autonomy during the focus groups and for this reason this need could not be identified. 

However, this certainly does not suggest that nurses are unable or unwilling to accept this 

need. We would not dare to draw such a conclusion. However, we believe that nurses 

need to be mindful of this fact and take it into account when planning and delivering care. 
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Habits and routines 

As well as the needs for autonomy, there was no overwhelming agreement among the 

research participants in the area of habits and stereotypes. However, all research 

participants emphasised the need to maintain habits and stereotypes. From the patients' 

point of view, it is essential that they are allowed to carry out daily activities as they are 

used to, which is related to the previously stated need to respect the temporal continuity 

of care. Being able to remain in one's own environment in a state of illness or reduced 

self-sufficiency is considered important by both patients and nurses. However, the 

patients with whom we conducted individual interviews did not refer to this need in their 

statements. As in the above cases, it is not possible to generalise this fact and it can be 

assumed that if patients are generally satisfied with the provision of home healthcare and 

consider it desirable, they also value the possibility of remaining in their own 

environment. 

Role in the society 

Maintaining a role in the society and participation in the social life were highlighted as a 

need by all participants in our research. Particular emphasis was then placed, also by all 

participants, on the need for and the establishment of a reciprocal relationship between 

the nurse and patients, which, in addition to the social role, has the effect of building trust 

between patient and nurse, which in turn facilitates not only the provision of health care 

but also its acceptance by patients. The need for not only verbal but also physical contact 

described by nurses may be evidence of nurses' ability to perceive patients' needs in this 

area. As in the previous cases, it cannot be declared responsibly that patients, despite not 

directly discussing the need for physical contact, are not happy for such contact. However, 

each person's individual setting will certainly play a role in this case.  

In the following, last section of this chapter, we will focus on the key messages and 

recommendations arising from the research presented, assuming that our 

recommendations can form a good basis for planning and subsequent quality home health 

care delivery. 
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7 Key information for practice 

The quality of the care provided is a reflection of the skills and experience of those who 

provide and deliver the care, with qualified and properly trained staff being one of the 

fundamental prerequisites for ensuring quality patient care (Holmerová, 2018). With this 

in mind, and in light of the dynamic development of medicine and knowledge in nursing 

care, there is a demand for professional education and especially continuing education for 

nurses (Price and Reichert, 2017). In the case of nurses providing care in the patients' own 

environment, this requirement is then even more urgent, as they work completely 

independently without the presence of a doctor and other staff as is usual in outpatient or 

inpatient care. Thus, the work of nurses in the patient's own environment involves their 

independent decision making, which is dependent on both their educational background 

and experience (Duke and Street, 2005; Williamson, 2007). Moreover, care provided by 

educated and experienced staff is considered by patients to be professional care (Bagchus, 

Dedding and Bunders, 2015), which is consistent with the definition of 'professional', 

where being professional means having the characteristics of skilled and trained people 

(Cambridge Dictionary, 2020).  

Nurses' education and experience are related to their ability to provide patients with 

adequate information regarding the care they receive. Nurses often encounter ill-informed 

patients during patient care in their own settings, and at the same time, sufficient 

information is considered by nurses to be quite essential for the provision of effective 

care (Romagnoli et al., 2013). It should be emphasized that a lack of information 

generally instils fear and mistrust in people and not infrequently can be an accelerator of 

unpleasant and undesirable situations (Han, Klein and Arora, 2011).  

One of the basic indicators of the quality of care provided is the active involvement of 

patients in the planning and subsequent provision of care. Active patient participation in 

both respects not only leads to better quality care delivery, but also leads to better health 

outcomes and thus improved quality of life for patients. Patient involvement in care 

planning and delivery (decision-making) is seen by patients as a recognition of the 

patient's humanity and individuality (Vahdat et al., 2014). Patients who are allowed to 

participate in the delivery of care feel a greater sense of control over the care provided in 

terms of being able to influence care with respect to their wants and needs (Breitholtz, 

Snellman and Fagerberg, 2013). Patients should therefore be treated with respect and as 

competent beings who are capable of making decisions for themselves (Liveng, 2011), 
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which can be achieved by actively involving patients in discussions regarding their care 

(McCabe, 2004). From the above, it is evident that communication with patients not only 

about care is an integral part of the care provided and nurses' communication skills and 

abilities, in addition to education and experience, are also an indicator of the quality of 

care provided and a manifestation of nurses' professionalism (Kim and Sim, 2020).  

