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ABSTRACT

Objective Safety is essential to support independent
living among the rising number of people with long-term
healthcare and social care needs. Safety performance in
home care leans heavily on the capacity of unlicensed staff
to respond to problems and changes in the older patients’
functioning and health. The aim of this study is to explore
assistant nurses’ adaptive responses to everyday work to
ensure safe care in the home care context.

Design A qualitative approach using the drama-

based learning and reflection technique forum play

with subsequent group interviews. The audio-recorded
interviews were transcribed and analysed with thematic
analysis.

Setting Home care services organisations providing care
to older people in their private homes in two municipalities
in southern Sweden.

Participants Purposeful sampling of 24 assistant nurses
and three managers from municipal home care services
and a local geriatric hospital clinic.

Results Home care workers’ adaptive responses to
provide safe home care were driven by an ambition to
‘make it work in the best interests of the person’ by
adjusting to and accommodating care recipient needs
and making autonomous decisions that expanded the
room for manoeuvrability, while weighing risks of a
trade-off between care standards and the benefits for the
community-dwelling older people’s independent living.
Adaptations to ensure information transfer and knowledge
acquisition across disciplines and borders required
reciprocity.

Conclusions Safety performance in home care service

is dependent on the staff closest to the older people, who
deal with safety risks and ethical dilemmas on a day-to-
day basis and their access to information, competence,
and resources that fit the demands. A proactive leadership
characterised by mutual trust and adequate support for
decision making is suggested. Managers and decision-
makers across healthcare and social care need to consider
how they can develop interprofessional collaborations

and adaptive routines supporting safety from a broader
perspective.

,"2 Kristina Schildmeijer

,! Sofia Back&berg, '

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The qualitative approach, using forum play scenari-
0s, allows for a deepened understanding of the ad-
aptations and hidden work performed by assistant
nurses in home care services.

= Forum play, a drama-based method for learning
and reflection with subsequent group interviews,
was useful for visualisation of and reflection on the
complexity of providing safe care services in care
recipients’ homes.

= The use of an inductive, thematic method of anal-
ysis, recurring peer-checking and discussions with
the multiprofessional research team resulted in a
rich and trustworthy account of data.

= The study was conducted in two municipalities in
Sweden, which might limit the transferability of out-
comes to other contexts.

INTRODUCTION

The rising prevalence of comorbid long-term
illnesses in a growing older population is
challenging healthcare systems worldwide'
and more attention is being paid to the need
of rethinking the allocation and delivery
of services in older people’s homes.” * The
transfer of highly specialised care from hospi-
tals to the home care arenaincreases demands
on the competence, education levels,and
distribution of responsibility in home care.*
The conditions for mobilising safety in
home care services for older people are chal-
lenging.” ® Deficiencies in quality and safety
can rarely be attributed to lacking standards
and routines, which are often transferred
from in-hospital care, but rather to a lack of
fitand support in home care practices.*” This
may lead to individual adjustments and work-
arounds in everyday work. Although research
on home care safety for older people is devel-
oping steadily, the focus thus far is mainly
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on safety in medication management and prevention
of falls.”"" A large research gap remains on the broader
safety perspective, encompassing the older person’s
behaviour and lifestyle, the social and physical home
environment, and provision of both medical healthcare
and social care, which have been identified as important
domains of safety in home care.* '*'* A literature review
on home care in European countries showed that there
is limited information on how practical care models are
related to outcomes such as safety in home care and that
information about home care services is skewed, both
within and across countries.'*

Given the increasing number of people receiving
home care services, the need to address social and envi-
ronmental risks related thereto is growing. The home
care environment is fundamentally different from that
of hospital care in several ways."” It is not physically
adapted to care, and the recipient himself/herself and
informal caregivers are engaged in performing self-care
that ranges in complexity, and requires physical, cogni-
tive and perceptual skills. Activities of daily living may be
physically challenging, requiring a sense of balance and
certain levels of mobility, strength and flexibility.* Many
older people have complex medication regimens that are
cognitively demanding and require compounded knowl-
edge about side effects and changes in health status.

