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Abstrakt

Predkladand dizertacni prace se zabyva tématem termindlnich hospitalizaci obyvatel
pobytovych socidlnich sluzeb pro seniory a vznikla v rdmci doktorského studia Socialni
prace na Fakult¢ humanitnich studii Univerzity Karlovy. Cilem price je porozumét
faktoram, které vedou krozhodnuti o termindlni hospitalizaci obyvatel pobytovych
socidlnich sluzeb pro seniory. Jedna se tedy o vyzkumny design zejména deskriptivni

povahy, v mens$i mife explorativni.

Prace sestava z odbornych ¢lankt, z nichz tfi jiz byly publikovany v odbornych periodicich,
¢tvrty je v momentu odevzdani prace v recenznim tizeni. Prvni ¢lanek je fizenou analyzou
dokumentii. Zaméfuje se na analyzy zdravotnich politik, které zmifluji péci o seniory,
sleduje, jak se objevuji prvky paliativni péce, respektive péfe v zavéru zivota v 13
nejrychleji starnoucich populacich. Tvofii vhled do systému, ve kterém se déji 1 termindlni
hospitalizace. Nasledujici dva clanky se vénuji termindlnim hospitalizacim obyvatel
domovli. Druhd studie je kvalitativni, Cclanek shrnuje vystupy analyzy 27
polostrukturovanych rozhovort vedenych se vSeobecnymi sestrami, socialnimi pracovniky
pobytovych socidlnich sluzeb pro seniory a praktickymi Iékari, ktefi své pacienty meli
v pobytovych sluzbach. Tteti ¢lanek (v recenznim fizeni) se zaméiuje na analyzu faktort
souvisejicich s mistem Umrti klientii v nemocnici ¢i pobytové sluzbé. ZavéreCny ctvrty
Clanek je integrativnim piehledem literatury vénujicim se planovani péce v pobytovych
socialnich sluzbach pro seniory, tedy klicovému procesu, ktery umoznuje predchazet
hospitalizacim klient pobytovych socidlnich sluzeb pro seniory. V diskusni ¢asti dizertacni
prace predkladd mozné intervence ke sniZeni terminalnich hospitalizaci v Ceské republice,

v zavéru pak nabizi mozné dalsi sméry vyzkumu.
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Abstract

This dissertation deals with the topic of terminal hospitalizations of residents of nursing
homes for older adults and was written within the framework of the doctoral study of Social
Work at the Faculty of Humanities, Charles University. The aim of the thesis is to understand
the factors that lead to terminal hospitalization of residents of nursing homes for older adults.

The research design is mainly descriptive in nature and exploratory to a lesser extent.

The thesis consists of peer-reviewed articles, three of which have been published in peer-
reviewed journals, and a fourth is currently under review. The first article is a directed
documentary analysis. It focuses on analyses of a public policy document for older adults,
tracking how elements of palliative or end-of-life care are emerging in those documents in
the 13 most rapidly aging populations. It provides insight into the system in which terminal
hospitalizations are happening. The next two articles focus on terminal hospitalizations of
nursing home residents. The second study is qualitative; the article summarizes the findings
of an analysis of 27 semi-structured interviews conducted with general nurses, social
workers in nursing homes and general practitioners who had their patients in nursing homes.
The third article (under review) focuses on the analysis of factors associated with the place
of death of residents in hospital or in nursing home. The fourth and final article is an
integrative review of the literature on advance care planning in nursing homes for older
adults, a key process for preventing hospitalizations of nursing home residents. In the
discussion section, the dissertation presents possible interventions to reduce terminal
hospitalizations of nursing home residents in the Czech Republic, and concludes with

possible future research directions.
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1. Uvod