Nurses' communication skills and abilities are influenced by both the nurse's personality 

and her approach to the patient. In this case, the ability of empathy plays an important 

role, which is considered as one of the essential personality traits of nurses that plays an 

important role in gaining patients' trust and building relationships between patients and 

nurses (Wan et al., 2019).  Empathy, the ability to understand other people's feelings, not 

only facilitates communication between patient and nurse, but also helps to prevent 

conflicts that may arise during care (Duan and Hill, 1996). A positive patient-nurse 

relationship has been shown to increase both the patient's physical health and also 

promote emotional, mental and social well-being (Strandås and Bondas, 2018).  

Establishing a mutual relationship between patient and nurse that is based on 

understanding and trust requires a certain amount of time, the length of which depends 

on the individuality of the patient as well as the nurses' communication skills and level of 

empathy (Jarling et al., 2018). The reciprocal relationship between patient and nurse 

alleviates patients' feelings of social isolation and loneliness, with loneliness and social 

isolation being associated with the development of depressive syndrome, particularly in 

older patients (Barg et al., 2006). It should be remembered that older people, and 

especially those living with illness or reduced self-sufficiency, often suffer from 

loneliness or social isolation, despite some of them living with loved ones (Eloranta et 

al., 2010). The desire for social contact and inclusion is often not one of the wishes of 

older people in home health care (Liobet et al., 2011).  

The maintenance of habits and stereotypes is an area that is also an integral part of the 

care provided in the patients' own environment and the degree to which it is fulfilled 

determines the patients' perception of the quality of care provided. As habits and 

stereotypes are formed over years and reflect the individuality of the individual (Gardner, 

Lally and Wardle, 2012), they form the basis of patients' daily activities that make up 

their daily routines. It should be remembered that, particularly for older people, who tend 

to have a reduced capacity to adapt, it is the maintenance of habits and stereotypes that is 

important (Nicholson et al., 2013). Closely related to the maintenance of habits and 
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routines is the personnel and temporal continuity of the care provided. The provision of 

care in patients' own environment, which supports their identity and autonomy (Wahl et 

al., 2006), is perceived by patients as a violation of their autonomy (Jarling et al., 2018), 

and it is therefore desirable that the time of care provided is discussed with them well in 

advance and subsequently adhered to, with patients preferring that the time of care 

provided is adapted to their programmed activities (Randström et al., 2013). Likewise, 

the provision of care by a nurse to whom patients are accustomed is considered beneficial 

by patients, not only because of the opportunity to develop a trusting relationship with 

the nurse, as already mentioned, but also because of personal continuity, whereby patients 

are aware that the nurse who regularly provides their care is, or should be, sufficiently 

familiar with their health status to be able to react more quickly and easily to any changes 

related to their health (From, Johansson and Athlin, 2009; Jarling et al., 2018).  

Based on the above, it can be concluded that when planning care for patients in their own 

environment, it is necessary to plan care taking into account the needs, wishes and habits 

of patients in order to preserve their autonomy, integrity, decision-making and 

participation in care, i.e. in effect planning and delivering person-centred care (Institute 

of Medicine, 2001).  
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8  Implications 

What the results of our research highlight: 

• Our research has helped to shed light on the perceived needs of patients in home 

health care in the Czech Republic, both from the perspective of patients 

themselves and from the perspective of nurses.  

• Patient needs identified by patients themselves are not always in line with those 

identified by nurses. 

• Patients lack sufficient information on the principles and possibilities of home 

healthcare provision, which in turn complicates the provision of home care itself, 

especially in its initiation. 

• Home health care nurses’ training and experience are essential not only for the 

provision of professional nursing care, but also for the provision of professional 

information and advice to patients. Care provided by trained and experienced 

nurses is perceived by patients as quality care. 

• Continuity of care in the sense of personnel continuity and regular care provision 

is important for the provision of quality care. 

• The personality of nurses and their communication skills and abilities, as well as 

empathy, are essential in building the relationship between patient and nurse. 

What are the implications of our findings for the work of nurses caring for patients 

in their home environment: 

• Patients should be informed in advance about the principles and possibilities of 

home care by their GPs or other treating physicians who recommend or prescribe 

home care. 