Home care staff (eg, nurse aides, assistant nurses (ANs))
who provide day-to-day assistance with basic needs are
the most likely to be familiar with a patient and his/her
situation. The unique knowledge that comes from daily
conversations may be necessary to detect deteriorations,
psychosocial and environmental risks, or therapeutic side
effects. However, Strgmme et al'® identified a gap between
the contents of home care staff’s conversations and the
assessments they made: vague symptoms described by
patients did not always lead to increased awareness and
vital signs were seldom monitored in the early stages of
health deterioration. Past research shows how guidelines
and assessments aimed at supporting the staff at the front-
line in home care services actually constrained their work®
or did not cover changes in patients’ health status.'® Staff
with little formal competence and limited access to docu-
mentation about therapeutic regimens, risk assessments
or details about the severity of a patient’s illness'’ may
jeopardise quality of care and patient safety in the home
care environment.

Although older people encounter limitations in
multiple domains of life, creating a need to view safety
at home from a wider perspective,'® research on patient
safety has traditionally focused on the ‘prevention of
errors and adverse effects associated with healthcare’.'
Resilient healthcare is a theoretical approach to safety
with principles for understanding safety and quality in
complex systems. Wiig et al” describe healthcare resil-
ience as: ‘the capacity to adapt to challenges and changes
at different system levels to maintain high-quality care.’
Adaptive responses in everyday work are often performed
within the framework of standards and policies, while

deviations are made to prevent risks from manifesting
into harm.*” Thus, adaptations in everyday care must
rely on the staff’s knowledge, skills and expertise, which
may differ depending on levels of competence, roles and
autonomy. '’

In promoting safety in home care environment, it
is crucial to understand the performance of everyday
work, as it is likely to differ from how work is planned
in standards and frameworks. Thus, it is vital to listen to
the experiences of staff who work closely with informal
caregivers and care recipients. Little is known about
home care staff’s experiences of performing safe home
care service in patient’s homes and how they make
decisions and respond to problems and changes in the
older patients’ functioning and health in everyday work.
Through this study, we aimed to explore ANs’ adaptive
responses in everyday work to ensure safe care in the
home care context.

METHODS
Design setting and participants
In this qualitative study, we used forum play and group
interviews with ANs to capture their lived experiences and
capture their strategies and needs regarding creation of
safety and quality in the home care service setting. These
methods have shown validity for such purposes.”’ The
manuscript was prepared in accordance with the Stan-
dards for Reporting Qualitative Research guidelines.”
The study was conducted within home care in two
municipalities in southern Sweden. Under the Swedish
Health and Medical Service Act (2017:30),® munici-
palities are responsible for medication administration
and management, care, and rehabilitation in home
care, while the regions are responsible for physicians in
primary care and acute and specialised care. The munic-
ipalities are also responsible for providing care and
meeting the needs of older people in their private homes,
tasks that are governed by the Social Services Act.** ANs
provide day-to-day home care services, with support and
supervision from a registered nurse (RN) in the munic-
ipality. RNs have the formal competence and responsi-
bility to perform skilled nursing tasks. ANs often have
a delegation to perform routine healthcare tasks in the
municipal home care services, such as wound care and
medication management, under the direction and super-
vision of RNs.* A purposive sample of ANs (n=24), and
managers (n=3), all female, working in municipal home
healthcare and a geriatric hospital ward was used. The
three managers included worked as a social care manager
in one of the two municipalities, an operation manager at
a primary healthcare centre, and the head of department
at the geriatric clinic, respectively. The managers partici-
pated in the forum play and focus groups to gain insight
into the daily work in the home care context. As formal
leaders, they also had the mandate to implement changes
in routines and work processes that emerged as necessary
during the forum play and focus group sessions. The ANs
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were recruited by managers in decision-making positions
in municipal home care and at the geriatric clinic, respec-
tively. Written and verbal information about the study,
including information about informed consent, confi-
dentiality and that participation was voluntary, was shared
with the participants and they gave written informed
consent before the study started.

Patient and public involvement

A reference group with representatives from the included
organisations collaborated with the researchers in the
planning and design of this study. The reference group
consisted of the operation managers (general practi-
tioners, n=3) from three primary healthcare centres, the
social care managers (n=2) from the two municipalities,
and the operation manager (nurse, n=1), a geriatric
specialist (n=1), and the head of the department (geri-
atrician) (n=1) from the geriatric clinic. The results
were returned to the participants through discussions of
preliminary findings in the reference group for further
dissemination to their respective organisations. Patient
and public involvement was not applied.