Nez pristoupime k piedstaveni tématu dizertacni prace, dovolte mi sdilet osobni motivaci
pro vyzkum tématu. V Domové Sue Ryder, domové pro seniory, jsme s implementaci
paliativni péce zacinali v roce 2014. Potieba feSit poskytovani paliativni péce v nasem
domové vzesla z potfeb klientil, respektive zaméstnancti, ktefi chtéli seniora dochovat
v misté¢ pobytové sluzby. Nejprve jsme cil napliiovali ve spoluprdci s mobilnim
hospicem Cesta domtl, pozd&ji 1 samostatné. Mou ulohou bylo sbirat data (informace,
potieby, podnéty aj.) k podpofe védomého poskytovani paliativni péce v domove, a to
takovym zplsobem, ktery umozni sdileni zkuSenosti 1 pfeddvani know-how dalSim
organizacim. Analyzovat ziskana data, ptfeddvat je vedoucim i multidisciplinarnimu tymu,
aby se mohli rozhodnout o dalSim postupu. Jak v ptipadé pfimého poskytovani, tak
v nastavovani organiza¢nich postupli. Pomérné zédhy jsme se dostali do faze paliativniho
nadSeni — paliativni pé€i jsme vnimali jako iZasnou véc, které se musi za kazdou cenu dostat
kazdému klientovi. Kazdy klient mé zemfiit v domové. Umrti béhem hospitalizace bylo
vnimano negativné. Pochopitelné toto nastaveni s sebou piinaselo znacné tézkosti. Tym
v fad¢ pripadi piekraCoval své hranice, emocné se vydaval i celkové vycCerpaval. Od
moudrych kolegl, zejména zdravotnikli, zaCalo zaznivat, Ze poskytovani paliativni péce
v domove musi mit své hranice. Pti hledani toho, co to znamend poskytovani paliativni péce
v domov¢ a kde ony hranice jsou, v multidisciplinarnim tymu postupné¢ rostla tenze. Pro m¢e
osobn¢ byly termindlni hospitalizace velkym zdrojem frustrace, vnimala jsem, Ze jsme
nedokazali naplnit to, co si n€ktefi klienti prali, totiz zemiit v domove. Soucasné jsem citila,
ze mi v tom vSem unika klid pramenici z porozuméni. Proto jsem se rozhodla, tfi roky po
prvnich klientech, ktefi v paliativni pé¢i u nds v domové¢ zemfteli, se tématu terminéalnich
hospitalizaci vénovat vyzkumné, abych lépe porozuméla souvislostem, které k nim vedou a

mohla odborné komunité a ve vysledku 1 klientim a jejich blizkym nabidnout podnéty pro



lepsi péci v zavéru zivota, reflektujici preference a hodnoty, o kterych mluvi. Vyzkum i

reflexe zkuSenosti zménily, jak na paliativni péci i termindlni hospitalizace nahlizim.

Ceska i evropska spole¢nost demograficky starne (Eurostat, 2023). Do roku 2100 se znasobi
pocet osob starSich 65 let, soucasné se zvysi pocet osob, které budou pottebovat péci
pobytovych zatizeni (Reich et al., 2013). Z dostupnych statistik CSU (2019) a UZIS (2020)
1ze ziskat ptibliznou predstavu o poctech zemielych v pobytovych socidlnich sluzbach pro
seniory (ddle jen domovy). Roku 2019 zemielo v Ceské republice 112 362 osob. 16 738, tj.
14,9 % z celkového poctu zemielych, zemielo jako klienti domovi pro seniory a domovi se
zvlastnim rezimem (jednd se o 1/3 klientd téchto sluzeb). Ptiblizné 55 % ze zemielych
klienth domovl zemielo v misté pobytové socialni sluzby, 45 % pak nejpravdépodobnéji ve
zdravotnickém zatizeni, ptipadné pii pfevozu do néj. Absolutni podil zemielych obyvatel
domovii na celkovém podtu zemielych meziroéné roste (viz statistiky UZIS a CSU
z ptedchozich let). S demografickym starnutim populace je pravdépodobné, ze tento trend

poroste (Eurostat, 2023).

V pobytovych socidlnich sluzbach ziji velmi Casto seniofi se syndromem geriatrické
kiehkosti, v Case zpravidla s nartstajici celkovou potiebou péce, vCetné¢ péfe zdravotni.
Dochazi k situacim, kdy je tieba zvazovat hospitalizaci seniora. Hospitalizace mohou byt
piinosem, ale i nepfiméfenou zatézi, ktera mize vést k celkovému zhorSeni stavu zdravi
(Grabowski et al., 2007), ptipadné smrti (Lemoyne et al., 2019). Maji dopad pro subjektivni
vnimani kvality zivota (Waird, 2016) i vnimani kvality péce blizkymi 1 dal§imi ucastniky
péce (Green et al., 2015), a to 1 vjeho zavéru. I proto se hospitalizacemi, pii1 kterych
obyvatel pobytové socialni sluzby pro seniory zemiel, dizertacni prace zabyva. Role socialni
prace je zde klicova, protoze pravé socialni pracovnici jsou privodcem klienta a jeho
blizkych na kiizovatkach socidlniho a zdravotniho systému. V téchto chvilich si ¢lovék musi
zvolit, jaké sluzby chce nebo nechce vyuzivat, pfiCemzZ je Casto zahlcen informacemi,
emocemi a socialni pracovnik je ten, kdo mize pomoci tomu, aby rozhodnuti ¢lovéka co

nejvice korespondovalo s jeho potiebami a pfanimi.

9



Cilem priace je porozumét faktorim, které vedou k rozhodnuti o terminalni

hospitalizaci obyvatel pobytovych socialnich sluZeb pro seniory.

Hlavni vyzkumnou otazkou pak: Jaké faktory se podili na rozhodnuti o hospitalizaci

obyvatel pobytovych socidlnich sluZeb pro seniory v Ceské republice?

