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Chapter

The Family as Recipient and 
Provider of Home Care: A Primary 
Care Perspective
Mira Florea, Aida Puia and Rodica Sorina Pop

Abstract

Advances in modern medicine, effective medication and high-technology 
 interventions contribute to the growth of chronic comorbidities among older 
people, and many children with chronic diseases that reach adulthood require 
long-term care at home, provided by formal and informal caregivers and coordi-
nated by primary healthcare professionals. Home caring, performed under different 
conditions from those of hospital care, requires the involvement of the family that is 
recipient and provider of home care. This chapter discusses the contribution of fam-
ily caregivers to personalized home care of dependent children and elderly recipi-
ents, coordinated by primary health professionals. Children and youth with special 
healthcare needs and children abused and neglected require special involvement of 
family caregivers. The use of digital healthcare for recipients with medical complex-
ity is a modern way to connect home care patients to specialized care, reducing 
the costs of the hospital care system. However, the burden in home care should be 
recognized by the general practitioner. Specific interventions are addressed to the 
unsupportive families and real hidden patients to help maintain their health and 
functionality. Future family doctors’ interprofessional communication skills and 
resourcefulness should meet the societal changes, and the burden of home care in 
the modern family is approached from the perspective of academic medicine.

Keywords: family caregiver, home care, recipient, provider, primary healthcare 
professionals

1. Introduction

The demand for home-based care rises with an ageing population, with elderly 
people suffering from multiple comorbidities that require long-term management 
at home [1]. Moreover, due to the advances in modern medicine, efficient medica-
tion and high-technology interventions, many children with chronic illnesses reach 
adulthood, requiring long-term care at home coordinated by family doctors and 
community nurses. The number of people aged 60 and older is expected to grow 
from 962 million in 2017 to 21 billion in 2050 in Europe [2].

The proportion of people aged 65 years and older is expected to grow to an 
average of 28% in the Organisation for Economic Co-operation and Development 
(OECD) countries in 2050, while in some countries (e.g. Japan, Spain, Portugal, 
Greece and Korea), a share of 40% is forecasted. China’s proportion of older people 
will triple between 2015 and 2050, and also in the USA, Mexico and Israel, these 
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growing trends will be influenced by higher rates of fertility and migration. Higher 
age is associated with higher morbidity, which in turn affects care dependency [3, 4]. 
Prognosis regarding the number of people in need of care shows an increase of 115% 
in the European Union between 2007 and 2060, and the number of people in need 
of care in the USA is expected to double from 13 million in 2000 to 27 million in 2050 
[5]. Experts anticipate that older adults will comprise 13% of the total population—
one in eight people will be 65 or older by 2030 [6].

The healthcare system is changeable and unsteady; the period of hospital admis-
sion is limited by the high costs, and the trend is to continue the long-term manage-
ment by the formal and informal home care providers. The chronically ill patients 
feel rushed from the hospital and worried because they do not have adequate care in 
the community, especially in rural areas. Patients are discharged with drainage tubes, 
urinary wells, nasogastric tubes, open wounds and insufficient pain control, and 
family members are unprepared for the needed care in these complex contexts. In 
addition, they face limited money and consequences related to their work and child-
care. To meet the current challenges in the home care of the frail elderly and children 
with disabilities, it is a requirement to strengthen the role of informal caregivers [7].

1.1 Family as a recipient of home care

The family as a recipient of home care has a lot of worries with possible unreal-
istic expectations. Sometimes, patient’s family members are upset, unresponsive or 
hostile to the home care team. The family is the hidden patient, sometimes acting 
as a dysfunctional, unsupportive family, with a high perception of the burden of 
care. Primary care professionals should identify these families that require evalu-
ation and specific interventions to become effective while maintaining their full 
health status and functionality. Family physicians and community nurses are called 
upon to build trust, making it clear to the family that they are available to them, 
explaining the plans of care after discharge, resolving any miscommunication 
and diminishing concerns about caring for their loved ones at home. These are the 
persons who they trust, with whom they had the continuity and the relationship. 
Primary care professionals have an ongoing history with patients, building an 
agreed relationship over time even in difficult times of an advanced chronic disease 
or end-of-life care. They need to verify the recipients and his/her family feelings, 
let them know that they will be listened to and their concerns understood and try to 
identify an informal home caregiver to work with.

1.2 Family as provider of informal home care

Family caregivers as informal home care providers have an essential role in 
ensuring the care of the frail recipients at home [7]. Informal caregivers are defined 
as individuals who are actively and directly involved in the recipient’s home care and 
who repeatedly support and assist with care, without being paid. They provide ongo-
ing assistance with activities of daily living (e.g. toileting, feeding, bathing, walking, 
clothing) or instrumental activities of daily living (e.g. meal preparation, houseclean-
ing and managing finances), for individuals with a chronic illness or disability [8, 9].

The primary caregivers, most often the family members, are usually people who 
are not trained in the process of care and are unprepared for facing difficult situa-
tions, making the negative impact stronger in the family evolution. The majority of 
the general population wishes to stay at home in old age and would prefer to receive 
informal care from their adult children or formal care from home assistance services 
[10]. However, the decision of family members to take care of a dependent person, 
and thus fulfilling his/her wish to age in a domestic environment, is influenced by the 
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degree of family relationship and the willingness of family members to be involved 
in home care [11]. Although, traditionally, in Romania, the primary caregiver was a 
family member, in recent decades due to migration of active people working abroad, 
their elderly parents are cared for by friends or neighbours at home. In addition, there 
is great need to develop home assistance services and community care units for long-
term care recipients with multi-morbid chronic diseases. The caregiving experience 
varies by the diversity of caregiving activities, time commitments and distance. The 
proximal caregiver provides assistance with personal care, while long-distance care-
givers are involved in offering emotional and social support and financial assistance.

The family as provider of informal home care is recognized and valued by the 
primary healthcare professionals that acknowledge working with family caregiv-
ers is the best way to ensure quality outcomes for their recipients. Most physicians 
(88%) acknowledge seeing better outcomes and higher formal caregiver satisfac-
tion (73%) when they collaborate with families [12]. However, doctors and nurses 
found that sometimes establishing communication with family caregivers can 
be challenging. About half of the formal providers (54%) say a recipient having 
multiple caregivers was a barrier, 44% are not aware who the caregiver is, 44% say 
there is fluctuation in caregiver involvement, and 39% felt interacting with caregiv-
ers was too time-consuming. Among those who felt communication was difficult 
(20%), most said the inability to reach out to the caregiver was the primary issue 
[12]. Formal home care providers and informal family caregivers focused on drug 
administration and meal service, organizing transportation for follow-up visits, 
discussing the recipient’s emotional issues, managing the family caregiver’s burden 
and encouraging more collaboration.

Delegated interventions provided by family caregivers and coordinated by 
primary care health professionals contribute to a more proactive, personalized and 
integrated care for recipients with long-term comorbidities [13].

2. International validated tools for the family assessment in primary care

Home care is the health or social service provided by formal and informal 
caregivers for the recipient who cannot go to the general practitioner (GP) surgery 
or to the other levels of health services. Eurostat data from 2016 show that 20% of 
households needed to use professional home care services. The rate of use of home 
care services is very different: 88% in Luxembourg, 58% in the Czech Republic 
and only 6% in Romania [14]. Evaluation of the family as recipient and provider of 
home care comprises four domains: demographic facts, psycho-emotional domain, 
environment aspects and family burden as caregiver.

2.1 Demographic facts

Information about the family’s structure, number of members, education, 
employment status, living place, family network and members with chronic illness 
or with disabilities are obtained using a self-administrated questionnaire or an 
interview. Genogram is a brief tool that should be used in the home care consulta-
tion, a system helping to identify the vulnerable recipients in the family. This 
graphic representation includes all family members, alive and deceased, unrelated 
persons living in the same place, their relationships, hereditary or recurrent illness, 
drug addiction and issues related to the elderly or child neglect and abuse [15].

The Resident Assessment for Home Care (RAI-HC) was developed following a high 
demand for a standardized evaluation of the patient’s needs through a comprehensive 
home care system. This instrument addresses frail elderly and patients with chronic 
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diseases and disabilities. Although a 60-minute duration of the evaluation may be a 
disadvantage, this tool offers a comprehensive analysis of the recipient, informing the 
home care provider about demographic characteristics, nutrition, health behaviours, 
types of diagnosis, functional and cognitive status and health instability (frailty).

The Resident Assessment for Palliative Care (RAI-PC) is an instrument that evalu-
ates the symptoms most commonly seen in palliative care patients: pain, dyspnoea, 
fatigue, mental capacity, cognition, overall physical tonus and capabilities for self-care.

The needs of the palliative patient, his/her family and the caregivers are con-
stantly changing, which leads to the need to regularly apply RAI-PC, both to the 
patient and to his/her caregivers.

The shorter duration of the evaluation by RAI-PC is appropriate for the pallia-
tive patient and his family. In addition, an important feature of this tool is its quality 
to evaluate the effectiveness of many types of interventions, establish a comparison 
between interventions and provide information for cost-effective management of 
the patient with palliative care needs.

2.2 Psycho-emotional domain

The old age, female gender, long-term provision of home care and type of illness 
are predictive factors for the emotional stress of the family caregiver [16]. Early 
identification of high-risk psycho-emotional pressure enables effective interven-
tions of GPs and community nurses. The Family Relationship Index (FRI) is the 
family relationship assessment tools, developed by Holahan and Moos in 1983. 
Through its three scales, it explores family cohesion, expressiveness and conflicts, 
helping the professional home care team and collaboration [17].

2.3 Assessing the need for family support as home care provider

The support needs of family as caregiver refers to the environment/habitat, 
financial support, help for nursing techniques, the level of preparedness for the 
caregiver role and educational needs for the caregiving process.