Data collection and analysis

The drama-based learning and reflection technique
forum play was chosen as a preparation to facilitate the
group interviews. Forum play serves to engage partici-
pants in reflection through the use of scenarios of lived
experiences. The method originally derives from the
pedagogical tradition of Forum Theatre developed by
Boal” and Freire.*® The forum play was facilitated by
a person from the research team, well educated in the
method (SB).

The forum play sessions began with warm-up exercises
to create an open and permissive atmosphere. The partic-
ipants then shared their experiences of unsafe scenarios
from clinical practice in smaller groups. The scenarios
were shown one by one to the whole group, and each
scenario was acted out repeatedly in a collaborative
process, to encourage the participants to practice poten-
tial alternative courses of action. The group were contin-
uously encouraged to reflect on what happened in the
different scenarios (online supplemental appendix 1).

The larger group was then randomly divided into
three interview groups with eight participants in each
group. Three of the authors, two RNs and one physio-
therapist, with experiences from home care and skilled
in performing qualitative interviews and focus group
discussions, acted as moderators, one for each group.
The moderators (LL, SB and ME) were in charge of
asking open-ended questions from an interview guide
developed to provide a basic structure to the interviews
(online supplemental appendix 1).*' The guide had an
overarching topic: To clarify how the most important and
closest link to the patients in the home care setting (ie,
the AN) deals with emerging situations in everyday work
to ensure safety. Follow-up questions of the type ‘What
do you mean when you say...” and ‘In what way ...” were

used to guide and deepen the discussions. The interviews
were conducted in Swedish and lasted for 40-51 min. All
interviews were audiorecorded and transcribed verbatim.
Data collection was conducted in October 2019.

The analysis was conducted by four of the researchers
(KS, CF, LL and ME), following the guide for thematic
analysis created by Braun and Clarke.?’ Initially, the inter-
views were read to ensure familiarity with the data. With
the study aim in mind, the four researchers individually
extracted meaningful data and labelled them with codes
to describe their contents. The codes were then organ-
ised into patterns and potential themes were created.
Then, the potential themes and their relevance for the
coded extracts were discussed in the full research group
until consensus was reached. Next, the interviews were
read again; the final labels of the themes were formulated
as the analysis was written down. The analysis moved back
and forth between the entire text, the coded extracts,
and the creation of themes in a lively discourse between
the researchers, to control for preunderstandings and
decrease the risk of overinterpretation.

RESULTS

The analysis yielded three categories that together
formed an overarching theme: We just have to solve it in
the best interests of the person—derived from local deci-
sion making manifested in adjustments and accommoda-
tions based on care recipient needs at the sharp end of
care, and making autonomous decisions that expand the
room for manoeuvrability. This was ensured through the
professionals’ Adaptations to ensure information transfer
and knowledge acquisition across disciplines and borders.

Adjustments and accommodations based on care recipient
needs

Ahead of each work shift, ANs got schedules of the home
visits they were responsible for and the tasks that were
planned. The schedules were made by a computerised
planner that estimated the time spent on each task, but
did not take carer continuity into account. Although it
was not their duty, the ANs used morning meetings as
an opportunity to coordinate their work schedules, so
the care recipients would meet as few people as possible
during the day. Knowledge about each patient as a person
was a determinant for the decisions made in changing
the planning. The ANs tried to arrange their schedules so
that care recipients with dementia and those with a high
care burden would receive help from staff who had an
established relationship with them.

Yesterday, I had a morning visit [to a person with de-
mentia], and another nurse had a ten-minute moni-
toring visit, and a third nurse was supposed to bring
food. But when we were sitting there in the morning
and going over our schedules, we could switch, so
that I got all the pre-lunch visits. It’s not supposed to
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work like that, but we do that for the patients’ sake.
(D5)

As the ANs met many different people with unique
habits and needs, they needed to be creative and inven-
tive in finding solutions. Having personal knowledge
about a person’s preferences, worries and special needs
and peculiarities facilitated care delivery and made work
meaningful. Home care staff said that they would look
at every given situation from the patient’s perspective
and adapt their day based on the situations that arose.
For instance, if a patient needed to go for a walk instead
of taking a shower (as scheduled), the staff would switch
the order of visits and tasks and postpone the shower to
another day. It was also important to be able to share the
knowledge they had at their fingertips about the older
people and their needs, to ease handovers between shifts.

