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1 ABSTRACT:

Demographic ageing is one of the most serious challenges Europe. It means that there will be more than
twice as many old people aged over 80 years old in 2050. Changing in the population age groups will
influence to health and social sector in many ways. The Social Protection Committee (2011) highlighted
increasing the effectiveness, sustainability and responsiveness of healthcare and long-term care. On the
focus is promote access, quality and sustainability of LTC. There is an increasing trend towards to organizing
more services in home care. The challenges of the future are in workforce planning (recruitment and
retention practices) as well in skills anticipation of future HHCP by training of staff and /or new workers.
Population ageing is generating a need and a demand for more and better jobs in long-term care.

This report is referring the skill and competency needs in the homecare sector. The report based on
findings of questionnaires of HHCP, structured interviews of older persons in CARESS project partner
countries Italy, Spain and Finland as well on literature view of other EU countries.

Analyses highlighted the increasing demands for health and social care and greater need for a trained
health and care workforce. The main skills drivers for health professionals over the next decades will be
financial, organisational, legislative, demographic and technological, several of these are interlinked. The
now demanding role of HHCP means a broad range of skills, depending on practice needs which may
include health assessment, empowerment, communication, health education, greater sensitivity and
advocacy for clients’ rights, case management, ICT skills and group work.

There are three general trends in homecare sector: moving from institutionale care to home care, moving
from ‘traditional’ approach to innovative approach including reducing of ageing stereotypes, long-term
‘cure’ to flexible customer-orienteted long-term ‘care’ and moving from informal care to formal. The
challenges of the future will be highlighting on dignity, rights-based and guality of life-based approaches
including prevention, rehabilitation and social support. Services are developing more customer-focused ap-
proaches, creating more choice in home care service delivery. Future home care would to organise
interdisciplinary by providing innovative welfare technology solutions. ICT and technological solutions tend
to be more cost-efficient and effective by providing support and services at home.

2 KEYWORDS:

Home care (community based care); Home Health Care Practitioners (HHCP); Long Term Care (LTC), Formal
and Informal Care; Knowledge, Skills and Competence (KSC)
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INTRODUCTION: STRUCTURE AND AIMS OF THE DOCUMENT.

This report will introduce the skills and competences what will need in the home care sector. The aims
of the document are:

¢ collect and analyse information about skill and competency needs in the field of homecare;

» gathering secondary data such as available literature, statistics, available researches/projects
results about the specific sector and other available documentation;

e gathering primary data during e-questionnaires for HHCP (involving VET providers, professional
association, regulatory institutions, both participating in the project and not) and structured
interviews of older people (involving representatives of end users) and analysing the skill and
competence needs.

The founding of this documents will be the general preparation material, collecting and mapping
background information for the design of the EU Framework (WP3), the design of national pilots (WP3)
and their implementation (WP4 and WP5) and evaluation (WP6).

Chapter 7 gives the general terms and main definition of CARESS project. The review of identification
of skill and competencey needs in the home care sector (Chapter 7) is based on previous studies,
literature and other publications concerning the changing in population age group, new needs in home
care sector and analyse of skill and competency needs in the future. Chapter 7 describes the EU policy
context and presents statistics on expenditure in the home care sector in Europe, the recipients of
care, and employment in the sector. The analyses of skills and competency needs in Italy (Chapter 8),
Spain (Chapter 9) and Finland (Chapter 10), the partner countries, is based on the answers of HHCP
questionnaires and interviews of older persons, as well on the anticipation researchers and analyses.
Chapter 11 gives a short review of skill and competency needs in the other EU countries. The overview
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based on the literature. Chapter 12 provides a summary and discussion of the outcomes of the
collected material and results. Chapter 13 draws a number of conclusions from the study and offers a
list of needed skills and competences.

8 IDENTIFICATION OF SKILL AND COMPETENCY NEEDS IN THE
HOME CARE SECTOR: MAIN DEFINITIONS, ISSUES AND
CHALLENGES

Main definitions

Home care is care delivered at home. A specific definition provided to the home-care services: Home care
services are a combination of health and social care to be provided in the social environment of the needy
person. Home care — community based care: the term ‘home care’ can have different meaning in different
countries and in some countries a narrower meaning. By review of literature the term ‘community-based
care’ is used in preference, while at the same time the people involved are called ‘home-care workers’,
which better describes their activities than the term ‘community-based care workers’.

Home Health Care Practitioners (HHCP) are all the professional figures providing “domestic aid services,
personal care and supportive, technical and rehabilitative nursing” at home. This definition shows that the
discussion does not address one specific occupation or profession. A profession often defines itself by a
specific professional identity, a professional history or self-organisation. Definitions of professions and
occupations can, however, differ considerably across different countries. NACE code 88.10 (social work
activities without accommaodation for the elderly and disabled), including home carers, social care workers,
social workers, activity workers,4 community nurses and other professions, such as therapists. Certain
occupational groups in primary healthcare, such as family doctors and dentists, are excluded."

There are both formal and informal carers providing home care services. Long Term Care (LTC) is a range of
services and supports needed to meet clients’ personal care needs. Most long-term care is not medical
care, but rather assistance with the basic personal tasks of everyday life, Activities of Daily Living (ADLs).
This report analyses knowledge, skills and competences (KSC) of HHCP needed in the home care sector.
Knowledge means mastering of knowledge that forms foundation for work; the outcome of the
assimilation of information through learning. Knowledge is the body of facts, principles, theories and
practices that are related to a field of work or study. Skills means the ability to apply knowledge and use
know-how to complete tasks and solve problems and will understand as mastering of tasks, working
methods, tools and materials as well some lifelong learning key competencies. Competence will
understand as mastering of work processes. Competence is the proven ability to use knowledge, skills and
personal, social and/or methodological abilities in work or study situations and in professional and personal
development.

Change in the age structure and increasing need of care services for older persons

EU population and age structure will change strongly in the coming decades. Dramatic increasing is
projected from 507 million (2013) up to 2050 by almost 5%, when it will peak (at 526 million) and will
thereafter decline slowly (to 523 million in 20607). It means that there will be more than twice as many old

! https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf, 2013: 2, 5-6.
? http://ec.europa.eu/economy_finance/publications, 2015: 1.
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people aged over 80 years old in 2050 compared situation in 2013* and moving from having four working-
age people for every person aged over 65 years to about two working-age persons"”.

By Eurostad statistic analyse can expect higher life expectancy (Table 1) and longer healthy and active ageing
years to be free from conditions affecting their ability to manage daily living activities. Older persons like
continue independent living even as they become frail. The risk of needing long-term care rises steeply
from the age of 80 and 25-50 % of them will expect need help in their daily lives®.

Table 1. Expectancy of healthy life years®

Total years Healthy Percentage Total vears Healthy Percentage of
life vears life of healthy life yvears life healthy years
expectancy expectancy yvears life expectancy expectancy life
at 65, men at 65, men expectancy at 65, at 65, expectancy at
at 65, men woimen women 65, women
EU-27 16.5 3.4 51.0% 20.1 8.6 42.7%

Source: Eurostat Stafistics Database; Joint Acfion European Health and Life Expectancy Information
System (J4 EHLEIS). http://dx.doi.org/10.1787/888932702936

Analyses will show that LTC affects men and women very differently: older women have a higher life
expectancy, so most LTC recipients are women. It is expected that long-term care is the fastest-growing
division within the health and social care sector. New users of care services demand more voice and control
over their lives’.

Changing in the population age groups will influence to health and social sector in many ways. There will be
need for more flexible serveces, more educated staff and extra budgetary. The current modes of LTC of
older peoples’ are not sustainalbe in view of the major demographic shift. Population ageing poses a
challenge for the public finances (pensions, health care, long-term care and education) in the EU. Looking at
the components of strictly age-related expenditure, the increase between 2013 and 2060 is mostly driven
by health care and longterm care spending, which combined is projected to rise by about 2 pp. of GDP
(Health care: +0.9 pp., Long-term care: +1.1 pp.)’. The document of European Commission (2013) Long-
term care in ageing societies — Challenges and policy options argues that Europe needs to prepare for a
tripling of the number of people in the age group most likely to need long-term care (people aged 80 years
and over) by 2060°. By OECD (2011) estimates that the number of people working in long-term care will
double by 2050". LTC services are increasingly being delivered in care recipients’ homes. There is a clear
trend towards deinstitutionalising care. It is expected that the number of people in home-based care will increase by
130% by 2050™.

? https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf, 2013: 1.

* http://ec.europa.eu/economy_finance/publications, 2015: 1.

> ec.europa.eu/health/ageing/docs/ev_20140618 co04_en.pdf, 2014: 6.

® https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf, 2013: 1.

” https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf, 2013: 1.

® http://ec.europa.eu/economy _finance/publications, 2015: 4.

? http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf, 2013: 10.
% http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf, 2013: 14.
" https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf. 2013: 8.
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The Social Protection Committee (2011) highlighted increasing the effectiveness, sustainability and
responsiveness of healthcare and long-term care. On the focus is promote access, quality and sustainability
of LTC. The Social Protection Committee focuses the most relevant objectives':
¢ enhancing the provision of long-term care services (a mix of home, community and institutional
services) to all layers of the population;
¢ reducing geographical differences in availability and quality of care;
e prioritising tailor-made care and support services to ensure that people live in their home for as
long as possible;
e creating quality assurance measures;
e placing emphasis on health promotion at all ages including old age, disease prevention and
rehabilitation policies;
e ensuring sufficient human resources through formal staff training, motivation and working
conditions;
¢ facilitate and promote intra-EU labour mobility and better match labour supply and demand with
appropriate financial support from the structural funds’.

Home-care care services are already prevalent across the EU as providing care and support for older people
and for those with disabilities in a financially sustainable manner. The balance of community-based versus
institutional care for adults with disabilities varies across countries. According to data for 2010 from
Eurostat, personal (home care) services represented 5.4 million jobs in the EU. As number of older persons
and home care services is increasing OECD suggests approximately 80% of workers and about 228,000 new
health professional jobs in the sector are involved in care for the elderly”®. Much of this growth is
anticipated for health professionals working outside of the traditional health sector as well in the number
of health professional jobs requiring medium-level qualifications (+38% from 2013 to 2025)*. Mobility of
HHCP will grow and one trend is right now mobility of East European health professionals who choose to
work in countries where pay levels are higher.