• Patients should be made aware of the principles of home care by nurses before the 

actual provision of home care begins. Patients need to be adequately informed 

about the competences of the nurses providing home care.  

• The provision of home health care is inherently highly specific; home care nurses 

should work to provide the highest possible quality of care. In particular, nurses 

should focus on ensuring that the care they provide is safe, effective, timely, 

efficient and person-centred. 
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• The way in which home care will be provided should be communicated and agreed 

with patients in advance, including the timing of visits which must then be adhered 

to. Patients should be informed well in advance if the appointment date changes.  

• When planning home health care, it is advisable to include patients in care 

planning and to allow them to participate in care and to plan care with their needs 

in mind. Nurses should therefore actively find out what patients' wishes and needs 

are.  

How our results should practically influence strategies and approaches to care 

delivery, including in the field of education: 

• Undergraduate, postgraduate and lifelong nurse education should be oriented 

towards a holistic approach to the patient and person-centred care.  

• Undergraduate, postgraduate, and lifelong nurse education should also include 

personality training with a focus on communication skills. 

• Home health care organizations should: 

o educate nurses not only in technical skills but also in person-centred care 

so that patient autonomy is maintained in care planning and subsequent 

delivery, particularly in the areas of privacy, independence, participation 

in care and decision-making, 

o have a system for assessing patients' needs, or have a battery of valid and 

easy-to-use tools suitable for assessing patients' needs,  

o ensure that care is planned with patients' needs in mind and that patients 

are partners in the planning and delivery of care, 

o continuously evaluate the care plan and update the care plan in a timely 

manner, taking into account the patient's health status and needs. 
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Conclusion 

The present dissertation, which focuses on the needs of particularly vulnerable older 

people in home health care, was written as part of the doctoral study of Longevity at the 

Faculty of Humanities, Charles University. In its conception, it is a thesis that is mainly 

composed of articles published in peer-reviewed journals that represent the results of 

research conducted during the doctoral studies. The research first involved an analysis of 

documents. The aim was to shed light on the evolution of long-term care in our country 

between 2000 and 2016. In the next phase, research was conducted to find out, through 

the analysis of available scientific articles, what is known so far about the needs of older 

people in home care. In the case of this research, only foreign sources were used for the 

analysis. At this stage, the research confirmed our fearful assumption that in our country 

the needs of particularly vulnerable older people in home health care have not yet been 

sufficiently researched or the research results have not been published in foreign impact 

journals. This analysis provided insight into the needs of older people from their own 

perspective and provided a sound basis for our own research. The next two studies aimed 

first to elucidate the needs and experiences of vulnerable and frail people aged over 65 in 

home health care, with whom individual semi-structured interviews were conducted. 

Given that professionals caring for people in their own settings should base their care 

planning and delivery on their needs and take these needs into account when providing 

care, research was undertaken that aimed to explore the needs of particularly vulnerable 

older people in home healthcare from the perspective of general nurses. A focus group 

technique was used to establish the general nurses' perspective on the needs of the patients 

they care for in their own setting. A summary of the research findings and 

recommendations for practice is given in the final section of this thesis. The text of the 

thesis is supplemented by chapters designed to introduce the reader to the issue of human 

needs and to the issue of long-term care in our country, which undoubtedly includes home 

care. The legislative anchorage of home care, both medical and social, is not omitted in 

this part.
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Appendix A1. Consent form – Individual interviews 

 

Souhlas s využitím získaných informací z individuálního rozhovoru 

Nositel projektu: Univerzita Karlova, Fakulta humanitních studií, Studia dlouhověkosti,  

U Kříže 8, Praha 5, 158 00 

Název projektu: Uspokojené a neuspokojené potřeby zvláště zranitelných 

(vulnerabilních) pacientů vyššího věku v domácí a lůžkové péči 

 

Trvání projektu: 2019–2021 

Cíl sběru dat: cílem sběru dat je získat informace o vlastním vnímání potřeb pacientů 

vyššího věku v domácí zdravotní péči a v akutní lůžkové péči včetně pohledu na tyto 

potřeby ze strany profesionálních pečujících, zejména všeobecných sester.   

Archivace a zpřístupnění dat: Neanonymizované informace z rozhovorů jsou přístupné 

pouze řešitelům projektu.  