X or Y know exactly how to calm that person down,
because they’re used to seeing that. That you find
those communication channels because that’s kind
of what we have identified. Knowing—what can I do
so that this turns out for the best? (87)

The ANs talked about tailoring their routines to match
reality. Accordingly, meetings and team conferences were
scheduled for times when the patients did not need as
much support. The nurses tried to adjust their ways of
doing things rather than forcing the patients to adapt to
the staff’s routines. They felt that this would seldom go
wrong.

Making autonomous decisions that expand the room for
maneuverability

ANs stated that they prioritised tasks and planned their
days based on what they believed would be best for the
patients. They were prepared to work ‘outside the box,’
as the schedules did not take into account that new situ-
ations could arise. A planned visit for assistance might
have to end as the staff had to drop everything and deal
with an emerging event. In such unexpected situations,
home care professionals had to improvise and make rapid
decisions about what to do and whom to call, which was
not always straightforward. They described how they used
their creativity to find solutions, even if this meant taking
a bike and going to the hospital with urine samples on a
Friday afternoon or persuading a primary care nurse to
visit a patient, even though this person was not enrolled
in home care services.

The person in question had a heavy nosebleed and I
called [the nurse at] home care services:

No, they only have home help [are not enrolled in
home care services], so we can’t come out. But okay,
I'll come anyway. And it was, like, a real veteran who
came out that time. (331)

The ANs stated that they sometimes performed tasks
that fell outside their responsibilities, such as shopping
for medicine when a person came home from hospital,

calling the nurse to renew prescriptions although it is
the nurse who should follow-up on such things during
monthly visits, or changing dressings. As they worked
close to the older people, they felt responsible for solving
emerging problems, keeping each person’s best inter-
ests in mind. Further, they described the importance of
working together to feel secure in proposing ideas related
to emerging situations or to contact a nurse in primary
healthcare. The rules were sometimes obstructive and did
not fit an older person’s wants, behaviours, or social and
physical environment. A lack of decision support related
to the thousands of everyday events that occurred caused
frustration. The ANs often needed to make decisions
on their own, not seldom based on limited information.
Staff with long work experience were more likely to think
outside the box and stretch boundaries to solve situations
in collaboration with other healthcare staff.

So, I got in touch with the son and the nurse called
[the ambulance] and informed the others within
home care. And the ambulance crew said ‘but we
can’t do that, we don’t take people who are that poor-
ly from where they are living.” But we got them to
work it out, so the man could go to his summer home
and look at the sea, like he wanted. He got maybe
a day or two. That’s really working outside the box,
thinking about quality of life. Until the very end. (D1)

Adaptations to ensure information transfer and knowledge
acquisition across disciplines and borders

Commonly, professionals on both sides of the ‘caregiver
borders’ went beyond their mandates and routines to
deal with problems in the best interests of the patients.
Discharge information was rarely available to the ANs.
They described how they took on the responsibility of
exchanging information and having proper handovers
when patients were transferred to hospital. On some
occasions, they went a step further and made direct
contact with specialised care to ensure that they got the
information needed. This interaction sometimes went in
the other direction as well:

This past summer, I was working at AVA, with the ad-
visory team, but then I actually called the home care
group as well as care homes and next-of-kin to find
out how things were working at home. How much
help do they need? Can they stand upright on their
ownr (D1)

The ANs described how they were pushing boundaries
upwards in the system. They described instances when the
decision had been made to reduce services to a person with
dementia without the home care staff being consulted.
In many cases, when the ANs knew that patients could
not express their needs themselves, they insisted on being
present when decisions were made. Sometimes, they took
responsibility for ensuring decisions made at the manage-
ment level were in the best interests of a patient.
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Well, sometimes we find out that there will be a care
planning meeting and then we’ll demand to be pres-
ent. Because I've gone to the homes of people with
dementia where dinner visits and monitoring visits
have been ended because they’ve said that they cook
with their sister and then ... there is no sister. (D2)