2.3.1 Family social support need

The Oslo Social Assistance Scale (OSS-3) assesses people close to the patient, 
how much they are concerned about home care and who the recipient would ask 
for practical help if needed [18]. Another aspect of the social support refers to 
the financial well-being of the family. In 2006 Prawitz developed the Financial 
Distress/Financial Well-Being (IFDFW) tool which evaluates the perception and 
concerns about family financial status. The low score shows the high level of finan-
cial distress, leading to an increasing deterioration of health [19].

2.3.2 Preparedness of family for the caregiver role

The Preparedness for Caregiving Scale (PCS) described by Archbold, Stewart, 
Greenlick and Harvath, in 1990, is an instrument with eight items that ask family 
caregivers how much they are well prepared for the challenges of caregiving. The 
lower score signifies the poor preparedness for the caregiver role [20].

2.3.3 Family caregiver burden

The caregiver burden is a negative experience perceived by the person involved 
in the long-term home care. The Burden Scale for Family Caregivers (BSFC) is a 
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useful tool, assessing the subjective burden perceived by the caregiver in home care. 
In Romania, GP involved in home care identifies the family caregiver’s burden only 
by a holistic evaluation, without using an instrument for the burden of care assess-
ment. The BSFC instrument started to be used in Romanian primary palliative care 
research. Measuring the burden of home care allows early interventions for family 
caregivers and secondary prevention.

3.  Interventions provided to the family caregivers by the primary 
healthcare professionals

3.1 Psycho-educational interventions

The psycho-educational interventions provided to the family caregivers are 
focused on the preparedness of family for the caregiving role, help for emotional 
reset, encouragement to identify the positive aspects of this experience, promotion 
of self-care, respite care and advising for new problem-solving strategies. There 
are different forms of psycho-educational intervention: individual session face-to-
face, focus groups and e-learning programme with an online professional teacher. 
A useful method is the family meeting, having the following advantages: provides 
training of caregiver for proper nursing technics, facilitates discussions about the 
disease’ prognosis, updates the home care goals and establishes a concordance 
between care goals and the recipient’s desires. In addition, it is a good moment to 
share the patient’s preferences, to reduce stress, anxiety, depression and emotional 
changes in end-of-life care [21]. The principles for conducting family meetings are 
clarifying targets of care, refreshing the knowledge about the disease, anticipating 
future challenges and offering solutions in accordance with the family needs [22].

3.2 Supportive interventions

Social support is defined as the existence or availability of people on whom indi-
viduals or families can rely on difficult times. The support interventions for family 
caregivers include groups or individual sessions, being conducted by professionals. 
Group-based support is the most common form wherein the whole family partici-
pates, including the patient. In this method experiences are shared, leading to posi-
tive changes regarding the personal confidence, acceptance of the family caregiver 
role and adoption of new coping skills [23]. Applying flexible and individualized 
forms of support interventions helps reduce the burden of caregivers and increases 
the knowledge about home care and ability to cope with difficult situations [24].

4. Home care interventions delegated to the family caregivers

4.1 Physical domain

The physical domains of home care such as hygiene of the recipient, proper 
mobilization of the patient in bed, daily chest massage and oral cavity cleaning 
are daily medical manoeuvres which are delegated to the family caregiver by the 
GP. Family caregivers’ education about the treatment is mandatory and implies the 
administration schedule, onset of action, routes of administration and possible 
side effects. The fulfilment of the treatment plan involves the following interven-
tions: (a) medication administration by different routes (oral, rectal, percutaneous, 
enteral or using a nasogastric tube) and (b) monitoring of symptom control by 



Suggestions for Addressing Clinical and Non-Clinical Issues in Palliative Care

6

the family caregivers. Warnings regarding late-release medications, which require 
administration at fixed times, and fast-release medications, which are administered 
when needed, are important. The family caregiver should record in a diary the 
problems they are experiencing, the side effects of the drugs and the presence of 
intestinal transit. Some medical interventions can be assigned to a certain family 
member as long as he/she is well trained and if a safe device is used (e.g. administra-
tion of the medication subcutaneously by a microperfuser) and will be supervised 
by the GP and community nurse.

4.2 Psycho-emotional domain

The psycho-emotional aspect of the home care is burdensome for both the 
recipient and the family caregiver, affecting the formal home care team as well. 
Interventions delegated to the family caregiver imply discussions on pleasant topics, 
keeping in touch with the patient’s friends and creating an enjoyable environment. 
Keeping honesty about the diagnosis, treatment and evolution is a desideratum of 
communication. Solving family conflicts, establishing good relations between its 
members and paying attention to people at risk especially for children will complete 
the care, keeping family members involved in the home care process. Cultural 
values and spiritual beliefs should be respected.

4.3 Social domain

The social support includes financial assistance, emotional support, information, 
companionship and self-esteem support. Inadequate social support and social isolation 
are associated with increased depression [25], cognitive decline, increased pain inten-
sity and increased mortality [26]. The social needs are addressed by the social assis-
tance specialist, and some can be delegated to the patient’s family. The family caregiver 
will create a socially appropriate environment by avoiding isolation and participating 
in social or religious events and walks, depending on the degree of patient dependence.

5. Home care for children

5.1 Introduction

Defining health like a human right, the United Nations Convention of the Right 
on the Child (UNCRC) ratifies the importance of the different aspects of child 
health in all types of care. In 2018 the global under-five mortality rate declines 
worldwide, but 5.3 million of children died under 5 years due the complications of 
prematurity, pneumonia or diarrhoea. The care of health especially on ill children is 
a permanent task for all health system, providers and caregivers. The World Health 
Organization (WHO) guide “Improving the quality of pediatric care -Operational 
guide for facility-based audit and review of pediatric mortality” provides data for 
the improvement, modifies the social, environmental and nutritional risk factors 
and supports healthcare workers by learning their medical practice [27].

5.2 Home care for healthy children

5.2.1 Planned home birth

The prevalence of home birth is variable by country, from 0.4% in Australia to 3.3% 
in New Zeeland, with the highest percentage being in the Netherlands (20%) [28]. 
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Even in countries with no tradition in home birth and a low prevalence of planned 
home birth, mothers show a growing interest for non-medicalization of a natural pro-
cess. Until recently home birth was widespread, with more than half of the pregnant 
women giving birth at home in the 1940s. Due to the significant increase in the number 
of hospital beds and controversies about the safety of home birth and population 
mobility, the prevalence of planned home birth decreased.

The motivations of the women who desire to give birth at home are related to 
concern about the high medical interference (induction of labour with oxytocin, 
peridural anaesthesia and caesarean birth), cultural and religious background, 
unpleasant previous hospital experiences and the wish to give birth in the family 
environment [29, 30].

The main concern about out-of-hospital birth comes from the connection 
between perinatal and neonatal mortalities and the place of childbirth. A meta-
analysis based on 14 studies and ~500,000 planned home birth of low-obstetrical 
risk women demonstrated no statically significant difference regarding perinatal or 
neonatal mortality between low-risk pregnant women who intend to give birth at 
home and those who opt for the hospital. All the studies were performed in well-
resourced countries, and the midwifes were well-integrated in health system.

The study revealed that multiparous low-obstetrical risk women are more 
eligible for home birthing than nulliparous [31].

The safety of home birth is possible in countries with well-integrated healthcare 
programmes, including an educational programme for proper knowledge about 
low-risk pregnancies and specially trained midwifes. The Dutch midwifery care is 
one of the best organized systems. The Dutch midwives provide antenatal care and 
attend home birth. They are trained for the follow-up of low-risk pregnancies and 
are able to recognize and manage some complications. If women become non-
eligible for home birth, they are referred to secondary/tertiary care centres. Their 
Obstetric Manual (Verloskundig Vademecum) stipulates the agreement to be part 
in a complex, collaborative team involved in home birth and the clear stratifications 
of obstetrical risk. The recommendations of the American College of Obstetricians 
and Gynecologists stipulate that foetal malpresentation, multiple gestation or prior 
caesarean delivery are absolute contraindications to planned home birth [32]. The 
optimal candidates for home birth are women who express the option for home 
birth after being counselled on risks, benefits and alternatives. It is considered that 
eligible women for home birth are those who have no pre-existing medical and 
obstetrical conditions, with singleton full-term cephalic foetus having a weight 
appropriate for gestational age, with spontaneous labour and prior vaginal birth. It 
is essential not to overlook that home birth may not be a preference of the pregnant 
woman and can be caused by lack of proper transportation, local maternity facility 
or insurance/financial resources.

5.2.2 Home care for full-term newborn

One of the characteristics of primary paediatric care in most of the countries 
is that home care for a healthy newborn starts after discharge with a follow-up 
medical visit taking place at the family home. The timing of follow-up visits is 
recommended to be done according to the duration of hospitalization, the discharge 
medical data and availability of the family and healthcare provider [33]. It is advis-
able for the healthcare provider to schedule it in such a way as to allow a generous 
amount of time. The durations of the visit must be appropriate to the complexity of 
the content of the follow-up visit.

According to the reproductive-maternal-newborn-and-child-health 
(RMNCH) indicators, alongside a complete physical examination, it is necessary 
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to review some aspect of pregnancy, delivery and period from discharge [34]. 
It is also important to review the screening tests, to promote breastfeeding, to 
enhance the interest and to raise awareness regarding immunization. Involving 
the members of the family (father, grandparents) and observing the communica-
tions in the family allow the primary paediatric provider to coordinate a health 
plan, if needed.

For the newborn and mother, the WHO recommends the use of home-based 
records in order to improve some aspects of care. These include developing 
childcare knowledge, nurturing, involvement of the male in the child home care 
practices and communication between health providers and caregivers. There is not 
enough evidence in favour of a certain type of home-based record, the efficiency 
depending on the specific culturalism of a country [35].

The general practitioners’ activity, especially the one with interest for child’s 
care, is under a permanent challenge due to misinformation from online media. 
One of the most popular topics promoted in many countries by social media is the 
anti-vaccine movement linked to immunization of children and adults.