However, home care sector has an image problem and is not very attractive among young people. Home
care is as associated with low recognition and salaries, difficult work in poor terms of working condition,
leading to high staff turnover. Partly of the subjective perception caring is not a high-status occupation.
Many of home care workers are informal, without special education and training. The vast majority of both
informal and formal carers are women®. There is quite strong cultural tradition in some countries, that
family members should be solely responsible for their care at home. Cultural attitudes towards the care of
older peoples have to change and open to availability of home care services. This will contribute to the
independence of older people as well improving the quality of life of their families'®.

New direction: from institutional care to homecare

There is an increasing trend towards to organizing more services in home care. The home care appears to
be driven by lower costs, policies promoting the greater independence of older people, the preferences of
clients and the potential of assisted-living technology. Innovative welfare technological and assisted-living
technological developments could lead to higher labour productivity in home-based care and care at home
has become more feasible. The challenges of the future are in workforce planning (recruitment and
retention practices) as well in skills anticipation of future HHCP by training of staff and /or new workers.

2 http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013: 9.
B http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013: 14.
" http://skillspanorama.cedefop.europa.eu/sites/default/files/AH_HealthProfessionals 0.pdf.

> ec.europa.eu/health/ageing/docs/ev_20140618 co04_en.pdf. 2014: 10.

'8 http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013:61.
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There suggested four overall strategies to combat the labour market discrepancies: targeting labour
reserves; promoting and facilitating education for potential employees; improving the circumstances of
current employees and improving the operational management and labour productivity of organisations®.

More as numbers and ressources will higligted flexible services: different type of services, integrated and
person-centered services. “Quality of life” relates to LTC recipients’ ability to live at their highest physical,
mental, emotional and social potential, in condition of consumer choice, autonomy, dignity, comfort,
security, relationships and social activity. There are some indicators of quality of home care as waiting time
for LTC services access, bed-sores, medication use, weight loss or elderly falls and related fractures
(collected only in about a third of OECD countries) but only a minority measures of depression among old
dependent people (Finland, Iceland, the Netherlands and the United States)'. Quality, dignity and fight
against elder abuse (control, monitoring, support) will be key challenges in the future development.
Aspects as effectiveness and safety, patient-centredness and responsiveness, and care co-ordination are
generally accepted as critical to quality of care.

Often healthcare and social services are mixed and healthcare services (or the contrary) offering additional
social support. There are diversity berween countries and in the countires. Home care is delivered
informally by families/children and friends and formally by care assistants who are paid under some form of
employment contract. Pressure for increased public provision and financing of home care services will grow
substantially and especially in Member States where the bulk of LTC is currently provided informally. 5-146

For offering flexible services and quality of life, two dimensions are to be taken into account: the future
availability of potential informal carers and their propensity to provide care. European Commission (2012)
aimed to identify strategies for dealing with better work-life balance, achieved through increased transfer
of daily tasks done in the home to service providers; job creation for the relatively low-skilled, particularly
in housework services and improvement in the quality of care.” Staff qualification requirements differ in
EU countires and are not regulated in home care. The hours, settings, training modules, and final
certification process vary from around 75 hours in the United States and from 75 weeks of total training in
Denmark to three years training for certified care workers®. In the future staff shortages will potentially
increasing. Staff shortages have encouraged countries to develop policies to attract unemployed people
and migrants to home care sector as well to stress to education and training.”* The goal is to increase the
motivation and professional competences of carers and to increase cross-border labour mobility for geographical
reduce of labour market shortageszz.

Identifying skills and competences of future HHCP

A key issue for home care professionals is widespread recruitment difficulties, particularly given the
specialised skills profile. Identifying the skills that will be necessary for LTC care workers is challenge. Home
care services includes a range personal care services to help older people with basic activities of daily living,
as well as basic medical services, nursing care, prevention, rehabilitation or palliative care; including also
domestic help and help with administrative tasks. There are several projects in EU mapping skills and
competences in the healthcare sector, European Sector Council on Employment and Skills for the Nursing
and Care Workforce, aiming to contribute to the EU Skills Panorama (overview of emerging skills needs and
will contain a common multilingual classification of occupations and skills. A skills forecast from Cedefop

Y http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013: 11,
16, 57.

'8 https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf. 2013: 2-3.

' http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013: 10.
2 https://www.oecd.org/els/health-systems/PolicyBrief-Good-Life-in-Old-Age.pdf. 2013: 4.

L http://ec.europa.eu/economy finance/publications. 2015: 147.

2 http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013: 12.
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will be another building block of this panorama. The Commission states in a directive on professional
qualifications that Member States need to mutually recognise professional qualifications.”

Following skills and competences will needed by HHCP in the future in home care sector:

Communication skills:**

Excellent oral and written expression;

Comprehension skills;

Presentation skills, generally and in the specific technical discipline.

Supporting families (psychosocial interventions and the creation of social support networks to
community-based programmes, including breastfeeding and antenatal care);

Communication with different organisations, skills for working intersectorally;

Methods how to communicate emotional support and warmth.

Customer and personal service skills, social skills

More general competences in personal service;

Management, business and counselling skills.

Ethics and the quality of services

Assessment and guidance skills®

Knowledge and skills to assess customer needs, meet quality standards for services, and evaluate of
customer satisfaction;

Promoting healthy lifestyle working in partnership;

The information and techniques of their particular branch of health in order to diagnose and treat
human (and animal) injuries and diseases (including understanding symptoms, treatments and their
alternatives, proactive and preventative health care measures);

Knowledge and skills to use Mesuramants of customers needs, standardised assessment tools
(examples: the Resident Assessment Instrument RAI, the AGGIR scale, KATZ);

Better care guidance skills for people with complex neurodegenerative conditions such as
dementia;

A holistic approach to identify the health needs of older people, and by focusing on prevention of ill
health and disability.

Administration and management skills®:

Strategic planning, resource allocation, leadership, and coordination of people and resources;
Organisational skills, skills division of tasks;

Entrepreneurial skills;

Problem solving and decision making skills;

Critical leadership skills include change management, strategic planning, the ability to form
alliances and communication.

Therapy and counselling skills”’:

Principles, methods, and procedures for diagnosis, treatment, and rehabilitation of physical and
mental conditions, injuries and diseases;

Understanding of a range of specialist equipment; the use of new technologies and the use of
different diagnostic techniques;

Guidance for clients to gain acceptance of the technology;
Skills in preventative care.

3 http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf; 2013: 11-12.
** http://skillspanorama.cedefop.europa.eu/sites/default/files/AH HealthProfessionals 0.pdf; 3-17, 23

2

> www.euro.who.int/ data/assets/pdf file/0017/.../E73039.pdf. 2000: 18, 20. https://www.oecd.org/els/health-

systems/PolicyBrief-Good-Life-in-Old-Age.pdf. 2013: 5.

%8 http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf. 2013: 51.
www.euro.who.int/ data/assets/pdf file/0017/.../E73039.pdf. 2000: 20.

7 http://www.eurofound.europa.eu/sites/default/files/ef publication/field ef document/ef1353en.pdf. 2013: 11.
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« Psychology, sociology and anthropology skills:*®
Knowledge of individual and group behaviour and dynamics; individual abilities, personalities,
learning and motivation;
Knowledge of societal trends and influences, human ethnicity and culture;
Team working skills in multi-disciplinary teams, in self-directing teams;
Partnerships with clients, patients, communities, other health care personnel and other sectors,
including housing, welfare and education, are essential in achieving maximum potential in health
and health care.

e Active learning, listening and comprehension skills:
Understanding oral and written information, its interpretation and implications;
Learning of using of new equipment, treatments and prevention.

»  Sector specific knowledge and skills:*’
Specific educational programmes addressed such areas as sexual health, family life and
breastfeeding as well as in generic areas, including leadership development, skills training in
community work, decision-making, teamwork and partnership development.
Knowledge in mental health systems, promoting positive mental health.

The main skills drivers for health professionals over the next decades will be financial, organisational,
legislative, demographic and technological, several of these are interlinked. The now demanding role of
HHCP means a broad range of skills, depending on practice needs which may include health assessment,
empowerment, communication, health education, greater sensitivity and advocacy for clients’ rights, case
management, political skills and group work. Home care nurses need to be sensitive to assess the
availability of social support networks in the community and, if needed, organize different kinds of support
groups’°.

Conclusion
Long-term care will face three major, related and simultaneous challenges: huge increase in need, the

supply of long term carers and ensuring care quality. There is a clear trend towards deinstitutionalising
care, an increase in demand caused by ageing and a reduction in the availability of informal carers.

The other trend is moving from ‘traditional’ approach to innovative approach including reducing of ageing
stereotypes, long-term ‘cure’ to flexible customer-orienteted long-term ‘care” with highlighting on dignity,
rights-based and guality of life-based approaches including prevention, rehabilitation and social support.
Services are developing more customer-focused approaches, creating more choice in home care service
delivery. Future home care would to organise interdisciplinary by providing innovative welfare technology
solutions. ICT and technological solutions tend to be more cost-efficient and effective by providing support
and services at home.

Third trend is moving from informal care to formal. The challenges of the future will be formalizing non-
fromal employment, recruitment of new workers included unemployed persons and migrants, educate and
train more home care workers. Population ageing is generating a need and a demand for more and better
jobs in long-term care.