Termindlni hospitalizaci v této dizertacni praci mame na mysli takovou, pfi které senior
zemiel. V dizertacni praci pouzivame pro seniory, ktetfi maji smlouvu s domovem pro
seniory ¢i domovem se zvlaStnim rezimem zdmeéné terminy klient, obyvatel. Vychazime
z termind, které jsou standardné v komunikaci 1 dokumentech uzivané v oblasti socidlnich
sluzeb, zejména téch pobytovych. Domovy pro seniory a domovy se zvlas$tnim rezimem
v textu souhrnné oznacujeme jako pobytové socidlni sluzby pro seniory, kviili délce pojmu

nékdy zaméné uzivame terminu domovy.

Piedkladana dizertadni prace sestava z osmi kapitol. Uvodni kapitola dava kontext tématu
dizertaéni prace — terminalnim hospitalizacim. Vénuje se teoriim socidlni prace, které se
odrazi ve formulaci vyzkumné otazky, ve zvolenych otdzkach i interpretaénim ramci
dizertace. Kontextové se zminuje o pobytovych socidlnich sluzbach pro seniory a ¢eském
systému zdravotnich a socidlnich sluzeb, dale o paliativni péci, kterd je s tématem
terminalnich hospitalizaci 1 zivota a umirani v pobytovych sluzbach neodd¢litelné spjata.
Nakonec pojednava i1 hlavni témata, které jsou v terminalnich hospitalizacich v zahrani¢ni
literatuie feSena. Nasledujici Ctyfti kapitoly jsou souborem ¢lanki, z nichz tfi jiz byly vydany,
ctvrty je aktudln€ v recenznim fizeni. Jsou fazeny od obecného — systémového — ke
konkrétnimu — praxi planovani budouci péce v pobytovych socialnich sluzbach pro seniory.
Spoluautofi ¢lankt souhlasili s jejich zafazenim do dizertacni prace.

Prvni c¢lanek, jehoz je autorka dizertace spoluautorkou, je fizend analyza dokument
vetejnych politik vydand v casopise Palliative Medicine (oficidlni multidisciplinarni
védecky casopis Evropské asociace paliativni péce, IF 4,4). Sleduje, jak se téma péce

v zaveru zivota, resp. prvkil paliativni péce, objevuje ¢i neobjevuje v obecnych dokumentech
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narodnich i regionalnich, které pojednavaji zdravotni péci o seniory v 13 zemich
s nejrychleji starnouci populaci. S ostatnimi autory vyslovujeme tezi, ze pro dostupnost
paliativni péce pro seniory je nezbytné, aby téma bylo v téchto dokumentech reflektovéno,

coz vytvaii nezbytny legislativni a profesni rimec pro rozvoj péce v této oblasti.

Druhy a treti ¢lanek (kapitoly €. 3 a 4) exploruji téma faktori podilejicich se na terminalnich
hospitalizacich. V poradi druhy ¢lanek (kapitola ¢. 3) predklada vysledky kvalitativni studie
z 27 rozhovort se v§eobecnymi sestrami, socidlnimi pracovniky a praktickymi l€kafi, jejichz
pacienti zili v pobytovych socialnich sluzbach pro seniory a byl publikovany v Casopise
Journal of Gerontological Social Work (IF 3,2). Rozhovory byly analyzovany metodou
reflexivni tematické analyzy dle Braunové, Clarkové (2006). Provedena analyza odpovida
na otazku, jaké faktory se podili na rozhodnuti o hospitalizaci obyvatel pobytovych
socidlnich sluzeb pro seniory. V analyze bylo vytvofeno Sest témat sdruzujicich
identifikované faktory; tyto jsou zurovni mezo a mikro praxe organizaci, respektive
klientského ptirozené¢ho systému. Identifikované faktory byly vyuzity v navazujici studii
(kapitola €. 4), ¢lanek z ni je aktudlné (prosinec 2023) v recenznim fizeni v asopise Journal
of Gerontological Social Work. Studie se zaméftila na analyzu faktora souvisejicich s mistem
umrti klienth v nemocnici ¢i v pobytové sluzbé. Kromé faktort identifikovanych
v pfedchazejici studii byly zatazeny na zakladé studia literatury dal$i organizacni faktory a
provozné-technické znaky organizaci. Do studie se zapojilo 36 pobytovych socidlnich sluzeb
pro seniory, které poskytly data o 227 obyvatelich téchto sluzeb zemielych mezi Cervnem a
srpnem 2021. Na datech byla provedena deskriptivni analyza, analyza chi-kvadrat (X?),
Principal Component Analysis a binarni logistickd regrese s cilem identifikovat
nejvyznamnéjsi faktory ovliviiujici tmrti obyvatel mimo domov. Mezi t€mito faktory mimo
jiné vynika dilezitost znalosti pfani a preferenci ohledné péce v zavéru zivota a schopnost
personalu vést rozhovor o cilech péce s blizkymi s navazujici dohodou, jak postupovat