DISCUSSION
The dramatic increase in the number of older people
managing multiple chronic conditions at home has signif-
icant implications for the home care system’s capacity to
maintain safe, high-quality care in everyday work. In this
study, ANs in home care were found to deal with unex-
pected situations during routine care by using existing
resources innovatively, with the overarching goal to solve
every situation in the best interests of the affected person.
Their capacity to adjust and accommodate based on
care recipient needs was usually of a self-organising type.
The driving force was consideration of individual needs,
combined with in-depth knowledge about the nature of
their work, as has been found among nurses in special-
ised home care.®® Adaptations did not occur only in
response to emerging events; they could also be preemp-
tive and proactive. For example, exchanges of work tasks
were performed during morning meetings to achieve
care continuity and provide the best possible care. In
some cases, ANs even dropped some tasks in favour of
others, deemed to have a higher priority. These findings
indicated that the ANs had the capability to use the room
for manoeuvrability to reorganise work autonomously.
The results point to several organisational risks and
ethical dilemmas. For instance, making detailed time plans
and accurate decisions about how to carry out care at the
local level required insight into each person’s needs and
practical circumstances, something that is acknowledged
by Johannessen et al.*’ Top-down management focusing
on practical details in everyday work restricts decision-
making autonomy and is known to increase stress and job
dissatisfaction.”™ The misalignment between demands
and the adaptive responses needed to ensure safe care
in the home care context is outlined in the Concepts for
Applying Resilience model as the discrepancy between
‘work as imagined’ in routines and plans and ‘work as
done’.* In practice, this discrepancy occurs as the nature
of work makes it impossible to precisely predict and align
necessary resources. The current study calls for proactive
leadership characterised by mutual trust and increased
decision-making autonomy at the sharp end, increasing
ANs’ and RNs’ influence and control over their work.
This may in turn increase work engagement and perfor-
mance, with long-term effects such as lowering sick leave
rates and making workers less likely to leave their job.”*°
However, increased decision-making autonomy has to
be accompanied by functional resources and decision
support through multiprofessional teams.**

Although the ANs were generally confident in their
capacity to deal with arising situations and provide care
that met the patients’ needs, they were often left alone
with decisions about adaptations and prioritisation of
tasks, commonly driven by time pressure and emerging
events. One consequence might be that essential care
tasks must be abandoned, leading to an increased risk of
patient and staff dissatisfaction and adverse events.”” *
Although any direct consequences of omitted home care
are unclear in our findings, omitted care should be high-
lighted as an essential quality indicator for managers to
assess and emphasise.

One complexity related to a system’s adaptivity is the
capacity to select the most appropriate adaptive strategy.™
Adaptive coordination and performance have been exten-
sively studied in acute care systems such as anaesthesia
care,” operating rooms,"" emergency departments,” *
intensive care units," where professionals must adjust
to unforeseen changes and make decisions in situations
with high levels of uncertainty. In such tightly coupled
complex systems,”” the communication lines between
front-line staff and management should be short, so that
information can be transferred and exchanged rapidly.
Further, care should be delivered in a highly supportive
medical environment with professionals (eg, physicians,
RNs and allied professionals) who have the competence
and mandate to make decisions autonomously, outside
the protocol if needed. In contrast, home care services
are predominately provided by ANs who also adapt to
situations of uncertainty at the frontline and must act at
a distance from the support and supervision of nurses,
physicians and multidisciplinary teams."” Interprofes-
sional collaborations and organisational clarity are shown
to moderate emotional demands in ANs.** As home care
becomes increasingly advanced, further training and new
skills are needed among the staff working closest to the
patients, and the need for the competence to routinely
assess each patient’s health status is apparent.'®