28 www.euro.who.int/ _data/assets/pdf file/0017/.../E73039.pdf. 2000: 20.
% www.euro.who.int/ data/assets/pdf file/0017/.../E73039.pdf. 2000: 17.
% www.euro.who.int/ data/assets/pdf file/0017/.../E73039.pdf. 2000: 23.
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9 IDENTIFICATION OF SKILL AND COMPETENCY NEEDS IN THE
HOMECARE IN ITALY

Data from the Italian Statistical Institute (ISTAT) reveal a nation with an alarming old age/young ratio,
reaching the 151,4 % in 2013 and 154,1 in 2014. At regional level Liguria is the one that has the higher old
age index 239,5% as registered for years, followed by Friuli Venezia Giulia (196,1%) and Tuscany 190,1%.

Between 2014 and 2050, the old age dependency ratio® is expected to increase from 54,6 (64.7 in Liguria)
to an extreme 61 (less than 2 persons of working age for one elderly person), and the mean age will
increase from 43 to 49 years [data 2014 - ISTAT]. The most intense growth, certainly compared to the rest
of Europe, is in the age group of 85+ which will more than triple, up to 7.8% of the total population in 2050.

The demographic evolution occurring in Italy, characterized by simultaneous increase in average life
expectancy and incidence of the elderly population, means that a growing number of families will be called
upon to offer informal care for increasingly lengthy periods of time.

Even today, the family is the largest welfare institution in Italy. The alternative of institutionalization is
rarely preferred and usually limited to cases where the elder has no sons living nearby or they have
particular problems. The tendency to keep non- self-sufficient older people at home as long as possible
implies a restrained number of institutionalized older persons with respect to those ones living at their own
homes. To identify the number of non- self-sufficient older people it is necessary to consider both the
about 2 million and 80 thousands disabled persons identified by ISTAT report (2008) with about 161.000
people institutionalized [ISTAT, 2008], obtaining an estimation of about 2.500.000 non-self-sufficient
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people. In this context, only 22 hours of health and social homecare per person in a year are provided,
against the 28 hours of “youngest” Germany [Istituto Superiore di Sanita, 2016].

A detailed description of the main social and health homecare services envisaged by the Italian national
and local law has been provided in Deliverable 2.1 (“Report on HHCPs role, skills and competencies”). The
quality and the quantity of the provision of the service is heterogeneous and changes between regions. The
ratio between North and South is 10 to 1, and it is the same in the last 15 years.

The Integrated Home Care (ADI — Assistenza Domiciliare Integrata) is the most important model of
assistance, both for its intrinsic organizational complexity and for its potential in fitting end-users needs
[Pesaresi, 2007]. As a matter of fact, it envisages an integration of different professional competencies and,
above all, the integration of two institutional levels (national and local) since social and health services are
managed respectively by Municipalities and Regions, often in a “organ-pipe” separation model.

The relation between the healthcare system and the social system as disciplined by law is not even. The
healthcare system seems to be the most important aspect while the social system seems to be just a part
that must be integrated with the first one. Furthermore, the basic levels of social services have not yet
been defined at National level. This leads to a lack of funding by the State. Evidently this situation prevents
a real integration between the healthcare and the sanitary systems resulting in a serious difficulty in
managing all the human and material resources available at their best potential.

A survey delivered in 2010 by the Italia NNA (Not-Self-Sufficient Network) revealed that older people who
actually receives and integrated (social and health) homecare are 8,2 per thousand of the whole over-65
population. Often, what is currently named Integrated Homecare, is managed with huge difficulties
especially due to the fact that different Ministries (at national level) and Divisions (at local level) has to
manage the social and the health dimension of the homecare.

One of the main problems of this integrated model is the professional integration of different
professionals normally referring to different services: nursing care, rehabilitation, social assistance, home
help, etc. The complexity begins with the patient PIC (presa in carico), which is the administrative process
for the access/admission of a patient with a social or health problem to an institutional/public care
process. It is normally managed by a multidisciplinary equip which draw down an Individualized Assistance
Plan (Piano Assistenziale Individualizzato). It normally should plan the involvement of both social and health
professionals. Actually, the management of the IAP is different between regions and often is limited to the
health dimension; then social homecare could be activated through the municipality, but often there’s no
strict interaction between the health and the social PIC.

Another problem is the integration between public and private homecare. The NNA report [2010] stated
that about the 48,6% of the families experiencing a public homecare service has to integrate it with further
services for pay. The poor provision of public homecare, especially in the south of Italy and with regard to
home help [NNA, 2010], and the tendency to keep non- self-sufficient older people at home as long as
possible, fed the growth of a solid network of NGOs and volunteers association operating in social care as
well as the growth of a huge class of homecare assistants (“badanti”), who are often strangers, with
irregular employment and with inadequate competencies [Istituto Superiore di Sanita, 2016].

In 2015 2,2 millions of Italians turned to homecare assistants and Social-Health Operators (OSS) to get a

nursing service; this is mainly due to the high cost of a professional nurse (33,7%) and to the belief that
some performances don’t need a nurse to be carried out (31,5%) [Colicelli, 2015].
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This tendency feeds up the problem of service inadequacy and the risk connected to no-professional
performances [Colicelli, 2015].

In this context, another problem is connected to the high number of professional figures that has been
historically involved in home nursing. ASA - Social-Assistance Auxiliary (ausiliario socio assistenziale), OTA
Assistance Technical Operator (operatore tecnico addetto all'assistenza), OSA Social Assistance Operator
(operatore socio-assitenziale)and ADEST Homecare and Tutelar Services Assistant( Assistente domiciliare e
dei servizi tutelari) are some examples of figures who have been trained and employed in the homecare
sector in the last years. A State-Regions Agreement in 2001 stated a new figure named OSS - Social-Health
Operator (operatore socio-sanitario) which should replace all of the previous mentioned figures; after that
conference, each region should have ratified this recommendation in local laws, specifying how to manage
the necessary integrative training for people who already got ASA, OTA, OSA and ADEST qualifications in
order to convert them into OSS qualification. This issue has been managed at local level in different ways,
so at national level there’s no uniformity about the training paths followed by these professionals.

Aside to homecare assistant, other professionals are normally involved in homecare as free-lance: nurses,
physiotherapists, speech therapists and other specialized rehabilitators. In case of particular disabilities,
specific associations provides homecare services to older adults, both directly, through specific agreements
with the public institutions, and indirectly through a network of specialized and certified private
professionals.

The difficulties of an actual Integrated Homecare, the importance of informal caregivers, the presence of a
dual PIC process (health and social PIC, managed by regions and municipalities) and the relevance of private
homecare in Italy are the main causes of a scarce integration of homecare information about a single
patient and the difficulties of formulating an effective Individualized Assistance Plan, without taking into
account all of the older adults needs and the carers who fulfil them.

To improve the homecare service in Italy an important work has to be carried out in order to start from the
real needs of the end-users, taking into account the important perspective of professionals directly
involved in their care. To this end, within the CARESS project, an important survey has been carried out
targeting both older adults and HHCPs (Home Health Care Practitioners), with the aim to point out the main
needs of the end-users and the main issues of the professionals in fitting these needs. In the following
section, a detailed description of the results of these surveys will be provided, focusing on HHCPs skill and
competency needs.

In a general analysis of the Italian homecare context, some points emerge as crucial for improving the
effectiveness of homecare [Boerma et al, 2013; CARESS, 2016; Colicelli, 2015; EUROFAMCARE project,
2006; Istituto Superiore di Sanita, 2016; NNA, 2010; Pesaresi, 2007].

1. The homecare service should be focused on a global, multi-perspective and multidisciplinary view of
the patient, with the objective of improving his/her perception of the quality of life. To this end, the
Individualized Assistance Plan should take into account all of the dimensions of the person and all of
the possible services which could be activated to enhance the individual independence.

2. Patients and their families should be involved in the definition, monitoring and evaluation of the
Individualized Assistance Plan.

3. Home care should be provided actually in an integrated way, by formulating, monitoring and
evaluating a unique individualized plan, where both public and private, both social and health care are
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10.

taken into account; professionals should be able to collaborate and coordinate themselves in a equip,
even if they refer to different institutions or are public-employees or free-lance. The homecare service
should clearly refer and be integrated with the complex network of health and social services available
in the territory.

A more detailed description of the roles that each HHCP should play within the homecare process
should be provided, in order to avoid gaps and overlappings in the integrated service provision.
Specific tools and documentation should be identified and provided to professionals in order to report
properly their activity, foster their collaboration and to support the creation of a unique set of
information about the patient homecare, integrated with the National Health System databases; in
particular, the integration of information from private and public homecare is crucial.

Specific resources of the patient (cultural, physical, etc.), of his/her family and of the social fabric in
which he/she lives should be enhanced and promoted in the Individualized Assistance Plan with the
aim of building up with the patient a renewed independent personal life path, including participation,
social and relational aspects, which should be known and fostered by all of the professionals taking
care of the older adult.

Normally the health homecare service replies to assistance and care problems in crucial phases of
specific diseases; normally the indicator for the need of an homecare service is not the disease itself,
but the problems taken by the disease (bedsores, need for mobilization, etc.). Homecare should be
considered as a fundamental instrument not only for secondary and tertiary prevention, but also for
primary prevention, aiming to prevent diseases or injuries before they ever occurs.

Co-morbidity is naturally spread in older adults population, but the most provided homecare services
are often the simplest, connected to a single performance which don’t take into account the whole
complexity of the patient context. An Integrated Homecare Assistance should start from the end-user
needs and take into account co-morbidities, as well as other need of the patient such as
independence, social participation and self-realization.

Patients and their families demand more and more for psychological assistance and are often
unsatisfied by the service provided. According to Cittadinanzattiva report [2006], psychological
assistance is envisaged by the 63,2% of the Local Health Agencies, but actually provided to the 16% of
the families.

More controls should be set on the competency level of social homecare professionals contracted by
home help agencies (sometimes in agreement with municipalities) or directly contracted by families.
Local or regional databases of professionals with a standardized qualification could help to solve this
problem, especially if the use of public vouchers or grants for home aid is linked to the service of a
professional registered in the database.

A final important dimension to be considered in order to set up an effective homecare service is the role of

Information and Communication Technologies in telecare, primary care and health monitoring.