Social media platforms like Facebook and Instagram have become an important 
source of medical information for patients, caregivers, healthcare providers and 
policy-makers, and they must assume responsibility towards their users. The state-
ment released in September 2019 by WHO Director-General Dr Tedros Adhanom 
Ghebreyesus raises awareness on the importance of social media platforms for 
spreading such information.

The World Health Organization welcomes the commitment by Facebook to ensure 

that users find facts about vaccines across Instagram, Facebook Search, Groups, 

Pages and forums where people seek out information and advice.

Facebook will direct millions of its users to WHO’s accurate and reliable vaccine 

information in several languages, to ensure that vital health messages reach people 

who need them the most [36]

5.2.3 Home care for a healthy preterm baby: neonatal discharge planning

The infants who are born preterm are generally cared for in neonatal intensive 
care units (NICU), and a discharge planning is necessary for a comprehensive 
method. Because of the rate of mortality and morbidity, they are considered new-
borns with high risk after discharge.

Home care for the preterm newborn is coordinated by a complex team of 
caregivers: physician, paediatric primary care provider/family doctor, nurses, 
occupational and/or physical therapists, dieticians, pharmacists, parents and social 
workers. Neonatal discharge planning is developed in four major aspects:

• The complete assessment of the newborn, routine screening and vaccination 
schedule and, if necessary, planning the follow-up for specific conditions

• Readiness assessment by care providers, including parents and family 
environment

• Recognition of risk factors and link of the family with community services for 
support after discharge

• A smooth as possible transition from NICU to primary care and medical home
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Respiratory control, maintaining normal temperature (axillar 36.5–37.5°C and 
rectal temperature 36.6–38°C) in an ambient temperature of 20–22°C, oral feeding 
skills (breast and/or bottle) and an ascendant parallel growth curve are mandatory 
for planning the discharge of the preterm infant.

A complete routine screening must be performed before discharge, and oph-
thalmological, hearing and prematurity anaemia screening must be included in the 
follow-up programme. The schedule of vaccine is planned according to the chrono-
logical age of preterm infant and follows the same schedule of a full-term newborn. 
Before discharge it is mandatory to observe the preterm infants for a minimum period 
of 90–120 minutes while sitting in a car safety seat because of frequent oxygen desatu-
ration and episodes of apnoea, hypotonia or bradycardia. Families/caregivers should 
be trained by hospital staff regarding the proper position in the car safety seat [37, 38].

The parents/primary care providers of preterm infants planned to be discharged 
from NICU must prove competency in daily care regarding breastfeeding/bottle 
feeding, care for the infant’s skin and genitalia and the way the baby is bathed and 
clothed. It is necessary for the parents/caregivers to demonstrate some basic medi-
cal knowledge on the possible signs of illness, like changes in pattern of feeding 
or sleep, significance of dry diapers or modifications of the stool aspect. The 
caregivers must be able to monitor the temperature of preterm baby, evaluate the 
respiratory pattern and skin colour and assess the muscular tonus. It is important to 
educate the parents/caregivers about the safe sleep position for preterm infants as 
they must sleep alone on a plan surface and in a supine position [39]. The readiness 
of parents to care for newborns discharged from NICU should be assessed in order 
to improve the discharge preparation process. A parental and nurse survey demon-
strated that iterative improvements of the discharge preparation process lead to an 
increase in family self-assessment of discharge readiness and in nurse assessment of 
the family’s emotional discharge readiness [40].

5.3 Home care for children with special healthcare needs

5.3.1 Children and youth with special healthcare needs (CYSHCN)

The definition of this category of children has become more comprehensive 
during time, and now it is accepted that CYSHCN are those “who have or are at 
increased risk of developing a chronic physical, developmental, behavioral, or emo-
tional condition and require health and related services of a type or amount beyond 
that usually required by children” [41]. More than a quarter of families have at least 
one child with special healthcare needs. Data from the 2016–2017 National Survey 
of Children’s Health (NSCH) indicate that 18.8% of children <18 years of age in the 
USA have special healthcare needs, with 13.2% of children being medically complex.

In Western Europe non-communicable diseases (NCDs) for children under 15 
represent almost 75% of the total diseases related with disability-adjusted life years 
(DALYs). In the first month of life, complications due to prematurity are the leading 
cause of death and DALYs, the second cause being congenital anomalies, which then 
holds the leading place until the age of 4 years. Some of these causes of death or 
DALYs for children are largely preventable as they are especially due to road injury, 
drug and alcohol use, smoking and poverty [42].

The framework of care for CYSCHN comprises the Standards for Systems of 
Care for Children and Youth with Special Health Care Needs, version 2.0 [43]. 
It is necessary to coordinate all the parts of care, comprising family professional 
partnership, medical home, insurance and financing and early and continuous 
assessment of needs. All these elements have to be culturally and linguistically 
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appropriate for an optimal understanding and acceptance. The primary care pro-
vider and/or paediatric subspecialist evolving in an integrated team of care has to 
encourage the children and their families in self-management of issue of health and 
seeking advice for a good quality of life, healthy behaviors throughout all stages of 
life. Cooperation with the other caregivers involved in the care process must ensure 
an efficient and prompt sharing of information inside the team.

Care mapping for family and professional caregivers is available in some medical 
units, and designing a care map provides a valuable work tool.

Primary and preventive care is similar for CYSCHN and children without special 
needs. The routine healthcare maintenance comprises the vaccinations, routine 
screening and surveillance, assessment of visual and hearing impairment, behaviour 
and mental health problems, maltreatment, neglect and dental care.

An anticipated guidance for CYSCHN and their family should include informa-
tion about the possible complication of disease, the short and long prognostic of 
illness and the manner in which the disease may affect the child’s development, 
behaviour and potential to accomplish daily activities and family life.

The professional caregivers can enlighten children and the family about the pos-
sibility of illness exacerbation or relapse, changes in treatment or future procedures. 
The family of a child with special health needs, especially his siblings, is in risk to 
develop psychosocial functional stress and hence requires surveillance [44].

The partnership between caregivers, patient and his family centred by medical, 
social, developmental, behavioural, educational and financial needs of CYSHCN 
defines the concept of care coordination [45]. The plan of care must consider the 
patient and family health goals, a list of barriers, an inventory of medical supplies, 
home nursing, therapy plans, contact information for all caregivers, feeding plans 
and educational support. Home care services are more frequently provided to 
CYSHCN by the members of family and/or different types of caregivers.

5.3.1.1 Chronic lung and pulmonary vascular diseases

Home care for children with chronic lung disease, pulmonary hypertension with 
or without congenital cardiovascular malformation, metabolic disease, children’s 
interstitial lung disease (ChILD) or haematological disorders has multiple benefits 
for the child and his family. Among them are the improvement of psychological 
aspects of the child’s development, avoiding the family caregivers’ burnout syndrome 
and a lower cost than hospitalization. The need of children with chronic hypoxae-
mia for home oxygen therapy (HOT) may be assessed by pulse oximetry. This is an 
important conclusion of the Clinical Practice Guidelines of the American Thoracic 
Society who strongly recommends HOT for children with cystic fibrosis and severe 
hypoxaemia, bronchopulmonary dysplasia with chronic hypoxaemia and pulmonary 
hypertension without congenital heart disease. HOT is conditionally recommended 
for children who cannot support positive airway pressure therapy for sleep breathing 
disorders with severe nocturnal hypoxaemia. For ChILD complicated with severe 
hypoxaemia, HOT is strongly recommended, while for ChILD with mild chronic 
hypoxaemia, dyspnoea or sleep desaturation, HOT is conditionally recommended. 
The chronic untreated hypoxaemia influences the growth parameters, the neurode-
velopment milestones achievement and the architecture of sleep. Some studies even 
relate hypoxaemia with brief resolved unexplained events (BRUEs) [46].

5.3.1.2 Home care for children with cerebral palsy

Cerebral palsy is defined as a “group of permanent disorders of the develop-
ment of movement and posture that cause activity limitations that are attributed to 
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nonprogressive disturbances that occurred in the developing fetal or infant brain. 
The motor disorders of CP are often accompanied by disturbances of sensation, 
perception, cognition, communication, and behavior and by epilepsy and second-
ary musculoskeletal problems” [47].

In the neonatal period, successive evaluations have to be performed; some 
abnormality in muscle tonus, coordination, reflex and posture must be assessed and 
referred to the neurologist if needed. Primary care providers (physicians, physician 
assistants and nurse practitioners) are expected to develop an interventional plan 
according with the family structure, resources and possible target.

5.3.1.3 Home care for children with congenital heart disease (CHD)

Congenital heart disease is the most common congenital anomaly. Due to 
surgery and advanced palliative therapies, the survival of children with special 
needs has increased. The American Academy of Pediatrics (AAP) and the American 
College of Cardiology (ACCA) reviewed the current literature and provided a 
policy statement whose purpose was to highlight the role of primary care providers 
in the management of patients with CHD and their families during all phases of life.

The role of primary care providers was emphasized by the chronological approach 
of life stages of children with CHD. Parental counselling, support and coordination 
of care cover all stages of life, while prenatal diagnosis, predictive of neonatal need, 
early diagnosis of CHD, nutrition, growth and development, immunizations and 
academic and future career support are specific for specific periods of life.

Some particular requirements are important for the care of child with CHD: 
special immunizations (seasonal respiratory syncytial virus, influenza, vaccination 
for close contacts), nutrition and feeding issues (optimal growth velocity), obesity, 
practicing a sport and transition to adult care (especially for girls: appropriate 
contraception, teenage pregnancy) [48].