Anonymizované informace z rozhovorů budou archivovány pro účely dalších analýz. 

Anonymizace znamená odstranění osobních údajů, aby nebyla umožněna identifikace 

konkrétních osob a organizací. Data budou archivována na Fakultě humanitních studií, 

v oddělení doktorských studií (Studia dlouhověkosti) a budou přístupná řešitelům 

projektu Mgr. Alžbětě Bártové, Mgr. Haně Bláhové, Mgr. Vladimíře Dostálové a doc. 

MUDr. Ivě Holmerové, Ph.D. Data nebudou nikde zveřejněna, budou zpracovávána jako 

anonymizovaná a budou dodrženy zásady etického přístupu, ochrany osobnosti i práv 

všech dotčených osob.  

Informovaný souhlas 

Dne ________________ jsem poskytl/a výzkumný rozhovor v rámci projektu 

„Uspokojené a neuspokojené potřeby zvláště zranitelných (vulnerabilních) pacientů 



 

 

 

vyššího věku v domácí a lůžkové péči“. Na analýze dat zjištěných z rozhovorů se podílejí 

řešitelé projektu: Mgr. Alžběta Bártová, Mgr. Hana Bláhová, Mgr. Vladimíra Dostálová 

a doc. MUDr. Iva Holmerová, Ph.D. 

 Souhlasím se zpracováním, archivací a další analýzou rozhovoru, který jsem poskytl za 

těchto podmínek: 

• záznam rozhovoru bude uchován jen v anonymizované podobě bez souvislosti s 

mým jménem a kontaktem na moji osobu, a bez uvedení adresy mého bydliště, 

pouze s uvedením kraje, ve kterém žiji. 

V případě, že úryvky z tohoto rozhovoru budou součástí publikací nebo veřejných 

prezentací výsledků výzkumu: 

• smí být uvedeny jen v anonymizované podobě bez mého jména a souvislosti s 

mojí osobou. 

Po skončení projektu Uspokojené a neuspokojené potřeby zvláště zranitelných 

(vulnerabilních) pacientů vyššího věku v domácí a lůžkové péči, smí být anonymizovaný 

rozhovor: 

❑ zpracováván jen výzkumníky jmenovanými v tomto souhlasu pouze pro účel 

tohoto projektu. 

 

Jméno respondenta: 

Podpis respondenta: 

 

Jméno výzkumníka: 

Podpis výzkumníka: 

 

 

 

 

 

 



 

 

 

Appendix A2. Consent form – Focus Groups 

 

Souhlas s využitím získaných informací ze skupinového rozhovoru 

Nositel projektu: Univerzita Karlova, Fakulta humanitních studií, Studia dlouhověkosti,  

U Kříže 8, Praha 5, 158 00 

Název projektu: Uspokojené a neuspokojené potřeby zvláště zranitelných 

(vulnerabilních) pacientů vyššího věku v domácí a lůžkové péči 

 

Trvání projektu: 2019–2021 

Cíl sběru dat: cílem sběru dat je získat informace o vlastním vnímání potřeb pacientů 

vyššího věku v domácí zdravotní péči a v akutní lůžkové péči včetně pohledu na tyto 

potřeby ze strany profesionálních pečujících, zejména všeobecných sester.   

Archivace a zpřístupnění dat: Neanonymizované informace z rozhovorů jsou přístupné 

pouze řešitelům projektu.  

Anonymizované informace z rozhovorů budou archivovány pro účely dalších analýz. 

Anonymizace znamená odstranění osobních údajů, aby nebyla umožněna identifikace 

konkrétních osob a organizací. Data budou archivována na Fakultě humanitních studií, 

v oddělení doktorských studií (Studia dlouhověkosti) a budou přístupná řešitelům 

projektu Mgr. Alžbětě Bártové, Mgr. Haně Bláhové, Mgr. Vladimíře Dostálové a doc. 

MUDr. Ivě Holmerové, Ph.D. Data nebudou nikde zveřejněna, budou zpracovávána jako 

anonymizovaná a budou dodrženy zásady etického přístupu, ochrany osobnosti i práv 

všech dotčených osob.  