In the last 10 years, telecare has been used more and more for older and disabled people [Boerma et al,

2013]; the client using a tele-care service may ask for help through a dedicated phone or sometimes

through specific devices or apps on a mobile device connected with a medical unit. Anyway, this service can

provide a support only in emergency situations. Other initiatives, mainly carried out by NGOs and patients

associations, are focused on primary care and prevention and aims to monitor fragile individuals through
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32 services are set up with the

periodic telephone calls. Sometimes specific “Toll-free telephone number
aim to share information about services, initiatives, awareness campaigns, etc. targeting older adults and
their formal and informal carers. By means of this contact older adults in difficulty can also ask for
interventions of volunteers (who keep them company at home, go with them to specific offices, take them
the shopping, etc.). In the last years new ICTs has been developed in order to support telecare and
primary care in a systematic and effective way, keeping tracks of patients need and putting them in a
network of services and personal relations with improve the quality of their lives. Important investments
should be taken this direction in order to support homecare effectiveness. Another important resource can
be remote patient monitoring technologies, which enables patients with severe chronic diseases or
conditions to monitor their blood pressure and other health factors from their homes and share this
information electronically with their physicians and other healthcare providers. Italian regions are investing
at different levels in remote health monitoring, but in general it is limited to experimental initiatives

involving a limited number of users.

The above mentioned Italian contextual elements implies important consequences on HHCPs skill and
competency needs, which can be summarized in the following points:

a) HHCPs should get specific competencies for working in equip, both if they work in health and in social
homecare, both if they are public-employee and they are free-lance; they should be able and available
to collaborate and cooperate with other professionals in order to build, monitor and evaluate a
Personalized Assistance Plan, contributing for their specific part, but taking into account the whole
objective of improving the older adults quality of life.

b) HHCPs should have specific competencies concerning the main objectives and aims of primary,
secondary and tertiary care; a specific focus on primary care should be provided in their training in
order to allow them to contribute, with their specific service, to prevent and early diagnose diseases or
health problems, in coordination with the GP and other HHCPs.

¢) HHCPs should be aware of the importance of enhancing and promoting patient, families and social
fabric resources in order to foster the older adult to carry out a renewed independent personal life
path.

d) HHCPs should get specific psychological and relational competencies in order to support older adults
and their families with their need of psychological support and social participation.

e) HHCP should be able to manage specific tools, report models and documentation, even supported by
ICTs, in order to effectively report their activity and share information about the patient homecare with
other professionals and, in general, with the National Health System databases.

f) HCCPs should be trained, each one for the specific service provided, to use new ICTs supporting
telecare, primary care and remote health monitoring.

Once formalized specific roles in homecare for each HHCP, specific training courses should be organized to
integrate the competencies acquired through the general qualifications and degrees (nurses,
physiotherapists, etc.) with specific competences required by the homecare service.

%2 See for example the“Toll-free telephone number” (+39 800995988) set up by AUSER Liguria and Televita-Agapé, in
collaboration with Regione Liguria.
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9.1 Overview on the older persons homecare needs in Italy: report
on primary data

214 subjects completed the online questionnaire but only 190 have carried out an older adult homecare
activity in the last 5 years. The distribution with respect to the different HHCPs answering to the

guestionnaire is represented in Figure 1. In this report we will present the results of the 190 responders
divided by professions.

Murse (57)
Fhysiotherapist {70)
Ps',-rchu:-lﬂ_e;l'sf {1
Educator(t)

* Home care assistant/
home helper (4)

» Oecupational
Therapist {1}
055 — Social Health
Operator (12)
s Social Guardian (10)
« Tutelar Home care
Assistant (1)

« Other (3)

46%

Figure 1. HHCPs answering the questionnaire

The number of older adults interviewed are 28. Type of HHCP involved in the home care service received by
the older persons interviewed was: 12 Homecare assistant/Home helper (43% of the total number of
subjects interviewed), 9 social guardian (21% of the total number of subjects interviewed), 1 educator (4%

of the total number of subjects interviewed) and 6 rehabilitation staff (21% of the total number of subjects
interviewed).
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M Social guardian
B Home care
assistant/Home Helper

M Educator

M Rehabilitation staff

Figure 2.

Investigating the needs that the professional fulfilled providing the service (QUESTION 2.1), the older adults
interviewed pointed out: [47 (53%)] need to be supported in daily living, 6 (7%) support for particular
health conditions, [12 (13%)] support in prevention health risks and mantainance of healthy lifestyle and
[24 (27%)] of them was related to comprehensive and respectful consideration of self (Figure 2). In
particular older adults reported that the need most satisfied from healthcare services provided by HHCP
included support in hygiene including shower, bath or oral hygiene (32,14%); support in shopping and
purchasing (25%) maintenance of the house including cleaning the floors, laundry, organization of the
clothes inside the home etc. (21.43%) and support in mobility out of home including the use of public or
private transportations (21.43%) (Table 1).

Figure 3. Older adults needs satisfied by HHCP

M support in daily activities

M particular health conditions

I support in prevention from any health risk
and maintenance of healthy lifestyle

B comprehensive and respectful
consideration of myself
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Focusing on needs that you’d like to have satisfied but the professional doesn’t fulfilled (QUESTION 2.3),
only 4 subjects reported that there was some needs unsatisfied and most of them referred to the support
in prevention from any health risk (including home suitability) and maintenance of healthy lifestyle and
wellbeing including physical health, in particular every one of the subjects interviewed pointed out
assistance to avoid situations of loneliness and isolation and half of them protection and promotion of the
psychological and emotional welfare and 2 of them the needs to be assisted in maintenance of the house
and need to be informed about their health status.
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Figure 4. Older adults needs satisfied per HHCP
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The most relevant needs for users included (question 2.4 of the interview): care for and clean the home
environment; help in daily activities; help in the mobilization inside the house; meal preparation; greater
flexibility on the part of the operators; support personal hygiene; need understanding and attention;
socializing and having simple and short dialogues. Clustering the different type of needs per area, the most
relevant needs reported was for 54% Need of support in daily activities (including hygiene, mobility,
dressing, cleaning, food, mobility in and out of home etc.) and managing home and own interests, 38% was
need for support in prevention from any health risk (including home suitability) and maintenance of healthy
lifestyle and wellbeing including physical health (such as physical exercises or walks) mental wellbeing, and
social relationships, 7% the need of a comprehensive and respectful consideration of myself, according to
my dignity and values including privacy, intimacy, independency and protection from mistreatments, 2%
Support in particular health conditions that require specialists such as skin lesions, technical help in
managing medical tools, assumption and management of therapy.

Figure 5. Priority needs area.

B support in daily activities

particular health conditions

B support in prevention from any
health risk

m comprehensive and respectful
consideration of myself

2%

Asking for the most requested by users skills/characteristics, the subjects reported mostly the following
ones: honesty, respect, understanding, gentleness, patience, kindness, helpfulness, empathy, education,
expertise, professionalism. Clustering the skills/characteristics based on the typology (relationship/
professionality/healthcare competences), we can appreciate that the relationship has been considered as
the most important aspect required by an HHCP.
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M relationship

H professional approach

i helthcare competence

Figure 6.

9.1.1 Nurses

All the Nurses provided complete answers to the questionnaire are not freelance, the 82,76% works for
Public institutional homecare providers and the 17,24% for private providers, no freelancers. Unfortunately
no freelancers nurses have been reached by the questionnaire proposed.

Following the structure of the questionnaire the first question is related to the needs Nurses address with
their activity. In Figure 7 is represented the distribution of the answers.

The section of needs related to the basic personal attention has received the less number of selection by
the nurses as well as the section of needs related to a comprehensive consideration of the person and
needs in situations involving particularly prevalent diseases in aging are the two section of needs with the
higher selection by nurses, i.e. more perceived as related to nurses activity.Error! Reference source not
found. resume those percentages.
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Nurse Other

report of the activities conducted
team meeting and contacts with the other professionals involved in older person’s assistance
educational interventions for caregivers
positioning and supporting mobility
rehabilitation activities (walking, exercises, etc.)
pharmacological treatment and homeostasis maintenance, performance relating to excretory...
monitoring healthy lifestyle
prevention interventions
Support to daily activities (shopping, going to a medical appointment, etc.)
house management and cooking
personal hygiene (bathing, grooming, etc.)
education in health management and lifestyle
intervention for a proper prescription and use of principals devices in home environment
Home Environment assessment
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personal assistance planning
in-home health exams (e.g. taking blood sample)
evaluation of health condition

evaluation of customer needs

0,00% 20,00% 40,00% 60,00% 80,00% 100,00%
Figure 7. Nurses answers on activites carried out
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Need for protection of user privacy and intimacy . 73,56%
Need to a respectful treatment according to his/her dignity. 77,01%

Need of technical support with external devices: Oxygen, NIMV (non-invasive mechanical ventilation), feed 78,16%
pumps, infusion pumps, home peritoneal dialysis, etc ...

Need to be informed about your state of health and the available treatment and care options 78,16%
Specific care of urinary and fecal incontinence. 79,31%
Need to be supported and educated in proper positioning and postural changes to prevent physical 80,46%
disorders.

Prevention of skin lesions through proper hygiene, postural changes and specific skin care. 88,51%

Table 2. Needs that received the higher percentage of selection by nurses.

We proposed a list of competences, asking to subjects to identify which are required, their level of mastery
and how they acquired such competence. Nurses 31 recognized as required 31 of the 42 competences and
5 of the 11 competences perceived as “not required” are recognized in the same manner by the other
professions, i.e. probably those competences are not significant et all.

The trend of the answers to the questions is common to all the item of the lists recognized as required,
those competences has been declared, by the majority of the responders, managed with high mastery
acquired both “attending a school, a training course or an academic course” then “working practice”. Only
few items have a different behavior in the answers trend.

The item Basics in social-health services organizations and networks has been recognized as required
competence by 4 type of Italian practitioner but there is no an homogenous perception of how they
manage this competence for Nurses. The reason can be found in the acquisition of this competence.