Safety at home must be managed while taking the indi-
vidual’s integrity, independence, and specific home envi-
ronment into account.'” * The ambition of home care
staff in this study was not to reach ‘absolute safety,” but to
make it work in the best interest of each patient, meaning
that adaptive responses to risks were weighed against
the benefits of, for example, an individual growing old
independently at home. Grote et al'’ put forward that
successful adaptation requires striking a balance between
flexibility and stability, where flexibility is traditionally
viewed as a facilitator of creativity and innovation, while
stability promotes structure and predictability.*® In the
current study, the ANs were familiar with standards on
how work should be performed safely, and balanced what
was desirable with what was possible. While they made
adaptations with the patients’ best interests in mind, little
is known about the severity of adverse effects depending
on the distance between such adaptations and standards.*
Standards and guidelines can support decisions and free
up resources from decision-making, but can also become
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impractical and constrain the delivery of good care if
they do not fit the actual practices.’* Front-line staff not
adhering to standards may be a form of personal risk-
taking, as they can be held responsible if something goes
wrong, creating stress or qualms of conscience for the indi-
vidual. Frequent adaptations of standards should signal to
managers that they need to analyse if these standards are
effective, achievable and tailored to the context in which
care is delivered. Lyng et al*® showed that frequent short-
term adaptations can mask system deficiencies and brittle-
ness as the system relies on a few individuals’ efforts and
‘quick fixes’ in urgent situations. It should also be kept
in mind that many adverse events arise from an accumu-
lation of issues over time and across multiple contexts.”
Thus, adaptations at the microlevel must be reported
upwards in the system to inform decision-makers and
encourage long-term adaptations and proactive reorgan-
isation of routines and practices across the entire health
and social care continuum, taking contextual and indi-
vidual conditions into account.

Strengths and limitations

The qualitative approach allowed for a deeper under-
standing of the adaptations and hidden work performed
by ANs in care delivered in older people’s private homes.
The use of forum play was considered successful in this
study and contributed to the participants’ ability to visu-
alise problems and reflect on their own actions and feel-
ings. The participants were selected to achieve as rich
a variety of data as possible, by including people from
different teams in both hospital and home care settings
with different roles, work experiences, ages and ethnicity.
One limitation could be that the groups included both
ANs and managers, both in the forum play session and
the group interviews. This might have impacted on the
participants’ willingness to express their thoughts and
feelings. On the other hand, including both ANs and
managers in the group created awareness and reflections
about previously unknown challenges and risks in the
ANSs’ daily work which could result in changed routines.
The managers’ participation added value to the discus-
sions about problematic and unsafe situations, which was
appreciated by the ANs.

To minimise the risk of participants feeling uncom-
fortable, SB—who is a physiotherapist and experienced
in the forum play methodology—put great effort into
creating a permissive and safe environment for the partic-
ipants and guided them in warm-up drama exercises.
The amount of time (3 hours) set aside for the sessions
encouraged participants to discuss any relevant problems
that occurred in the scenarios, meaning that the sessions
were guided by participants. Trustworthiness’ during
data analysis was addressed by recurring peer-checking
and discussions between the four authors and within the
larger research group. Transferability was addressed by
leaving an audit trail of quotations from the interviews in
the report, so that readers can evaluate if the results are
transferable to their respective contexts.

Implications

Safety performance in home care requires that the
staff closest to the patient dealing with safety risks and
ethical dilemmas on a daily basis have access to informa-
tion, competence, and resources in line with task-related
requirements. The adjustments and decision-making that
ANs perform in home care must be governed by locally
distributed management, collaborative structures and
accountability across care providers and professional
boundaries, so that care is not left to the goodwill and
awareness of individual employees who may or may not
lack the relevant competence. When redesigning health-
care systems, from episodic hospital care to home-based
care, adaptations of decision support and standards are
needed to fit the reality of the home care environment,
using a broader safety perspective. This should be accom-
panied by further development of leading indicators
to enable evaluation of safety performance across each
older person’s entire chain of care.

CONCLUSION

The findings of this study illustrate that ANs have the
ambition to solve the situations that arise in home care, in
the bestinterests of the patients. Their adaptive responses
require competence, skills, proactive and supportive
management, and knowledge of each patient and his/
her situation and circumstances. From a safety perspec-
tive, this requires striking a balance between flexibility
and stability in the home care environment. Frequent
short-term adaptations can mask system deficiencies
and create reliance on individuals’ efforts and moral
responsibility, leading to staff burn-out. Therefore, they
should be a signal to managers higher up in the system
to perform proactive long-term adaptations of guidelines
and routines.
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