5.3.2 Child abuse and neglect

Child abuse and neglect is a complex and hypersensitive issue. Child maltreat-
ment is a public health problem with lifetime health impact for children and their 
families [49]. Child maltreatment is defined by the World Health Organization 
as “all forms of physical and/or emotional ill-treatment, sexual abuse, neglect or 
negligent treatment or commercial or other exploitation, resulting in actual or 
potential harm to the child’s health, survival, development or dignity in the context 
of a relationship of responsibility, trust or power” [50]. Children who have expe-
rienced maltreatment are at greater risk to evidence antisocial conduct, aggressive 
behaviour and substance abuse as a coping mechanism [51]. Chronic stress in early 
childhood alters the function and structure of the developing brain [52], influences 
the immune system function [53] and increases inflammatory markers [54], associ-
ated with physical and mental health disorders [55, 56]. Abuse and neglect of a child 
may take many forms. Physical abuse is an intentional injury caused by a parent or 
a caregiver upon a child. Physical child abuse can lead to serious physical injury, the 
most common form of abuse being bruising, but it can lead to severe fractures or 
even death [57, 58].

Sexual abuse is an exploitation of a child in any sexual manner. It is not 
restrained to physical contact such vaginal, oral or anal sex between an adult and a 
child and may include noncontact abuse, such as exhibitionism, fondling a child’s 
genitals, masturbation in front of the child or forcing him to masturbate, sexual 
harassment by obscene phone calls or text messages and child pornography and 
prostitution [59].
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Child marriage is considered a disguised form of sexual abuse, and it also repre-
sents a violation of children’s rights. The boys are also concerned, but girls remain 
disproportionately affected. Poverty, lack of education, regional customs, tradition 
and religions can be a pressure that leads to child marriage. Child marriage is most 
common in developing countries, but it happens even in developed countries as 
many countries’ laws allow children under 18 to marry upon parental consent or 
public authority. This practice denies children of their right for childhood, educa-
tion or having their own opinion about sexuality and reproduction. Child marriage 
is linked to early pregnancy, health risks like sexually transmitted infections, 
obstetric fistula and maternal mortality.

Emotional abuse is a behaviour model that affects a child’s emotional develop-
ment and his health outcome. It is more challenging than physical or sexual abuse, 
being often difficult to diagnose. Emotional abuse can lead to anxiety, depression, 
low self-esteem, post-traumatic stress disorder and suicidal tendency.

Medical child abuse or factitious disorder imposed on another (previously called 
Munchausen syndrome by proxy) is an unnecessary and a potentially harmful treat-
ment received by a child due to a caregiver seeking medical help for exaggerated 
or made-up symptoms of the child in his or her care [60]. It should be suspected if 
the child has frequent, unexplained health issues and multiple hospital admissions. 
The most common form when a mother induces an illness to her child consists in 
symptoms that usually occur only in her presence and may not be objectivized dur-
ing the medical evaluation [61]. Neglect is very difficult to conceptualize, being an 
omission behaviour, and consists in failure of a parent or a caregiver to address the 
basic needs of a child. It can include physical necessities like food, hygiene, clothing, 
shelter or protection, educational (schooling and education) and medical neglect 
defined as a failure to provide necessary medical, dental or mental healthcare for 
the child [62].

Refusing vaccination can also be considered “medical neglect”.
Child maltreatment provides a significant challenge for medical providers. 

Practitioners have an important role in prevention and recognition of neglect and 
abuse and assessment and treatment of children at risk. Once the condition is sus-
pected, they are obligated to report it. Programmes of prevention and intervention 
aim for early recognition and intervention to protect children’s wellbeing.

The primary approach is addressed to the general population by an anticipatory 
guidance for parents and care providers and by implementing media content and 
school programmes to educate the population about signs and behaviour of child 
abuse and neglect.

The secondary approach is addressed to families if risk factors such as poverty, 
low education, substance abuse, mental health issues, family conflict or violence, 
social isolation, neighbourhood disadvantage and violence are present. The purpose 
of intervention is to encourage positive interaction between parent and children and 
to break down the coercive cycle [63].

Families with abused or neglected children may benefit from a tertiary 
approach. To assess these cases, the multidisciplinary team should consist of 
therapist, social workers, police, general practitioner, paediatrician and teach-
ers. An individual plan best suited to the family needs (e.g. individual therapeu-
tic interventions, home visiting, family behaviour therapy, social integration) 
has to be established. If the intervention fails, foster care system may be consid-
ered. In this case certain challenges need to be acknowledged: managing chal-
lenging behaviour, interacting with biological families and even guiding children 
into adoption.
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5.4  Worldwide tendencies: community health worker (CHW), misinformation, 
and telemedicine in home-based care for children

The community health worker, named as such in the USA and defined as a front-
line public health worker who is a trusted member of the community, is present 
under different names in several European countries [64]. This trusting relation-
ship enables the worker to serve as an intermediary between health/social services 
and the community to facilitate access to services and improve the quality and 
cultural competence of service delivery [65]. Preventive maternal and child health 
(MCH) interventions delivered by CHWs through home visiting have improved 
important maternal and child outcomes. Efforts are targeted towards early prena-
tal care, breastfeeding, reduction of maternal morbidity and perinatal mortality 
and appropriate childhood immunizations. Home visiting interventions lead to a 
decreased incidence of preterm birth and low birthweight [66]. By having a com-
mon language, a similar socioeconomic status and understanding life experiences of 
their clients, CHWs are accepted by vulnerable and disenfranchised groups. Being 
integral contributors in collaborative health-based and community-based teams, 
CHWs improve comprehensive care and contribute to health improvements and 
cost savings [66].

Misinformation has reached an unprecedented level in the digital age. Forums, 
blogs and other alternative news sources facilitate fake news or inaccurate infor-
mation penetration. Health information at every level, from ordinary people to 
researchers and policy-makers, is troubled by misinformation. It can contain false 
narratives and lead to poor decision-making and dangerous behaviours [67].

The Internet is a rapidly evolving territory. Intentionally or unintentionally 
misleading or provocative information may have serious consequences [68].

A research performed on 210 subjects showed, as expected, that people use 
search engines to learn about serious or highly stigmatic conditions, but surpris-
ingly, an important amount of sensitive health information is sought and shared 
via social media [69]. The term telemedicine meaning “healing at a distance” was 
introduced in 1970 [70].

An international Group Consultation on WHO’s Telemedicine Policy adopted the 
following definition for health telematics: “Health telematics is a composite term for 
health-related activities, services and systems, carried out over a distance by means 
of information and communication technologies, for the purpose of global health 
promotion, disease control and healthcare, as well as education, management and 
research for health” [71].

Telemedicine can be synchronous or asynchronous. Synchronous or “real-time” 
care consists in a bidirectional audio-visual videoconferencing between a patient 
and a more or less remote healthcare provider. Asynchronous or “store-and-for-
ward” care comprises the transmission of medical information to a distant provider.

Telemedicine in children may be useful in improving paediatric concussion 
care in remote areas and communities [70]. Although international guidelines 
recommend urgent medical assessment after a concussion [72], a study on 126,654 
children and youth showed that, at best, only one third of youth sought medical 
follow-up and obtained clearance to return to sport activities [73].

In many countries, including Romania, patients living in remote rural areas face 
numerous geographic, socioeconomic and cultural barriers in accessing primary and 
specialized healthcare services. Considering the fact that especially in these areas 
medical assessment and clearance for youth with concussion falls upon primary care 
providers, telemedicine would improve results and ease the pressure of malpractice.
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Telemedicine and telehealth devices can improve and facilitate care in children 
with medical complexity. A single-centre nonblinded randomized clinical trial 
based on tracheostomy status demonstrated that the group utilizing a telehealth 
device obtained better results. Thus, at a device connectivity of 96% of the time and 
image and sound quality acceptable in 98% of visits, hospitalization rate was lower 
in the telehealth group [74].

Improvement of care in children with complex medical conditions has increased 
survival, contributing to a continuously rising percentage of paediatric population 
with chronic healthcare needs. The highest prevalence of children with special 
healthcare needs (19.8%) is estimated to be in the USA [75].

Introduced mainly to reduce the need for urgent care leading to recurrent 
emergency department visits and hospital admissions, synchronous digital health 
technologies are expected to improve parental caregiver outcomes such as quality 
of life, psychological health, satisfaction with care and social support. As expected, 
the majority of the papers on this topic originate from the USA and Australia. The 
explanations lie in the higher economic level but also in the necessity to cover by 
telemedicine remote areas with few inhabitants [76]. Feasibility-related outcomes 
were conducted on haematology/oncology/palliative care populations, autism 
spectrum disorder, asthma or mental health issues and included assessing acute 
clinical issues, providing psychosocial support, facilitating case conferences, 
providing routine care and follow-up, delivering therapy and monitoring progress 
and adherence acceptability [76].

The technical problems encountered were, as expected, both human related and 
technology related.

The programmes were aiming to provide patient care or replace in-person 
assessments. Telemedicine was delivered by a multidisciplinary team or nurses with 
various levels of expertise.

The positive results consisted of decreases in hospitalizations, quicker recovery 
and reductions in unplanned hospitalizations. No significant changes were recorded 
in emergency department visits or hospital admissions and in health-related quality 
of life. Family members reported overall high satisfaction scores with digital health 
interventions, and parents perceived availability of digital health to be “very impor-
tant” in assisting them in managing their child’s condition at home [77]. Some of 
the programmes actively involved families in the development, testing and refine-
ment of the intervention. The results were encouraging, with the development of 
educational materials that were acceptable and useful to parents [76]. An important 
issue in telemedicine is the evaluation of the technologies available to families. A 
response bias may be linked to the gap existing between Caucasian and minority 
populations. Some interventions supplied equipment or internet services to families 
[78]. Technical issues, affecting digital health interventions, consisting mainly in 
disruption in connectivity did not alter overall satisfaction for clinicians, manage-
ment and patients [79]. Even if most of the studies reported a favourable feedback, 
digital health was not always appropriate. Therapists had difficulty engaging with 
younger children with hearing loss during videoconferencing appointments, social 
workers preferred in-person appointments to facilitate a personal connection with 
patients, and some parents considered that face-to-face demonstrations of clini-
cal skills were mandatory for optimal treatment fidelity [70]. Funding is an issue 
affecting digital health because of the restrictions related to reimbursement. Up to 
36% of booked telehealth appointments are not billed by a faulty system [80].