Competences Nurses

Low Mastery 20,69% Tabella 3 Overview of answers to how the practitioner master the competence
Mean Mastery 32,18% “basic in social health services organizations and network”

High Mastery 34,48%

The 44.83% of nurses acquired the competence during courses (with respect to a 33.33% that indicate not
during courses) but at the same time the 80.46% of nurses declare to have learned such competence by
working practice. This can suggest the need to introduce/improve the training on this competence.
Similarly the Basics in law and human rights frameworks competence for Nurses has a medium/low level
of mastery (29,89% medium and 26,44 low) even if it has been acquired by the majority of the responders
both at official courses and working practice.

Some additional competences have been proposed by nurses in particular competence on relating with
familiars and other informal caregivers seems to be the most required.

With respect to the proposed competence and needs few nurses (9.20%) identify possible further older
persons’ needs that they could address during they activity at home. In particular three needs acquired the
major number of choices (62%):
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Need to be supported in hygiene including shower or bath or oral hygiene.
Need of assistance to avoid situations of loneliness and isolation and facilitate family and social
relations or participation.

3. Need of support in compliance with non pharmachological treatment including active and health
lifestyle such as prescribed diet, food intake control, physical excercises

In correspondence to the identified additional need Nurses indicated also the required competences and
how they manage them. Also in this case, as happens in the previous section, the 9,20% of nurses indicated
the additional needs recognized 39 on 42 competences as required with the usual trend.

The majority of them perceived the level of how they master the competence Average or High level. The
competences have been acquired attending a school, training courses or academic courses and have been
improved during working practice. The only competence that deviates from this trend is the item
Competencies for terminal illness support, for it there is not a defined majority identifying if this
competence has been acquired attending at courses or not (50% equally distributed). More over this
competence has no a clear majority on the question related to how they manage it, in fact 25% answered
low mastery, 25% answered average mastery, 37,5% answered high mastery and 12,5% preferred to avoid
answering.

9.1.2 Physiotherapists
The questionnaire has been disseminated by the Italian association of Physiotherapists (AIFI) but
unfortunately only 70 of them concluded the on-line procedure.

Differently from the other involved practitioners, the majority of Physiotherapists are freelance with a high
level of education EQF 6.

With respect to the proposed list of needs they normally address in their activity at old person’s home, the
needs related to the Comprehensive consideration of the person and the needs in situations involving
particularly prevalent diseases in aging received the majority of choices by physiotherapists, instead the
needs related to basic personal attention have been less addressed.

To give an overview of the main addressed needs (are detailed reported in deliverable D2.1 CARESS, 2006)
in 4 we reported the list of the main needs identified by the Physiotherapists with the related percentage.

Need to a respectful treatment according to his/her dignity 70,00%
Need of assistance for transfers and mobilization at home 71,43%
Need to be informed about your state of health and the available treatment and care options 72,86%
Need to feel safe and secure in his/her surroundings including suitability of the home to prevent "static 88,57%

causes "of falls (assistance in removing barriers and adaptation of the home).

Need to be supported and educated in proper positioning and postural changes to prevent physical disorders | 92,86%

Table 4 main needs identified by the Physiotherapists

After the identification of covered needs the required competences identified by Physiotherapists are
almost half of the proposed, i.e. 21 on 42. For all the required competences the practitioners opinion about
how they manage them is mainly at high mastery level, as well as they declared to have acquired them
during official training and by practicing.

The greater percentage of consensus on required competences, have been reached by the competences
more related to their activity (Table 5) and, as expected, that they manage at high mastery level.
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Competence

Basics in anatomy and
pathology

Basics in older person’s
healthy lifestyles

Knowledge about the
main aids and devices for
older and disabled
people

Procedures for customer
moving

IS THE COMPETENCE
REQUIRED?
Required 94,29%
Not 5,71%

Required
Required 94,29%
Not 5,71%
Required
Required 98,57%
Not 1,43%
Required
Required 98,57%
Not 1,43%
Required

SELF-EVALUATE THE LEVEL
YOU MASTER THE
COMPETENCE
No answers 4,29%
Low Mastery 0,00%
Mean Mastery 12,86%
High Mastery 82,86%
No answers 7,14%
Low Mastery 2,86%
Mean Mastery 34,29%
High Mastery 55,71%
No answers 1,43%
Low Mastery 2,86%
Mean Mastery 17,14%
High Mastery 78,57%
No answers 0,00%
Low Mastery 1,43%
Mean Mastery 11,43%
High Mastery 87,14%

Deliverable 2.2

COMPETENCE
ACQUIRED ATTENDING
A SCHOOL, A TRAINING

COURSE OR AN
ACADEMIC COURSE
No 4,29%

answers

No 0,00%
Yes 95,71%
No 8,57%
answers

No 22,86%
Yes 68,57%
No 5,71%
answers

No 14,29%
Yes 80,00%
No 1,43%
answers

No 4,29%
Yes 94,29%

Table 5 List competences recognized as required by Physioterapists with the relate percentage of selection

As reported in 5 only the competence Basics in older person’s healthy lifestyles seems to have been learned

mainly at working practice.

COMPETENCE
ACQUIRED BY
WORKING PRACTICE
No 10,00%

answers

No 12,86%
Yes 77,14%
No 10,00%
answers

No 7,14%
Yes 82,86%
No 5,71%
answers

No 5,71%
Yes 88,57%
No 2,86%
answers

No 4,29%
Yes 92,86%

The competences identified as required by a minor number of responders are reported in Table 6.

Other specific basic
medical procedures
related to my
profession

Procedures for
fostering customers
going out of home

Providing the
customer with

562634-EPP-1-2015-IT-EPPKA2-SSA

IS THE COMPETENCE
REQUIRED?
Required 50,00%
Not Required 45,71%
No answers 4,29%
Required 64,29%
Not Required 35,71%
No answers 0,00%
Required 51,43%

SELF-EVALUATE THE LEVEL
YOU MASTER THE
COMPETENCE
No answers 48,57%
Low Mastery 4,29%
Mean Mastery 20,00%
High Mastery 27,14%
No answers 28,57%
Low Mastery 5,71%
Mean Mastery 25,71%
High Mastery 40,00%
No answers 47,14%

CARESS Project

COMPETENCE
ACQUIRED ATTENDING
A SCHOOL, A TRAINING

COURSE OR AN
ACADEMIC COURSE
No 52,86%

answers
No 8,57%
Yes 38,57%
No 32,86%
answers
No 47,14%
Yes 20,00%
No 51,43%
answers

COMPETENCE
ACQUIRED BY
WORKING PRACTICE
No 51,43%

answers
No 1,43%
Yes 47,14%
No 31,43%
answers
No 4,29%
Yes 64,29%
No 45,71%
answers
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contextualized and Not Required 48,57% | Low Mastery 7,14% | No 35,71% | No
personalized No answers 0,00% Mean Mastery 25,71% Yes 12,86% Yes
information about High Mastery 20,00%
the network of
services he/she can
rely on
Competences for Required 57,14% No answers 38,57% No 42,86% No
evaluating customer answers answers
mental health status | Not Required 42,86% | Low Mastery 11,43% | No 12,86% | No

No answers Mean Mastery 27,14% Yes 44,29% Yes

High Mastery 22,86%

Competencies for Required 55,71% No answers 40,00% No 45,71% No
supporting the answers answers
customer in building | Not Required 42,86% | Low Mastery 5,71% | No 32,86% | No
up an independent No answers 1,43% Mean Mastery 21,43% Yes 21,43% Yes
living path. High Mastery 32,86%

Table 6 List competences recognized as required by Physioterapists with a lower percentage

2,86%
51,43%

40,00%

7,14%
52,86%

47,14%

7,14%
45,71%

The item reported in Table have a different behavior with respect the general trend since they was mainly

acquired by working practice and no on training courses, as well as there is not a clear characterization of

the level they declare to master such competences.

Very few Physiotherapists declared the presence of additional needs that can be addressed by their

working activity but the majority of them required the competence relating with familiars and other

informal caregivers as to be more improved.

Table 7 reasume the needs identified by Physiotherapists with a higher percentage.

Specific care of urinary and fecal incontinence.

Need of support and assistance to accomplish administrative procedures including those relating with
health.

Need of support in mobility out of home

Need of assistance to avoid situations of loneliness and isolation and facilitate family and social
relations or participation.

Need to be supported in the self-management of his/her physical health.

Need to be supported in the self-management of his/her mental health

Need to feel safe and secure in his/her surroundings including suitability of the home to prevent "static
causes "of falls (assistance in removing barriers and adaptation of the home).

Need of support in compliance with non pharmachological treatment including active and health
lifestyle such as prescribed diet, food intake control, physical excercises

Need of support and rehabilitation of cognitive abilities (memory, attention, orientation etc.)

Need of technical support with external devices: Oxygen, NIMV (non-invasive mechanical ventilation),
feed pumps, infusion pumps, home peritoneal dialysis, etc ...

Need to a respectful treatment according to his/her dignity

Need to be informed about your state of health and the available treatment and care options

Table 7 List of additional needs selected by Physiotherapists with an higher percentage

Only 11 competences has been recognize to be required for providing the additional needs, and almost all

of them have been acquired attending at school, a training course or an academic course. Basics in social-
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health services organizations and networks instead has not perceived very well mastered and there is not a

defined instrument of acquisition of this competence.

9.1.3 Rehabilitation professional

The older adults interviewed on the needs satisfied (Figure 8) by the rehabilitation staff highlight the
importance of three different aspects of the homecare delivery in particular support in daily activities
(including hygiene, mobility, dressing, cleaning, food, mobility in and out of home etc.) and managing
home and own interests; The need of a comprehensive and respectful consideration of myself, according
to my dignity and values including privacy, intimacy, independency and protection from mistreatments.
and Need for support in prevention from any health risk (including home suitability) and maintenance of
healthy lifestyle and wellbeing including physical health (such as physical exercises or walks) mental
wellbeing, and social relationships. Compared to the interview of older adults that received homecare from
other professionals arise that rehabilitation staff are characterized by a strong attention to comprehensive
and respectful consideration of the person. From data arise some needs unsatisfied in particular assistance
to avoid situations of loneliness and isolation and protection and promotion of the psychological and
emotional welfare.