Informovaný souhlas 

Dne ________________ jsem poskytl/a výzkumný rozhovor v rámci projektu 

„Uspokojené a neuspokojené potřeby zvláště zranitelných (vulnerabilních) pacientů 

vyššího věku v domácí a lůžkové péči“. Na analýze dat zjištěných z rozhovorů se podílejí 

řešitelé projektu: Mgr. Alžběta Bártová, Mgr. Hana Bláhová, Mgr. Vladimíra Dostálová 

a doc. MUDr. Iva Holmerová, Ph.D. 

 Souhlasím se zpracováním, archivací a další analýzou rozhovoru, který jsem poskytl za 

těchto podmínek: 



 

 

 

• záznam rozhovoru bude uchován jen v anonymizované podobě bez souvislosti s 

mým jménem a kontaktem na moji osobu, a bez uvedení názvu organizace, ve 

které pracuji, pouze s uvedením jejího typu (například domácí péče; zařízení 

lůžkové péče) a kraje, ve kterém se organizace nachází.  

V případě, že úryvky z tohoto rozhovoru budou součástí publikací nebo veřejných 

prezentací výsledků výzkumu: 

• smí být uvedeny jen v anonymizované podobě bez mého jména a souvislosti s 

mojí osobou. 

Po skončení projektu Uspokojené a neuspokojené potřeby zvláště zdranitelných 

(vulnerabilních) pacientů vyššího věku v domácí a lůžkové péči, smí být anonymizovaný 

rozhovor: 

❑ zpracováván jen výzkumníky jmenovanými v tomto souhlasu pouze pro účel 

tohoto projektu. 

 

Jméno respondenta: 

Podpis respondenta: 

 

Jméno výzkumníka: 

Podpis výzkumníka: 
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Appendix B1. Poster delivered at Alzheimer Europe Conference 2019 

 

 

 



 

 

 

Appendix B2. Oral presentation at Krems Conference 2020 

 

Perception of professional carers on quality of care of home 

dwelling people 

 

Vladimira Dostalova1,  

Alzbeta Bartova2, Hana Blahova2 &  Iva Holmerova2 

 

1 vladka.dostalova@seznam.cz, Charles University, Faculty of Humanities   

2 Charles University, Faculty of Humanities   

 

Keywords: dementia, home care, quality 

 

Background: The number of people with dementia and the demand for long-term care 

provided in person’s home environment is increasing. The aim of such care is to enable 

the person to stay at home as long as possible and to prevent hospitalization or other 

institutional care. When providing care in the home environment it is necessary to   focus 

on patient’s needs and experiences. The aim of this presentation is to provide our findings 

on quality of care of home dwelling people from the perception of professional carers. 

This study was funded by the Grant Agency of Charles University, project n. 760219 

(Met and unmet needs of vulnerable older patients receiving healthcare at home and in 

hospital).  

Methodology: A total of 3 focus groups with home health care nurses and 9 face to face 

semi-structures interviews with social care workers were conducted. An exploratory-

descriptive qualitative approach was chosen. During data collection, the researchers 

focused on the areas of "what" and "why". Data were analysed in the means of content 

analysis. To ensure the trustworthiness of this study, the recommendation of Graneheim, 

Lindgren and Lundman (2017) was followed. 

Results: According to content analysis three main areas were identified. 1) Needs 

assessment method; 2) Settings for a care plane; 3) Communication with other carers 



 

 

 

including professionals. The starting point for ensuring all three areas is 1) to targeted 

education of (not only) caring professionals and 2) following the principles of case 

management.  

Discussion: Professional caregivers are aware of the need to provide patients in home 

care of the best possible quality. These caregivers consider as important to identify the 

needs of their patients and to tailor care to those needs. The key is therefore undoubtedly 

the setting of individualized and person-centred care. High-quality communication 

between caring professionals and mutual information sharing is essential.  
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Appendix C2. Patients’ needs and their satisfaction in hospital care as viewed and 

experienced by the patients in the time of the COVID-19 pandemic 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 

 

 

 



 

 

 

Appendix C3. The Integration of Psychosocial Care into National Dementia 

Strategies across Europe: Evidence from the Skills in DEmentia Care (SiDECar) 
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Appendix C4. The needs of older patients in hospital care: a scoping review 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 

 

 

 



 

 

 

Appendix C5. Ekonomické aspekty poskytování péče lidem žijícím v domácím 

prostředí 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 



 

 

 

 

 