The use of digital health to care for children with medical complexity is a 
modern way to connect patients, some in remote areas, to expert care from health 
professionals while lowering the expenses and avoiding potential harms of the 
hospital-based care system.
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6.  Family caregivers for home care recipients with advanced non-cancer 
diseases

Conditions as congestive heart failure, end-stage renal disease, chronic obstruc-
tive pulmonary disease, liver failure and dementia represent the non-malignant life-
threatening illnesses which require a complex home care. The different trajectories of 
functional decline are useful for the home care providers, helping them to tailor strat-
egies and make a better plan of care. Lunney identified four theoretical trajectories 
of chronic illnesses: sudden death, cancer death or terminal phase, death from organ 
failure and frailty and dementia [81]. In cancer, the clinical status of the patients is 
acceptable until the disease does not respond to the treatment and the rapid decline 
makes easier to predict the terminal stage. In non-oncological chronic diseases, the 
trajectory is different with several deteriorations and improvements of the clinical 
state and a slow decline line. In dementia or general frailty, the illness trajectory has a 
gradual and prolonged decline. The trajectory of renal failure disease may be that of a 
steady decline, with the rate of this decline varying according to the underlying renal 
pathology and other comorbidities [82]. Sometime the issues of caring for patients 
with non-oncological illnesses is more difficult than for patients with cancer because 
the prevalence of symptoms is higher and there is a prolonged trajectory of decline.

Patients with non-oncological illnesses as opposed to patients with cancer are 
older and have many comorbidities and cognitive impairment. The barriers in home 
care assistance for the recipients with non-cancer illnesses include less predictable tra-
jectory, the lack of knowledge regarding the care needs of end-stage period, the low 
use of and late referral to palliative care [83], the possible overwhelm of the palliative 
care services, the necessity of knowledge in different specialties and the necessity of 
training in the areas of symptom control [84], and prognostication in non-malignant 
disease tends to be less accurate than in cancer [85]. These recipients require a mul-
tidisciplinary home care team, because they have a multidimensional area of caring. 
The involvement of the family caregivers is valuable and implies management of 
digestive problems, balance of fluid and food intake, nutritional status and care of 
bedsores. Needs such as: fall risks, self-care capacity, instrumental activities of daily 
living, dementia, fecal and urinary incontinence are difficult to solve [86]. Compared 
with cancer patients, the non-malignant patient’s needs are more complex: moder-
ate and severe neurological issues, psychiatric problems, needs for assistance with 
defecation and bladder function and moderate and severe deterioration of vigilance 
(somnolent and comatose) [87]. A higher proportion of non-cancer patients was dis-
charged and died at home, and the proportion of readmitted patients to the hospital 
was less than for oncological patients [87].

7. Integration of basic palliative care in the Romanian general practice

The majority of the incurable ill patients can be treated within primary care 
health professionals, and 10–15% will be in need of specialist palliative care (PC) 
[88]. Family physicians’ role in primary palliative care and cooperation between 
specialist palliative care services should become stronger. Palliative care has 
expanded since its relevance for non-oncological diseases has been widely acknowl-
edged and integration of PC at an earlier stage in the disease process has been 
shown to be beneficial [89].

The real palliative care extent in primary care is underestimated since the esti-
mates of an average care by family doctor for three to four patients with PC needs 
per quarter do not appropriately reflect care for patients with non-oncological 
conditions [90]. There is a predominance of non-oncological chronic multi-morbid 
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patients such as cardiovascular or pulmonary diseases in need of PC in general 
practice, and these recipients require a valuable involvement of the informal 
caregivers from their families [91]. Despite the widely acknowledged importance of 
family doctors’ engagement in primary PC [92], difficulties and even barriers were 
identified in the delivery of home-based PC in practice in our country as well as in 
the high-developed countries [88].

In a project developed in Romania in 2013–2016 by the Hospice of Hope, Brasov, 
with the financial support from the Swiss contribution to the enlarged European 
Union, barriers and ways to integrate a pilot model of basic palliative care in the 
healthcare system were identified [93]. Hospice of Hope, Brasov, is a Romanian 
non-profit organization, Centre of Excellence in PC for Eastern Europe and Central 
Asia, and one of the seven globally recognized models of palliative care. It develops 
palliative care at national and international levels through information, by improv-
ing the legislation in the field and through educational programmes dedicated to 
professionals, recipients of PC and family as provider of home-based PC.

The impediments in the delivery of primary palliative care refer to:

• Structural barriers (e.g. family physicians and community nurses’ shortage due 
to high emigration rates of junior doctors and nurses and unequal distribution 
of primary care offices in rural versus urban areas)

• Knowledge barriers (e.g. lack of skills and clinical routine in providing PC, 
practical obstacles in palliative training due to distance from the training 
centre and lack of substitute in the medical office)

• Service barriers (e.g. lack of palliative care services for home care in some 
regions of the country, insufficient reimbursement of these services in the 
public healthcare system).

Nationally, approximately 150,000 people with oncological diagnosis and other 
incurable diseases need home-based palliative care every year, but less than 7% of 
them benefit in a timely manner. During the project, the model of basic palliative 
care was tested in 4 pilot counties, on 26 family doctors trained for 6 months to 
provide palliative services to a number of 138 oncological patients treated at home. 
A guide of basic palliative care was developed and offered to the family doctors, 
contributing to the replication of the model in other counties and to the training of 
the community nurses and informal caregivers.

Adopting the model of providing basic palliative care through family doctors can 
increase in the coming years, contributing to the palliative care needs assessment 
after diagnosing the incurable disease, not only in the end of life, and through spe-
cific interventions to increase the quality of life of these recipients in the community.

Basic or primary palliative care includes the following:

• Communicating the diagnosis and reasonable possibilities of treatment at 
home, identifying the treatment goals in agreement with the recipient and 
his/her family, controlling the symptoms of low to medium complexity and 
maintaining the functions and capacity for self-care

• Involving the family caregivers in the home care, in making decisions regard-
ing the treatment, and preferred place of death

• Treatment of symptoms due to chemo- and radiotherapy and their 
complications
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• The burden of care assessment and interventions to protect the health of the 
family caregiver

• Clarification of aspects related to obtaining socioeconomic rights for people 
diagnosed with incurable disease

The family caregivers’ role in the management of spiritual pain caused by feel-
ings of helplessness of life with disease is essential. It needs to be recognized and 
addressed by the primary healthcare professionals, offering psychological and spiri-
tual support and elevating the self-esteem of recipient from the stable stage onwards.

Providing home-based palliative care that maximizes the self-determination 
of patients depending on patient-centred needs and preferences through com-
munication is important. Prioritizing the home care needs may differ depending 
on individual perspectives which make mediation of different opinions through 
open communication between home care multidisciplinary team, recipient and 
family caregiver to be pivotal. With increasing aging population, keeping living 
and functioning the chronically ill on long term with current means of treatment, 
it is anticipated that the proportion of people who should receive PC will increase 
considerably [89, 94, 95]. An intervention package for the primary PC, such as that 
proposed in Germany in a study protocol of a research study of the organizational 
health services with three mixed methods [88], tailored to each country in its 
context of healthcare, should enable primary healthcare professionals to provide 
primary PC to their recipients in accordance with their professional standards that 
address barriers and involve family caregivers in the home care of loved ones.

8.  Future family doctors’ resourcefulness to meet the societal changes 
and the burden of home care in the modern family: academic medicine 
perspective

Due to demographic changes, with increasing number of people in need of care 
and societal changes (decreased family size, more geographically dispersed families, 
erosion of barriers that previously could have kept couples together during difficult 
times, erosion of bonds between family generations, increasing number of people 
living alone), informal care structures are affected by considerable challenges 
[96]. In addition, the increase of urbanization, the rural-urban movement and the 
international migration profoundly affect the family structure and its involvement 
in providing long-term home care and providing a supportive environment.

Family caregivers involved in home care often face the challenge of balancing 
caregiving and job responsibilities. Involving older adults in caring for the elderly 
and children with disabilities and integrating informal caregivers, such as friends and 
neighbours, is valuable and requires strong intergenerational solidarity in the com-
munity. However, in low- and middle-income countries, chronic patients who seek 
support for maintaining independence and quality of life are often faced with a lack of 
health and social services, especially in rural areas, or in-home care with poor quality.

The availability of both in-home services (such as personal care and home 
healthcare) and community services (such as day programmes, congregate meals 
and social centres) enables a growing percentage of older recipients to delay or 
even avoid institutional care [97]. The shortage of formal and qualified caregiv-
ers presents a challenge for the future regarding the structure and organization 
of long-term care for most countries. The increasing number of care-dependent 
people leads to a high economic burden for most healthcare systems [98]. In order 
to support and facilitate family caregivers in their role of nursing, it is important to 
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be carefully coordinated and their burden of care assessed by the comprehensive 
trained primary care health professionals.

Family physicians need a set of specific competences to perform well in inter-
professional teams, and these competences should be achieved by graduating from 
a medical school [99]. Most medical schools have components of communication 
skills in the curriculum, but there are no clear standards for competence in com-
munication skills, and the approach of interprofessional communication in the care 
team is limited. Beyond standardization of communication skills curricula, it is 
also necessary to verify primary care physicians’ proficiency in interpersonal and 
interprofessional skills.

In some residency programmes, residents receive 360-degree evaluations which 
go beyond the typical assessment performed by the supervising attending physi-
cians [100]. Such evaluations help residents better understand how they are viewed 
by those with whom they work and by those for whom they care. Family medicine 
residents’ assessments are requested from the attending physicians and nurses and 
from the patients themselves who complete questionnaires from their perspective 
on the interaction of the resident doctor with the recipient and his family, obtaining 
360-degree feedback from all those who have interacted with the resident functions 
as a valuable teaching tool in family medicine residency programme. Observations 
gained from multiple perspectives are believed to be more valid than individual opin-
ion, and sharing them will likely have a positive effect on the development of physi-
cian trainees in family medicine and his future involvement in home care provision.