B support in daily activities

M particular health conditions

M support in prevention from
any health risk and
maintenance of healthy
lifestyle

B comprehensive and respectful
consideration of myself

Figure 8 Older adult needs satisfied by rehab staff
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9.1.4 Social Health Operator

All the Social Health Operator (OSS) provided complete answers to the questionnaire are not freelance, the 83,33% works for Public institutional homecare
providers and the 16,67% for private providers.
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To the guestion related on needs addressed by 0SS with their activity,

0SS - SOCIAL HEALTH OPERATOR Other

report of the activities conducted

educational interventions for caregivers
positioning and supporting mobility
rehabilitation activities (walking, exercises, etc.)
pharmacological treatment and homeostasis maintenance, performance relating to...
monitoring healthy lifestyle
prevention interventions
Support to daily activities (shopping, going to a medical appointment, etc.)

house management and cooking

personal hygiene (bathing, grooming, etc.)

education in health management and lifestyle e e ——
I N .
I N .
support and assistance in social relationships e e ——

companlonship ——:
personal assistance planning

in-home health exams (e.g. taking blood sample) --

evaluation of health condition

0,00% 10,00% 20,00% 30,00% 40,00% 50,00% 60,00% 70,00% 80,00% 90,00% 100,00%

intervention for a proper prescription and use of principals devices in home environment

Home Environment assessment

evaluation of customer needs

Figura

/Figure 9, there is no a clear identification of the needs section that acquired the majority of minority of selection, there is a distribution of needs covered by OSS
activity between the different section proposed. Table 8 (Tabella 3) indicates the needs with higher and lower percentage of OSS choice.
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0SS - SOCIAL HEALTH OPERATOR o Other
report of the activities conducted

educational interventions for caregivers

positioning and supporting mobility

rehabilitation activities (walking, exercises, etc.)

pharmacological treatment and homeostasis maintenance, performance...

monitoring healthy lifestyle

prevention interventions

Support to daily activities (shopping, going to a medical appointment, etc.)
house management and cooking

personal hygiene (bathing, grooming, etc.)

education in health management and lifestyle

intervention for a proper prescription and use of principals devices in home...

Home Environment assessment

support and assistance in social relationships
companionship

personal assistance planning
in-home health exams (e.g. taking blood sample)
evaluation of health condition

evaluation of customer needs

0,00%

10,00% 20,00% 30,00% 40,00% 50,00% 60,00% 70,00% 80,00% 90,00% 100,00%
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0SS - SOCIAL HEALTH OPERATOR Other

report of the activities conducted

educational interventions for caregivers
positioning and supporting mobility
rehabilitation activities (walking, exercises, etc.)
pharmacological treatment and homeostasis maintenance, performance relating to...
monitoring healthy lifestyle
prevention interventions
Support to daily activities (shopping, going to a medical appointment, etc.)

house management and cooking

personal hygiene (bathing, grooming, etc.)
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personal assistance planning

in-home health exams (e.g. taking blood sample) --

evaluation of health condition
]
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education in health management and lifestyle
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Home Environment assessment

evaluation of customer needs

Figura
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Need of basic maintenance of household appliances and the ones of personal use, including protection and 0,00%
security review tasks of housing (ventilation, gas, electricity ...).

Need of support for the management of technological devices for home health monitoring 8,33%
Need of technical support with external devices: Oxygen, NIMV (non-invasive mechanical ventilation), feed 8,33%
pumps, infusion pumps, home peritoneal dialysis, etc ...

Need of assistance for transfers and mobilization at home 75,00%
Need to a respectful treatment according to his/her dignity 75,00%
Need to feel a deep respect regarding values (including religious beliefs and spiritual needs) 75,00%
Need to be supported in hygiene including shower or bath or oral hygiene 83,33%
Prevention of skin lesions through proper hygiene, postural changes and specific skin care. 83,33%
Need of support and rehabilitation in toilet habits. 83,33%
Need for protection of user privacy and intimacy. 83,33%

Table 9 List of needs that received lower of higher number of choises by OSS with the related percentage.

Relating the proposed list of competences, OSS recognized as required only 18 of the 42 proposed. Also in

this case there is a common trend of the answers of the required competences as happened for Nurses.

Only the item Basic in dietetic did not have a specific characterization. It has been recognize by OSS as a

required competences but there is not a clear majority on how they mastery this competence (25% low

mastery, 25% mean mastery, 16,67% high mastery), even if the 41.67% declared to had acquired this

competence at school and no on working practice (33,33%).

No additional competences have been proposed by OSS.

562634-EPP-1-2015-IT-EPPKA2-SSA CARESS Project

39 of 120




/6
EAREISE Deliverable 2.2
N

9.1.5 Homecare Assistant

Considering data arising from the questionnaire administered to Homecare Assistants inside the proposed
list of 42 competences only 5 have been perceived as required by Home care Assistant , instead the other
24 competences have been recognized as not required for their specific activity (see Table 11. Practitioner
identification of required /not required competences with respect to those presented in questionnaire for
an overview).These data show how the Homecare assistance perception of competences need is very low
compared to the other HHCP.

S~
1=
C
S |25
2 =t
©
S ‘“_g
O o
© S E
] v 2
A £
o
T

Public institutional homecare provider | 10,00% | 0,00%

Private homecare provider 70,00% | 50,00%
Freelance professional activity 0,00% | 25,00%
Other 20,00% | 25,00%

Table 10 Overview of the HCCPs italian context

Nurses Physioterapists 0SS Social Home Care
Competences Guardian Assistant
Required 31 21 18 12 5
No required 11 20 19 22 24

Table 11. Practitioner identification of required /not required competences with respect to those presented in questionnaire

Responders evaluated also their ability in managing the competences as managed appropriately and almost
all the item recognized as required has been declared managed with high mastery. The same competences
have been acquired, by the majority of the responders, both “attending a school, a training course or an
academic course” then “working practice”. Only few items have a different behavior in the answers trend.
Section 2 of HHCP questionnaire shows that all the Home Care Assistant answer negatively to the
possibility to address other needs of old adults with their activity (100%).Section 4 of HHCP questionnaire
shows that they think to have proper competences to set their intervention for 75% of the participant to
the questionnaire.

Considering the interview administered to older adults that received homecare services from Homecare
Assistant, data show that people interviewed refer to feel satisfied the needs for: help in performing
physiological functions (21,43%); assistance in dressing and undressing (21,43%); assistance transfers and
domestic mobilization in the environment (21,43); home care including cleaning floors and washing
(21,43%); safety in its environment to prevent falls (17.86%); in smaller quantities there is the exterior
home environment outside mobility (10.71%). Most of needs satisfied by Homecare assistant/Home helper
are included in the section related to support in daily activities (including hygiene, mobility, dressing,
cleaning, food, mobility in and out of home etc.) and managing home and own interests. Older people
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report being generally satisfied with support received, however, refer to as unmet need family from the
server to the company in moments of solitude, with particular reference to the festive day Sunday.

People report that they feel like they need support in carrying out daily activities to meet priority and need
to support in maintaining a healthy lifestyle. The key features of a family assistant for the older adults
interviewed have to include education, professionalism and honesty.

0%

M support in daily activities

M particular health conditions

I support in prevention from any
health risk and maintenance of
healthy lifestyle

B comprehensive and respectful
consideration of myself

Figure 11. Older adult needs satisfied by Home care assistant/Home Helper

9.1.6 Social Guardian

Social guardian that responded to the questionnaire comes mainly from private homecare providers (70%)
and a small part from public institutional homecare provider (10%) (Table 12).
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Public institutional homecare provider | 10,00% | 0,00%
Private homecare provider 70,00% | 50,00%
Freelance professional activity 0,00% | 25,00%
Other 20,00% | 25,00%

Table 12. Overview of the HCCPs italian context
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In general the proposed list of 42 competences has been perceived as required by Social guardian, 12 of
them have been recognized as required by their specific activity (see Table 11. Practitioner identification of
required /not required competences with respect to those presented in questionnaire for an overview)a

and 22 not required.

Nurses Physioterapists 0SS Social Home Care
Competences Guardian Assistant
Required 31 21 18 12 5
No required 11 20 19 22 24

Table 13. Practitioner identification of required /not required competences with respect to those presented in questionnaire

For some competence Social Guardians answering differently with respect to the common trend. Basics in
domestic safety and prevention has been recognized as “not required competence” by the majority of the
Social Guardians responders (70%) at the same time the 60% of such figures declared a high level of
mastery for this competence, even if it has been acquired only working by practice. The item Basics in
social-health services organizations and networks has recognized as required by the 80% of Social
Guardians and the 70% of them declared to master it with a High Mastery level. At the same time they
declared that this required competence has been acquired mainly by working practice (80%) and not
learned during training course (30%). At the same time Social Guardians differences their answers from the
general trend also for other 6 competences. Those competences are recognized as required, but in all the
cases the acquisition of these competences happens mainly by working practice instead of school or

courses.

Table gives an overview on the percentage of positive answers to the questions 1.5 of the 6 competences.

Required Acquired by Acquired by
Competences competence  working practice  attending courses...
Procedures for monitoring healthy lifestyles 60% 70% 30%
Basics in older person’s healthy lifestyles 80% 90% 50%
Managing errands 80% 70% 20%
Usage of reporting and monitoring tools 60% 60% 30%
Fostering customers social and familiar
elations 60% 70% 30%
Providing the customer with contextualized
and personalized information about the 80% 70% 30%

network of services he/she can rely on

Table 14. Comparison between the answers of social guardians to the questions “is the competencies required to perform the
activity”, “how do you master these competencies” and “how did you acquire these competences” for 5 Competences

that hve been acquired mainly working practice.
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All the Social Guardians answering negatively to the possibility to address other needs of old adults with
their activity (100%).In this session we asked to practitioner it they think to have proper competences to
set their intervention and the 80% of the participant to the questionnaire affirmative.

People interviewed assisted by the Social Custodian refer to feeling satisfied needs refer to support in
making purchases (10.71%); support and help in case of memory problems (7.14%).Clustering the needs
satisfied reported by older adults who received support from social guardians and interviewed, the data
show that the main need area satisfied is Need of support in daily activities (including hygiene, mobility,
dressing, cleaning, food, mobility in and out of home etc.) and managing home and own interests (figure
11). Older people report being generally satisfied with support received, however, refer to as unmet such
as preventing and avoiding situations of loneliness and isolation and facilitate family and social
relationships (3.75% and highlight that it would be a comfort element if the social guardian could support
them during they go out from home with the 'car and not having to use public transport (55%), followed by
Support in particular health conditions that require specialists such as skin lesions, technical help in
managing medical tools, assumption and management of therapy (27%) and support in prevention from
any health risk (including home suitability) and maintenance of healthy lifestyle (18%). People report that
they feel as the most important needs: [1] support in carrying out daily activities to meet priority and need
for profit company to support the maintenance of a healthy life style, and [2] the need to be treated with
respect. Older people identify as fundamental characteristics of a family assistant education, professional
competence and discretion. From the answers emerged if the social guardian emerged that the older adults
keep particular attention to the activities of daily living, management of the and monitoring of the health
condition and living.

0%

B support in daily activities

M particular health conditions

I support in prevention from any
health risk and maintenance of
healthy lifestyle

B comprehensive and respectful
consideration of myself

Figure 12. Older adult needs satisfied by social guardian
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9.2 Discussion

In this report an initial analysis on what are the main issues and challenges of homecare in Italy has been
provided. In the following sections the results of two surveys have been proposed, focusing on specific
HHCPs perspectives. Starting from these premises, the skill gap of Italian HHCPs can be categorized into two
main typologies: a skill gap connected to how Italian homecare is organized and managed and a skill gap
related to specific activities and performances carried out by HHCPs.

A skill gap connected to how Italian homecare is organized and managed. Skills and competencies needs
in this case are related to specific issues, faults or peculiarities of Italian context, laws and culture; to be
able to work in equip, to build, monitor and evaluate a Personalized Assistance Plan (each one contributing
for his/her own specific part), to be able to foster older adults in carrying out their own independent
personal life path, etc. are some examples of the competencies which could improve the quality of the
service of every HHCPs. The problem of the parallel management of health and social homecare and of
public and private services should be solved both in a top-down approach, with a review of homecare
system management, and in a bottom-up approach with a renewed attitude of HHCPs towards
collaboration and equip-work.

Within these kind of skills and competencies needs we can also include those connected to the scarce
definition of HHCPs roles. The 2001 State-Regions Agreement which stated that the Social-Health Operator
(0SS) figure would replace ASA, OTA, OSA and ADEST figures, on the one hand organized a very confused
sector identifying a unique reference figure, but on the other hand, leaving to regions the task of organizing
the transition to a unique figure, created an heterogeneous situation across the country. In some regions
ASA, OTA, OSA and ADEST certifications are still used, while in other regions only OSS certifications are
admitted. The transition to a unique figure is one of the main challenges Italy has to face in the next years.

In the private market, the perception of skills and competencies gap is also related to the tendency of
turning to the wrong professionals, guided by the high cost of a professional nurse and to the belief that
some performances don’t need an health professional to be carried out. Often OSS and homecare assistant
are employed to perform both home aid and simply nursing performances, although they’ve not been
trained to carry out them.

A skill gap related to specific activities and performances carried out by HHCPs. Skills and competencies
needs in this case are related to the task performed by the professionals and to the needs expressed by the
end-users. From the questionnaires targeting HHCPs and the interviews targeting older adults analyzed in
the previous sections, comes to light that, in general, professionals have a positive view of their
competency level. Once identified the needed competences, the majority of them declares that they
master at high or medium level that competencies, acquired both by formal education and by working
practice.

Specific skills needs are identified by single professionals connected with activities that are not central for
the service they provide, but can improve the whole perception of the quality of the service itself. For
example, nurses would like to improve their knowledge about ethics and human rights and about the
network of services provided by the National Health System; they would like also to improve their
competencies in managing the relations with family caregivers and in managing terminal illness.
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Another key element is the context in which HHCPs acquire the competencies they declare to master. For
example, physiotherapists deem important knowledge and skills about older adults healthy lifestyles,
network of services, the enhancing of mental health and the fostering of independent living paths; they
declare to master these competencies but they say that they’ve been not trained about them, since they
got these competencies by working practice.

The most important data emerging from the interviews to older adults are related to their needs. Among
the unsatisfied needs there’s a prevalence of the need of assistance to avoid situations of loneliness and
isolation and of the need of support in social relations and participation. The importance of this dimension
is confirmed by the suggestions of older people for the characteristics/abilities required by a HHCP:
relational characteristics, such as polite, enjoyable, pleasant, etc., are more important than other
characteristics related to the professionality (eg. punctuality) or to the service provided.
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10 IDENTIFICATION OF SKILL AND COMPETENCY NEEDS IN THE

HOMECARE IN SPAIN

10.10verview on the older persons homecare needs in Spain

Improvements in general living conditions of the population have allowed since the early twentieth century

that the number of Spanish people has increased significantly. In particular, from the year 1900 to the

present day, the Spanish population has multiplied by 2.5. However, it is the age group of 65 years and over

who have experienced a major increase. Since 1900, the number of people aged 65 and over has multiplied

by over more than eight. [Deliverable 2.1.]

Population:
46.423.064 people

e men 22.807.603
e women 23.615.461

Age structure:
65 years and over: 17.5% (male 3,582,643 /female 4,833,478) (2014 est.)
population pyramid:

Dependency ratios:
total dependency ratio: 50.3 %
youth dependency ratio: 23.2 %
elderly dependency ratio: 27.1 %
potential support ratio: 3.7

Median age:
total: 41.6 years
male: 40.4 years
female: 42.9 years (2014 est.)

Sex ratio:
65 years and over: 0.74 male(s)/female
total population: 0.97 male(s)/female

Life expectancy at birth:

total population: 81.47 years
country comparison to the world: 18
male: 78.47 years
female: 84.67 years
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Based on the stated demographic data, we can guess that in 2050 there will be just over 15 million elderly
people, almost twice as at present and that they will represent more than one third of the Spanish
population (36.4%)

Ageing of ageing. - Another expected trend is the so-called "aging of the elderly population". In Spain, those
people over 80 years have changed from representing 0.6% of the total population aged 65 and older in the
early twentieth century, to 1.2% and to 5.2%. Population projections indicate that by 2050 people over 80
will represent 14.9% of the total adult population, which has implications related to the need for care due
to the increase of dependent elderly people.

The situations of care of the elderly people are designed to provide assistance so that elderly people feel
that their physical, social and emotional needs are met, which involves a significant time and energetic
dedication and it also involves tasks that may not be comfortable or pleasant.

According to data from the IMSERSO (Institute of Social Services and the Elderly), in Spain it is estimated
that the percentage of older people who have a significant dependency is between 10 and 15% of older
people over 65 years and it is usually the family who bare the major burden of care of these people, with
the difficulties that it implies and where in many cases the concurrence of an external caregiver is
necessary, as we find in the report presented.

Why homecare is a basic need in Spain?

It is a fact that Spanish population is a progressively aging, since nowadays people tend to live to older
ages, and this increases the number of long-term old age dependents. When people analyze their choices in
finding a way to be assisted in this situation of dependency, they realize that hospitalization and nursing
homes often are not adequate options due to the fact that expenses are very high. In the past dependents
resorted to their family and friends when in need, but due to changes in family relationships and in
informal support (provided by family, friends...) this is no longer an option for most of them. Finally, when
asked they express their willingness to stay at home as a personal choice.

10.2Report on primary data about homecare needs in Spain
The questionnaire of HHCP was sent to 1,100 people involved in home care for elderly people, 155 people
(14.09%) answered the survey. Of those who answered the questionnaire, 80.95% has been doing home
care services to elderly people in the last 5 years. The professions are divided into:

Considering the distribution according to their institutional body we find:

e Dependent on a public institution:43.53%
* Private: 38.82%

e Self-employed: 3.53%

e Other: 14.12%.

The average age of the caregivers is 44 years.

Regarding the elderly person’s needs, the caregivers generally attend those presented in the table provided
below:

Option Percentage

The need for support in hygiene including shower, | 69.41%
bath or oral hygiene
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The need for assistance in dressing and undressing | 60.00%

The need for assistance to move or moving within | 60.00%
the household.

Support for an adequate housing maintenance | 56.47%
including cleaning and order. Washing, ironing and
organization of the clothes within the household.

Prevention of skin injuries with proper hygiene, | 52.94%
changes in posture and specific skin care.

Specific care for urinary and faecal incontinence. 44.71%

The need for support and assistance in the food | 37.65%
handling including the preparation of menus and
acquisition of food supplies.

Basic needs for maintenance of small household | 20.00%
appliances and personal care equipment including
household protection and safety review tasks
(ventilation, gas, electricity.)

The need for support and assistance in complying | 29.41%
the administrative procedures including those
related to health.

The need for support in handling electronic | 16.47%
devices for the home health monitoring.

The need for support for mobility outside the | 50.59%
habitual residence.

The need for protection and promotion of | 40.00%
psychological and emotional well-being and its
protection.

The need for assistance to avoid situations of | 47.06%
loneliness and isolation and facilitate family and
social relationships or their participation.

The need to be supported in the self-control of | 38.82%
their physical health.

The need to be supported in the self-control of | 32.94%
their mental health.

The need to be supported and educated in the | 36.47%
modification of positional and posture changes to
prevent physical disorders.
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The need to feel secure and safe in their | 30.59%
environment including the adequacy of housing to
prevent “static causes” due to falls (assistance in
removing environment barriers and housing
adaptation)

The need for support and rehabilitation of | 30.59%
physiological habits.

The need for support for the adherence to | 40.00%
treatment including the preparation of
medication, its revision and adjusted dosages.