Academic medicine seeks to enhance training introducing new curricular 
areas dedicated to the development of interprofessional communication skills and 
resourcefulness in managing difficult circumstances in medical profession [101]. 
Future primary healthcare professionals, especially family doctors, should provide 
more comprehensive home care to their recipients, maintaining their independence 
and offering expected years of life free of disability.

© 2020 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 



19

The Family as Recipient and Provider of Home Care: A Primary Care Perspective
DOI: http://dx.doi.org/10.5772/intechopen.91926

[1] Malpas PJ, Mitchell K. “Doctors 
shouldn’t underestimate the power 
that they have”: NZ doctors on the care 
of the dying patient. The American 
Journal of Hospice & Palliative 
Care. 2017;34(4):301-307. DOI: 
10.1177/1049909115619906

[2] United Nations. World Population 
Aging Highlights. 2020. Available from: 
http://www.un.org/en/development/
desa/population/publications/pdf/
ageing/WPA2017_Highlights.pdf 
[Accessed: 20 January 2020]

[3] Koller D, Schön G, Schäfer I, 
Glaeske G, van den Bussche H, Hansen H. 
Multimorbidity and long-term care 
dependency—A five-year follow-up. 
BMC Geriatrics. 2014;14(1):70. DOI: 
10.1186/1471-2318-14-70

[4] Divo MJ, Martinez CH,  
Mannino DM. Aging and the 
epidemiology of multimorbidity. 
The European Respiratory Journal. 
2014;44(4):1055-1068. DOI: 
10.1183/09031936.00059814

[5] U.S. Department of Health and 
Human Services, and U.S. Department 
of Labor. The Future Supply of Long-
term Care Workers in Relation to the 
Aging Baby Boom Generation: Report 
to Congress. Washington, DC: Office 
of the Assistant Secretary for Planning 
and Evaluation; 2003. Available from: 
https://aspe.hhs.gov/basic-report/
future-supply-long-term-care-workers-
relation-aging-baby-boom-generation 
[Accessed: 15 January 2020]

[6] Lopez AD, Mathers CD, Ezzati M, 
Jamison DT, Murray CJL, editors. Global 
Burden of Disease and Risk Factors. 
Washington, DC: World Bank; 2006. 
Available from: www.dcp2.org/pubs/
GBD [Accessed: 24 January 2008]

[7] Plöthner M, Schmidt K, de Jong L, 
et al. Needs and preferences of informal 

caregivers regarding outpatient care 
for the elderly: A systematic literature 
review. BMC Geriatrics. 2019;19:82. 
DOI: 10.1186/s12877-019-1068-4

[8] Roth DL, Fredman L, Haley WE. 
Informal caregiving and its impact 
on health: A reappraisal from 
population-based studies. Gerontology. 
2015;55(2):309-319. DOI: 10.1093/
geront/gnu177

[9] Better Health While Aging. What 
are Activities of Daily Living (ADLs) & 
Instrumental Activities of Daily Living 
(IADLs)? 2018. Available from: https://
betterhealthwhileaging.net/what-are-
adls-and-iadls/ [Accessed: 20 December 
2019]

[10] Karsch-Völk M, Landendörfer P, 
Linde K, Egermann A, Troeger-Weiß G, 
Schneider A. Medizinische und 
kommunale Herausforderungen 
einer alternden Gesellschaft im 
ländlichen Bereich. Gesundheitswesen. 
2012;74(07):410-415. DOI: 10.1055/ 
s-0031-1286272

[11] Pinquart M, Sörensen S. Spouses, 
adult children, and children-in-law as 
caregivers of older adults: A meta-analytic 
comparison. Psychology and Aging. 
2011;26(1):1-14. DOI: 10.1037/a0021863

[12] Skufca L. Primary Care Providers’ 
Experiences With Family Caregivers. 
Washington, DC: AARP Research; 2019. 
DOI: 10.26419/res.00273.001

[13] NHS England. Transforming 
Primary Care: Safe, Proactive, 
Personalised Care for Those Who 
Need it Most. London: Department of 
Health; 2014. Available from: http://bit.
ly/1fl76ua [Accessed: 19 January 2020]

[14] European Comission. 1 in 5 
Households in Need in the EU Use 
Professional Homecare Services 
[Internet]. 2018. Available from:  

References



Suggestions for Addressing Clinical and Non-Clinical Issues in Palliative Care

20

https://ec.europa.eu/eurostat/web/
products-eurostat-news/-/DDN-
20180228-1?inheritRedirect=true& 
[Accessed: 31 January 2020]

[15] O’Connor KJ, Ammen S. Play 
Therapy Treatment Planning and 
Interventions. The Ecosystem Model 
and Workbook. 2nd ed. Academic Press; 
2013. 336 p. eBook ISBN: 9780080920214

[16] Kim Y, Schulz R. Family caregivers’ 
strain: Comparative analysis of cancer 
caregiving with dementia, diabetes 
and frail elderly caregiving. Journal of 
Aging and Health. 2008;20:483. DOI: 
10.1177/0898264308317533

[17] Hoge RD, Andrews DA, Faulkner P, 
Robinson D. The family relationship 
index: Validity data. Journal of Clinical 
Psychology. 1989;45(6):897-903. DOI: 
10.1002/1097-4679(198911)45:6<897: 
aid-jclp2270450611>3.0.co;2-t

[18] Kocalevent R, Berg L, Beutel ME, 
et al. Social support in the general 
population: Standardization of the Oslo 
social support scale (OSSS-3). BMC 
Psychology. 2018;6:31. DOI: 10.1186/
s40359-018-0249-9

[19] Prawitz A, Garman ET, Sorhaindo B, 
O’Neill B, Kim J, Drentea P. Incharge 
financial distress/financial well-being 
scale: Development, administration, 
and score interpretation. Journal of 
Financial Counseling and Planning. 
2006;17(1). Available from: https://ssrn.
com/abstract=2239338). DOI: 10.1037/
t60365-000

[20] Archbold PG, Stewart BJ, 
Greenlick MR, Harvath T. Mutuality and 
preparedness as predictors of caregiver 
role strain. Research in Nursing and 
Health. 1990;13:375-384. DOI: 10.1002/
nur.4770130605

[21] Lautrette A, Darmon M, 
Megarbane B, et al. A communication 
strategy and brochure for relatives 
of patients dying in the ICU. The 
New England Journal of Medicine. 

2007;356:469-478. DOI: 10.1056/
NEJMoa063446]

[22] Hudson P, Quinn K, O’Hanlon B, 
Aranda S. Family meetings in palliative 
care: Multidisciplinary clinical practice 
guidelines. BMC Palliative Care. 
2008;7:12. DOI: 10.1186/1472-684X-7-12

[23] Chiu M, Wei G, Lee S, 
Choovanichvong S, Wong F. Empowering 
caregivers: Impact analysis of Family 
Link Education Programme (FLEP) 
in Hong Kong, Taipei and Bangkok. 
The International Journal of Social 
Psychiatry. 2013;59(1):28-39. DOI: 
10.1177/0020764011423171

[24] Ewertzon M, Hanson E. Support 
interventions for family members of 
adults with mental illness: A narrative 
literature review. Issues in Mental 
Health Nursing. 2019;40(9):768-780. 
DOI: 10.1080/01612840.2019.1591547

[25] Golden J, Conroy RM, Bruce I, 
Denihan A, Greene E, Kirby M, et al. 
Loneliness, social support networks, 
mood and wellbeing in community-
dwelling elderly. International Journal 
of Geriatric Psychiatry. 2009;24(7):694-
700. DOI: 10.1002/gps.2181

[26] Holt-Lunstad J, Smith TB, 
Layton JB. Social relationships and 
mortality risk: A meta-analytic review. 
PLoS Medicine. 2010;7:e1000316. DOI: 
10.1371/journal.pmed.1000316

[27] World Health Organization. 
Improving the Quality of Paediatric 
Care: An Operational Guide for 
Facility-based Audit and Review of 
Paediatric Mortality [Internet]. 2018. 
Available from: https://www.who.int/
maternal_child_adolescent/documents/
improving-quality-paediatric-care/en 
[Accessed: 20 January 2020]

[28] Zielinski R, Ackerson K, Kane LL. 
Planned home birth: Benefits, risks, and 
opportunities. International Journal of 
Women’s Health. 2015;7:361-377. DOI: 
10.2147/IJWH.S55561



21

The Family as Recipient and Provider of Home Care: A Primary Care Perspective
DOI: http://dx.doi.org/10.5772/intechopen.91926

[29] Lindgren HE, Rådestad IJ, 
Christensson K, Wally-Bystrom K, 
Hildingsson IM. Perceptions of risk and 
risk management among 735 women 
who opted for a home birth. Midwifery. 
2010;26(2):163

[30] Boucher D, Bennett C, McFarlin B, 
Freeze RJ. Staying home to give birth: 
Why women in the United States choose 
home birth. Midwifery Womens Health. 
2009;54(2):119

[31] Hutton EK, Reitsma A, Simioni J, 
Brunton G, Kaufman K. Perinatal or 
neonatal mortality among women who 
intend at the onset of labour to give birth 
at home compared to women of low 
obstetrical risk who intend to give birth in 
hospital: A systematic review and meta-
analyses. EClinicalMedicine. 2019;25: 
59-70. DOI: 10.1016/j.eclinm.2019.07.005

[32] Committee Opinion No 697  
Summary: Planned home birth. 
Obstetrics & Gynecology. 2017;129(4): 
779-780. DOI: 10.1097/AOG.0000000 
000002015

[33] Shakib J, Buchi K, Smith E, 
Korgenski K, Young PC. Timing of initial 
well-child visit and readmissions of 
newborns. Pediatrics. 2015;135(3): 
469-474 [Epub: 2 February 2015]

[34] World Health Organization. State 
of Inequality Reproductive, Maternal, 
Newborn and Child Health [Internet]. 
2015. Available from: https://www.who.
int/docs/default-source/gho-documents/
health-equity/state-of-inequality/state-
of-inequality-reproductive-maternal-
new-born-and-child-health [Accessed: 2 
February 2020]

[35] World Health Organization. WHO 
Recommendations on Home-based 
Records for Maternal, Newborn and 
Child Health [Internet]. 2018. Available 
from: https://www.who.int/maternal_
child_adolescent/documents/home-
based-records-guidelines/ [Accessed: 29 
January 2020]

[36] World Health Organization. 
Vaccine Misinformation: Statement by 
WHO Director-General on Facebook 
and Instagram [Internet]. 2019. 
Available from: https://www.who.int/
news-room/detail/04-09-2019-vaccine-
misinformation-statement-by-who-
director-general-on-facebook-and-
instagram [Accessed: 3 February 2020]

[37] Bull Marilyn J, Engle WA. The 
committee on injury, violence, and 
poison prevention and the committee on 
fetus and newborn. Safe transportation 
of preterm and low birth weight infants 
at hospital discharge. Pediatrics. 
2009;123(5):1424-1429. DOI: 10.1542/
peds.2009-0559

[38] Policy Statement. Safe transportation 
of preterm and low birth weight infants 
at hospital discharge. Pediatrics. 
2009;123(5):1424-1429 [Internet] 
Available from: http://pediatrics.
aappublications.org/content/123/5/1424.
full [Accessed: 6 February 2020]

[39] Task Force on Sudden Infant Death 
Syndrome. SIDS and other sleep-
related infant deaths: Updated 2016 
recommendations for a safe infant 
sleeping environment. Pediatrics. 
2016;138(5):e20162938. DOI: 10.1542/
peds.2016-2938

[40] Gupta M, Pursley DM, Smith VC. 
Preparing for discharge from the 
neonatal intensive care unit. Pediatrics. 
2019;143(6):e20182915. DOI: 10.1542/
peds.2018-2915

[41] Kuo DZ, Turchi RM. UpToDate 
[Internet]. 2020. Available from: https://
www.uptodate.com/contents/children-
and-youth-with-special-health-care-
needs [Accessed: 7 February 2020]

[42] Ingrid W, McKee M, editors. 
European Child Health Services and 
Systems: Lessons Without Borders 
[Internet]. 2013. Available from: 
http://www.euro.who.int/__data/
assets/pdf_file/0003/254928/



Suggestions for Addressing Clinical and Non-Clinical Issues in Palliative Care

22

European-Child-Health-Services-and-
Systems-Lessons-without-borders.pdf 
[Accessed: 7 February 2020]

[43] Lucile Packard Foundation for 
Children’s Health. Standards for Systems 
of Care for Children and Youth with 
Special Health Care Needs, Version 2.0 
[Internet]. 2017. Available from: https://
www.lpfch.org/publication/standards-
systems-care-children-and-youth-
special-health-care-needs [Accessed: 7 
February 2020]

[44] Roberts RM, Ejova A, Giallo R, 
Strohm K, Lillie M, Fuss B. A controlled 
trial of the SibworkS group program for 
siblings of children with special needs. 
Research In Developmental Disabilities. 
2015;43-44:21. [Epub: 4 July 2015]

[45] Council on Children with Disabilities 
and Medical Home Implementation 
Project Advisory Committee. Patient- 
and family-centered care coordination: 
A framework for integrating care for 
children and youth across multiple 
systems. Pediatrics. 2014;133(5):e1451–
e1460. DOI: 10.1542/peds.2014-0318

[46] Hayes D Jr, Wilson KC,  
Krivchenia K, Hawkins SMM, 
Balfour-Lynn IM, Gozal D, et al. Home 
oxygen therapy for children an official 
american thoracic society clinical 
practice guideline. American Journal of 
Respiratory and Critical Care Medicine. 
2019;199(3):e5-e23. DOI: 10.1164/
rccm.201812-2276ST

[47] Rosenbaum P, Paneth N, Leviton A, 
Goldstein M, Bax M, Damiano D, et al. 
A report: The definition and 
classification of cerebral palsy. 
Developmental Medicine and Child 
Neurology. Supplement. 2007;109:8-14

[48] Lantin-Hermoso MR, Berger S, 
Bhatt AB, Julia R, Morrow R, Freed MD, 
et al. The care of children with congenital 
heart disease in their primary medical 
home. Pediatrics. 2017;140(5):e20172607. 
DOI: 10.1542/peds.2017-2607

[49] Middlebrooks JS, Audage NC. The 
Effects of Childhood Stress on Health 
Across the Lifespan. Atlanta, GA: 
Centers for Disease Control and 
Prevention, National Center for 
Injury Prevention and Control; 2008. 
[Internet] Available from: http://stacks.
cdc.gov/view/cdc/6978 [Accessed: 7 
February 2020]

[50] Krug EG, Dahlberg Linda L, 
Mercy JA, Zwi AB, Lozano R. editors. 
World Report on Violence and Health. 
Geneva. [Internet]. 2002. 331p. 
Available from: https://www.who.int/
violence_injury_ prevention/violence/
world_report/en/ [Accessed: 7 February 
2020]

[51] Leeb RT, Paulozzi L, Melanson C, 
Simon T, Arias I. Child Maltreatment 
Surveillance: Uniform Definitions 
for Public Health and Recommended 
Data Elements, Version 1.0. Atlanta, 
GA: Centers for Disease Control 
and Prevention, National Center for 
Injury Prevention and Control; 2008. 
[Internet] Available from: www.
cdc.gov/violenceprevention/pdf/
CM_Surveillance-a.pdf [Accessed: 6 
February 2020]

[52] Shonkoff JP, Garner AS. The 
lifelong effects of early childhood 
adversity and toxic stress. Pediatrics. 
2012;129:e232-e246

[53] Bierhaus A, Wolf J, Andrassy M,  
Rohleder N, Humpert PM, Petrov D,  
et al. A mechanism converting 
psychosocial stress into mononuclear 
cell activation. Proceedings of the 
National Academy of Sciences 
of the United States of America. 
2003;100(4):1920-1925. pmid: 12578963

[54] Poulton R, Caspi A, Milne BJ, 
Thomson WM, Taylor A, Seras MR, et al. 
Association between children’s experience 
of socioeconomic disadvantage and 
adult health: A life-course study. Lancet. 
2002;360(9346):1640-1645. pmid: 
12457787



23

The Family as Recipient and Provider of Home Care: A Primary Care Perspective
DOI: http://dx.doi.org/10.5772/intechopen.91926

[55] Michopoulos V, Powers A, 
Gillespie CF, Ressler KJ, Jovanovic T. 
Inflammation in fear- and anxiety-
based disorders: PTSD, GAD, and 
beyond. Neuropsychopharmacology. 
2017;42:254-270

[56] Muneer A. Bipolar disorder: Role 
of inflammation and the development 
of disease biomarkers. Psychiatry 
Investigation. 2016;13:18-33

[57] Hoehn EF, Wilson PM, Riney LC,  
Ngo V, Bennett B, Duma E. 
Identification and evaluation of physical 
abuse in children. Pediatric Annals. 
2018;47(3):e97-e101. DOI: 
10.3928/19382359-20180227-01

[58] Leventhal JM, Thomas SA, 
Rosenfield NS, Markowitz RI. Fractures 
in young children: Distinguishing child 
abuse from unintentional injuries. 
American Journal of Diseases of 
Children. 1993;147:87-92

[59] Beitchman JH, Zucker KJ, Hood JE,  
daCosta GA, Akman D. A review 
of the short-term effects of child 
sexual abuse. Child Abuse and 
Neglect. 1991;15(4):537-556. DOI: 
10.1016/0145-2134(91)90038-F

[60] Meadow R. Munchausen syndrome 
by proxy the hinter-land of child abuse. 
Lancet. 1977;310(2):343-345. DOI: 
10.1016/S0140-6736(77)91497-0

[61] Flaherty EG, MacMillan HL, 
American Academy of Pediatrics 
Committee on Child Abuse and Neglect. 
Caregiver-fabricated illness in a child: 
A manifestation of child maltreatment. 
Pediatrics. 2013;132:590-597

[62] Schilling S, Christian CW. Child 
physical abuse and neglect. Child and 
Adolescent Psychiatric Clinics of North 
America. 2014;23(2):309-319. DOI: 
10.1016/j.chc.2014.01.001

[63] Lunkenheimer E, Lichtwarck-
Aschoff A, Hollenstein T, Kemp CJ, 

Granic I. Breaking down the coercive 
cycle: How parent and child risk factors 
influence real-time variability in 
parental responses to child misbehavior. 
Parenting. 2016;16(4):237-256. DOI: 
10.1080/15295192.2016.1184925

[64] Roman G, Rodica G, 
Angela-Mariana E, Andrada-Viorica P. 
Determinanti ai calitatii vietii 
pacientilor de etnie roma din prespectiva 
mediatorilor sanitari (Determinants of 
the quality of life of roma patients from 
the perspective of health mediators). 
Quality of Life/Calitatea Vietii. 
2012;23(3):209-238

[65] APHA. Community Health Workers. 
2019. Available from: https://www.
apha.org/apha-communities/member-
sections/community-healthworkers 
[Accessed: 29 January 2020]

[66] Sabo S, Butler M, McCue K,  
Wightman P, Pilling V, Celaya M. 
Rumann Sara Evaluation protocol 
to assess maternal and child health 
outcomes using administrative data: 
A community health worker home 
visiting programme. BMJ Open. 
2019;9:e031780. DOI: 10.1136/
bmjopen-2019-031780