The need for support in the compliance of non- | 38.82%
pharmacological treatments including healthy and
active ways of life, such as the monitoring of
prescribed diets, food consumption controls,
physical exercise.

The need for support or intervention in handling | 28.24%
menus in the case of eating disorders or
malnutrition.

The need for support and assistance for effective | 35.29%
communication.

The need for support and rehabilitation of | 35.29%
cognitive skills (memory, attention,
orientation,etc.)

The need for support and management of | 38.82%
behavioural disorders associated with dementia.

The need of technical support with external | 16.47%
equipment: oxygen, non-invasive mechanical
ventilation, feed pumps, home peritoneal
dialysis.etc.

The need to know how to make their own | 35.29%
decisions ad be autonomous.

The need to maintain a respectful treatment | 51.76%
according to their dignity.

The need for the protection of privacy and | 55.29%
intimacy of the person.

The need to feel protected and supported | 34.12%
regarding their own interests.
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The need to feel a deep respect with regard to the | 37.65%
values (including religious beliefs and spiritual
needs)

The need to be informed about their health status | 31.76%
and the different treatment options and care
available.

The tasks which these homecare providers more often carry out are, among others, elderly needs
assessment, home treatments -such as taking blood samples, supervision for healthy life styles or team

meetings and contacts with other professionals related to elderly care.

When they were asked about the needs of the elderly they usually have to deal with, their responses are
the following: 71% of the times they need to be very respectful with the values the elderly more cherish —
including religious beliefs and spiritual needs. 57% of the respondents comment on their need to try to
prevent skin lesions by providing elderly with an adequate hygiene, repositioning and taking good care of
the skin; care providers also need to be instructed on repositioning in order to avoid provoking bedsores
and pressure sores; they also need to be educated in the specific care to be given to urinary and fecal
incontinent patients; they need to be trained in helping elderly in developing a strict discipline in complying
with non-pharmacologic treatments, including active and healthy lifestyles, such as adherence to
prescribed diets, control of food consumption, exercising; finally, 43% of the people interviewed comment
their need to be supported in supervising self-controlling physical health, in rehabilitating elderly
physiological habits and in overseeing adherence to treatments —such as preparation of dosage, revision

and adjustment of new doses, etc.

As for the tasks these care providers more often have to carry out, among others, they need to assess their
clients needs. They also have to take care of the personal hygiene of the elderly as well as help them in

their everyday activities. Finally they need to supervise they have healthy life styles.

When asked about the tasks they need to take care of during their daily activity, 69% of them assist elderly
in their personal hygiene —taking a shower or bath, cleaning their teeth, etc; 60% of the respondents
regularly help clients dressing up and also moving around at home; finally, 56% of care providers help
elderly in their house cores, i.e. cleaning, tidying up, doing the washing, ironing and organizing their

laundry.

We enclose, together with this document, a table in which information obtained from secondary sources

has been gathered. This has been arranged in terms of the different categories implied.

Homecare: tasks and activities
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Sanitary Services

e Attention to patients in acute phase
= Medical patient monitoring and acute illness control, as frequently as needed. Follow-up
as required.
= Nursing attention
e Attention to patients with chronic illnesses

= Nursing attention: follow-up, signs and symptoms control, treatment control, treatment
compliance, specific treatments (treatment of pressure ulcers), catheter care, control and
replacement (SNG, PEG, S.V.) etc...

=  Medical attention

* Post clinical attention
=  Medical and nursing follow-up care.
E.g.: ongoing care for pluripathological patients

* Geriatric attention
= Medical and nursing homecare provided to elderly patients
= Medical and nursing provided to elderly patients in a residence after being dismissed from
hospital.
* Palliative care
= Medical and nursing care to control symptoms, medication and special techniques
(paracentesis...)
¢ Home hospitalization
=  Patients with chronic pathologies requiring complex medical or nursing techniques (such as
dialysis, intravenous feeding or non-invasive mechanical ventilation) are in need of informal
support (provided by family, friends...) and/or sufficient social coverage. The social
coverage can be updated when the medical assistance is given.

Social Services

=  Personal Attention Service
0 Personal care (persona hygiene, dressing, food, personal appearance...)
0 Help in getting up or getting in bed, help in mobility, in moving around the house
and when going out from home.
0 House chores support.
0 Sociosanitary activities (supervision in medicines intake, supervision in adequate
diet intake,...)
0 Assistance in personal paperwork.
0 Teaching how to do different household chores.
= Tele-home care services
= Home-delivered meal services
= Home-delivered laundry services
=  Home cleaning services
= Home hairdressing services
= Home chiropody services
= Support to carers
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= Education and involvement with family, and promotion of personal autonomy.
= Technical assistance to improve home accessibility.

10.3Discussion

Problems faced by the homecare profession

One of the problems that homecare has to face is that specialized sanitary homecare and homecare
professionals are still scarce in the labor market (there is a lack of occupational therapists, psychologists,
nursing assitance, psychiatric attention, physiotherapists, psychomotor activity). Also, more financing
should be allotted to better prepare these professionals and to better help those in need, e.g. a quicker and
more immediate attention should be given, there should be a better response capacity —a variety and
adequacy of services and benefits. Professionals should also be more flexible to adapt to changes. Besides,
there are great difficulties in maintaining the present system and there should be a better sociosanitary
coordination.

As for the conditions in which many elderly live, there is a need for homes to be adapted to the patient’s
new requirements.

Customers
Homecare sanitary services users

e Elderly who, due to their health condition or to other criteria previously established by the team,
cannot get about.
Homecare social services

e Elderly with limitations to get around in their everyday life, with difficulty in their personal
autonomy, dependent.
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11 IDENTIFICATION OF SKILL AND COMPETENCY NEEDS IN THE
HOMECARE IN FINLAND

11.1Report on primary data about homecare needs in Finland

In Finland the results of HHCP survey indicated that majority of responders thought that almost all the
competences included in questionnaire used in study are required in working in home health care. In self —
evaluation of HCCPs skills and competences level, the responders evaluated their competence level
satisfactory in knowledge of social- and health service system inc. social services and benefits client is
entitled to Knowledges, skills and competences were also evaluated mostly in categories of satisfactory or
good in procedures for providing physical therapies, fostering clients social and familiar relations,
competences to support for coordinating the work of other practitioners, competences for evaluating
clients mental health status and competences for caring clients with terminal illness and grief support.

HCCPs had acquired competence mostly by working practice in following skills: basics in social-health
services organizations and networks, knowledge about the main aids and devices for older and disabled
people, procedures for fostering customers going out of home, providing the customer with contextualized
and personalized information about the network of social services and benefits he/she can rely on,
competences for collaboration with other practitioners and competences for evaluating customer needs
and adapting the service. Competences in basics in anatomy and pathology, basic procedures in medical
assistance (eg. make injection, provide drugs, change medication) HCCPs have gained mostly by attending a
school, training course or academic course.

HCCP didn’t take a part of the first evaluation and forming a clients’ care and service plan. This is probably
the reason why they evaluated their knowledge of social services and benefits lower than expected.
However HCCPs were involved in modifying and assessing clients care plans in continued care. Yet they
thought that they could have competences to do it, if given time, education and authorization. It seems
that in division of tasks in home care doing the care plans especially on beginning of the care of the new
client is done by the registered nurses or registered public health nurses

11.2 Discussion: Social and health care vision for the future and
competence needs

Changes in working life
Summary of qualitative foresight reports for National Education and Training Committees:
e operating environment change factors and situations require new ways of thinking and new
approaches

e personal and individual needs are emphasised
¢ the provision of education and training must be more flexible and customised
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developing the use of information and communications technology (ICT) in instruction
(ubitechnology)

increased level of multiculturalism, internationalisation and globalisation

studies becoming less and less dependent on time and place

ability to distinguish competence development from knowledge development

robotics applications (p. 15) in the field of social and health care

virtual learning environments, electronic examination systems, games, ePortfolios, cloud services
3D printing (prosthetics)

future paths:
1. Intensively social work path

abilities and competence needs: ability to critically assess the quality and significance of
information

ability to challenge and cope with the demands of a competitive society

ability to exercise media criticalness, understanding and knowledge

sustainable and perpetual skills: difference between information and opinion

nationality and human relations skills: skills in sharing and interaction

feeding intuitiveness (p. 19)

2. Contextual and peer-network type work path

self-management and self-organisation
networking competence
command of technology and processes

3. Neogrowth as a basis for work path

(environmental) technology competence
information and communications competence
network competence

manual skills (pp. 19-20)

Ubiquitous development of information and communications competence integrated in all learning (p. 22).

Future experts must possess co-operative skills and networking skills. Creativity and innovativeness are key.

A working life orientation is vital in VET. Attention must be given to entities and a learning life-cycle must

be made in education and training. (p. 22). (Saarimaa, R. Mantere, J.cf. Korhonen, S. 17.5.2016: Kasvava

valinnan vapaus; terveyden uudet teknologiat; ihmiset ja yhteisot) Increasing freedom of choice; new

health technologies; people and communities

4 scenarios: citizen — institutions

promoting significance — smart prevention
vertical exercise of power on the axis
horizontal promotion of health
scenarios: Democracy of the Fittest — participation fosters well-being
Open Health — information promotes health, when there are entirely new types of tools available
for this purpose
“Neokuusian society” — health in all policies — a society engaged to foster functional capacity
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e Hero doctors — usage and experiential data, behavioural science and health research data in
shaping daily environments
Basis: human-driven, general socio-economic, cultural and environmental conditions. The social
determiners of health are emphasised differently in different scenarios.
e anticipating changes in needs
e better services and living environments
Perspective: Human-driven approach will revolutionise the health business. A number of new
actors will solve the major challenges facing health in the future.

Key skills for the future:
e creative thinking ability
e ability to create new combinations from old operating models
e ability to adapt to rapid changes and even control them (p. 38) Saarimaa, R. Mantere, J.

Korhonen, S. Competence needs:
e co-operation and curiosity are emphasised
¢ interestin the world is