[67] Introne J, Gokce Yildirim I, 
Iandoli L, DeCook J, Elzeini S. How 
people weave online information into 
pseudoknowledge. Social Media + 
Society. 2018;4(3):205630511878563. 
DOI: 10.1177/2056305118785639

[68] http://reports.weforum.org/global-
risks-2013/risk-case-1/digital-wildfires-
in-a-hyperconnected-world/ [Accessed: 
2 February 2020]

[69] De Choudhury M, Morris M, 
White R. Seeking and sharing health 
information online: Comparing search 
engines and social media. In: CHI 
‘14: Proceedings of the Conference 
on Human Factors in Computing 
Systems. 2014. pp. 1365-1376. DOI: 
10.1145/2556288.2557214



Suggestions for Addressing Clinical and Non-Clinical Issues in Palliative Care

24

[70] Ellis MJ, Russell K. The potential 
of telemedicine to improve pediatric 
concussion care in rural and remote 
communities in Canada. Frontiers 
in Neurology. 2019;29100:840. DOI: 
10.3389/fneur.2019.00840

[71] WHO. A Health Telematics Policy 
in support of WHO’s Health-For-All 
strategy for Global Health Development: 
Report of the WHO Group Consultation 
on Health Telematics, 11-16 December, 
Geneva, 1997. Geneva: World Health 
Organization; 1998. Available 
from: https://apps.who.int/iris/
handle/10665/63857 [Accessed: 4 
February 2020]

[72] McCrory P, Meeuwisse W, 
Dvorak J, Aubry M, Bailes J, Broglio S, 
et al. Consensus statement on concussion 
in sport-the 5(th) international 
conference on concussion in sport held 
in Berlin, October 2016. British Journal 
of Sports Medicine. 2017;51:838-847. 
DOI: 10.1136/bjsports-2017-097699

[73] Fridman L, Scolnik M,  
Macpherson A, Rothman L, 
Guttmann A, Grool AM, et al. Annual 
trends in follow-up visits for pediatric 
concussion in emergency departments 
and physicians’ offices. Journal of 
Pediatrics. 2018;192:184-188. DOI: 
10.1016/j.jpeds.2017.09.018

[74] Notario PM, Gentile E, Amidon M, 
Angst D, Lefaiver C, Webster K. Home-
based telemedicine for children with 
medical complexity. Telemedicine 
Journal and E-Health. 2019;25(11):1123-
1132. DOI: 10.1089/tmj.2018.0186. 
[Epub: 30 January 2019]

[75] U.S. Department of Health and 
Human Services, Health Resources 
and Services Administration (HRSA), 
Maternal and Child Health Bureau 
(MCHB). Who Are Children with 
Special Health Care Needs? Available 
from: https://www.childhealthdata.org/
docs/drc/whoarecshcn_09-10-21-13-
final.pdf [Accessed: 1 February 2020]

[76] Bird M, Li L, Ouellette C,  
Hopkins K, McGillion MH. Carter N,  
Use of synchronous digital health 
technologies for the care of children 
with special health care needs and 
their families: Scoping review. 
JMIR Pediatrics and Parenting. 
2019;2(2):e15106. DOI: 10.2196/15106

[77] Cady RG, Kelly AM, Finkelstein SM, 
Looman WS, Garwick AW. Attributes 
of advanced practice registered nurse 
care coordination for children with 
medical complexity. Journal of Pediatric 
Health Care. 2014;28(4):305-312. DOI: 
10.1016/j.pedhc.2013.06.005

[78] Looman WS, Hullsiek RL, Pryor L, 
Mathiason MA, Finkelstein SM. Health-
related quality of life outcomes of a 
telehealth care coordination intervention 
for children with medical complexity: A 
randomized controlled trial. Journal of 
Pediatric Health Care. 2018;32(1):63-75. 
DOI: 10.1016/j.pedhc.2017.07.007

[79] Katalinic O, Young A, Doolan D. 
Case study: The interact home telehealth 
project. Journal of Telemedicine and 
Telecare. 2013;19(7):418-424. DOI: 
10.1177/1357633x13506513

[80] Jury SC, Walker AM, Kornberg AJ. 
The introduction of web-based video-
consultation in a paediatric acute care 
setting. Journal of Telemedicine and 
Telecare. 2013;19(7):383-387. DOI: 
10.1177/1357633x13506530

[81] Lunney JR, Lynn J, Foley DJ, 
Lipson S, Guralnik JM. Patterns of func-
tional decline at the end of life. Journal 
of the American Medical Association. 
2003;289(18):2387-2392. DOI: 10.1001/
jama.289.18.2387

[82] Murtagh FEM, Preston M, 
Higginson I. Patterns of dying: Palliative 
care for non-malignant disease. Clinical 
Medicine. 2004;4(1):39-44. DOI: 
10.7861/clinmedicine.4-1-39

[83] Chen M-L. Inequity of palliative care 
for non-cancer patients. The Journal of 



25

The Family as Recipient and Provider of Home Care: A Primary Care Perspective
DOI: http://dx.doi.org/10.5772/intechopen.91926

Nursing Research. 2019;27(2):1-2. DOI: 
10.1097/JNR.0000000000000324

[84] Traue DC, Ross JR. Palliative care 
in non-malignant diseases. Journal 
of the Royal Society of Medicine. 
2005;98:503-506

[85] Fox JM. Doubts about a  
particularly high nephrotoxicity of 
combination analgesics. Nephrology, 
Dialysis, Transplantation. 
1999;14:2966-2968

[86] Lee J, Park Y, Lim K, Lee A, Lee H, 
Lee JE. Care needs of patients at the end 
of life with a non-cancer diagnosis who 
live at home. The Journal of Nursing 
Research. 2019;27(2):e10. DOI: 10.1097/
jnr.0000000000000277

[87] Stiel S, Heckel M, Seifert A, 
Frauendorf T, Hanke RM, Ostgathe C. 
Comparison of terminally ill cancer- 
vs. non-cancer patients in specialized 
palliative homecare in Germany—A 
single service analysis. BMC Palliative 
Care. 2015;14:34. DOI: 10.1186/
s12904-015-0033

[88] Ewertowski H, Tetzlaff F, Stiel S,  
Schneider N, Jünger S. Primary palliative 
care in general practice—Study protocol 
of a three-stage mixed-methods 
organizational health services research 
study. BMC Palliative Care. 2018;17:21. 
DOI: 10.1186/s12904-018-0276-6

[89] Gott M, Seymour J, Ingleton C, 
Gardiner C, Bellamy G. ‘That’s part 
of everybody’s job’: The perspectives 
of health care staff in England and 
New Zealand on the meaning and 
remit of palliative care. Palliative 
Medicine. 2012;26(3):232-241. DOI: 
10.1177/0269216311408993

[90] Kratel U. Fortschritte in 
der ambulanten Palliative Care-
Versorgung in Deutschland—Eine 
Bestandsaufnahme. Deutsche Zeitschrift 
für Onkologie. 2014;46(01):8-15. DOI: 
10.1055/s-0033-1357616

[91] Gagyor I, Luthke A, Jansky M, 
Chenot JF. End of life care in general 
practice: Results of an observational 
survey with general practitioners. 
Schmerz. 2013;27(3):289-295. DOI: 
10.1007/s00482-013-1324-z

[92] Thomas K, Free A. The gold 
standards framework is pivotal to 
palliative care. Guidelines in Practice. 
2006;9:29-39

[93] http://www.studiipaliative.ro/
proiecte/abordare-paliativa-prin-
medicii-de-familie-srcp/ [Accessed: 20 
Januaery 2020]

[94] Sepulveda C, Marlin A, 
Yoshida T, Ullrich A. Palliative care: 
The World Health Organization’s 
global perspective. Journal of 
Pain and Symptom Management. 
2002;24(2):91-96. DOI: 10.1016/
S0885-3924(02)00440-2

[95] Strukturen und regionale 
Unterschiede in der Hospiz-und 
Palliativversorgung [Internet]. 
Bertelsmann-Stiftung. 2015. Available 
from: https://www.bertelsmannstiftung.
de/fileadmin/files/BSt/Publikationen/
GrauePublikationen/Studie_VV__FCG_
Versorgungsstrukturen-palliativ.pdf

[96] Plöthner M, Schmidt K, de Jong L, 
et al. Needs and preferences of informal 
caregivers regarding outpatient care 
for the elderly: A systematic literature 
review. BMC Geriatrics. 2019;19: 
Article number: 82. DOI: 10.1186/
s12877-019-1068-4

[97] Hokenstad MC. Older persons in a 
changing society: Report to the United 
Nations Department of Economic and 
Social Affairs Division for Social Policy 
and Development. 2006. www.un.org 
[Accessed: 15 February 2020]

[98] Kok L, Berden C, Sadiraj K. Costs 
and benefits of home care for the elderly 
versus residential care: A comparison 
using propensity scores. The European 



Suggestions for Addressing Clinical and Non-Clinical Issues in Palliative Care

26

Journal of Health Economics. 
2015;16(2):119-131. DOI: 10.1007/
s10198-013-0557-1

[99] Prediger S, Fürstenberg S, 
Berberat PO, et al. Interprofessional 
assessment of medical students’ 
competences with an instrument 
suitable for physicians and nurses. BMC 
Medical Education. 2019;19:46. DOI: 
10.1186/s12909-019-1473-6

[100] Oktay C, Senol Y, Rinnert S, 
Cete Y. Utility of 360-degree assessment 
of residents in a Turkish academic 
emergency medicine residency 
program. Turkish Journal of Emergency 
Medicine. 2019;17(1):12-15. DOI: 
10.1016/j.tjem.2016.09.007

[101] Florea M. Work-family balance 
within the medical profession: An 
exploratory study. Letter to the editor. 
Acta Médica Portuguesa. 2020;33(2): 
150-153. DOI: 10.20344/amp.13213