v zavéru Zivota obyvatele.
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Posledni ¢lanek byl vydan v ¢asopise Socidlni prace/Socialna praca. Jedna se o integrativni
prehled mezindrodni literatury zabyvajici se planovanim péce v pobytovych socidlnich
sluzbach pro seniory — ¢lanek v praxi vyuzitelnou formou odpovidd na nejcastéjsi témata
objevujici se v diskuzich ohledné implementace planovani péce v zavéru zivota a dopliuje

ostatni vysledky predkladané dizertacni prace souhrnnym doporuc¢enim pro praxi.

Zaveérecné tii kapitoly dizertacni prace diskutuji vysledky provedenych studii za pomoci
reSerSe zahraniCni literatury, ukazuji limity dizertacni préace, nastiniuji moznosti dal$iho
vyzkumu a kone¢né shrnuji hlavni vysledky badani v kontextu zvolenych cili dizertacni

prace.

1.1 Systémové a humanistické teorie jako vychodisko zkoumani

terminalnich hospitalizaci

International Federation of Social Workers (2014) definuje socidlni praci jako: ,,Profesi
zaloZenou na praxi a soucasné 1 akademickou disciplinu, kterd podporuje socidlni zmény a
rozvoj, socialni soudrznost a posilovani a osvobozovani lidi. Jejimi Gstfednimi principy jsou
socialni spravedlnost, lidska prava, kolektivni odpovédnost a respekt k rozmanitosti.
Socialni préace je zaloZena na teoriich socialni prace, spoleCenskych véd, humanitnich véd a
na z téchto teorii vychazejicich znalostech, zapojuje lidi a struktury do feSeni Zivotnich
vyzev a do zvySovani blahobytu. VySe uvedend definice mize byt rozsifena na narodni
a/nebo regiondlni uroven.” (vlastni preklad). Payne (2021) uvadi, ze vySe uvedena definice
v sob¢ obsahuje 3 hlavni cile socialni prace, se kterymi se poji rizné politické nahledy, jak
by mélo byt realizovano socialni zabezpeceni. Dle mista ptisobeni socialniho pracovnika (ve
smyslu cilové skupiny, instituci, sluzby) plni socialni pracovnik rtzné cile. K tomu si
védome ¢i nevédome vybiraji takové teorie, které jim pomohou cilti doséhnout. Nejinak je
tomu 1 v této dizertacni praci. Piesahujicim cilem dizertacni prace je zlepSeni podminek

Zivota obyvatel pobytovych socidlnich sluzeb pro seniory v zdvéru Zivota. Zkoumani tématu
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terminalnich hospitalizaci v této dizertacni praci bylo ovlivnéno zejména humanistickymi a

systémovymi teoriemi uzivanymi v socidlni praci.

Zakladem humanistickych teorii je pfesvédceni, ze je cloveék schopen rozhodovat sam za
sebe. Kazdy ¢lovek se snazi dat smysl svétu, ve kterém se nachazi (Payne, 2021). Kazdy
takovy svétonazor je tfeba povazovat za pravdivy a hodnotny. V tomto smyslu humanistické

teorie zastavaji relativistické hledisko (Copan, 2003).

Ptikladem humanistické teorie je pfistup zaméfeny na Clovéka Carla Ransena Rogerse
(Portner, 2009). Pavodné se uplatinoval v psychoterapii. Jeho zakladnimi slozkami jsou
empatie, ucta k osobnosti a opravdovost v prozivani. Pfistup se postupné etabloval 1 v jinych
oblastech a prostiedich. V 90. letech se dostava i do oblasti péce o osoby s demenci (Brooker,
2003). Akcentuje dulezitost potfeb a prani klienta, zdiraziuje dutlezitost svobody
rozhodovani, spiSe nez potfeby organizace (Payne, 2021). Pojem péce zaméiena na Cloveka,
¢1 poskytovani personalizovanych sluzeb se stava, se v poslednich cca dvou dekadach
synonymem péce nejvyssi kvality (Sjorgen et al., 2015). Od zaméfeni se na ¢lovéka v
rogerianském smyslu, se stava hodnotou 1 ramcem, ktery by se mél stat kulturni normou
dané organizace. Nese tak v sob¢ i systémové hledisko (Hrda, 2016). Pfistup zaméfeny na
¢lovéka je vhodnym ramcem pro porozumeéni shodnosti i odliSnosti naptic¢ pobytovymi

sluzbami pro seniory v riznych systémech dlouhodobé péce.

Systémové teorie jsou v socialni praci vyuzivany od 70. let. Zahrnuji obecné systémové
teorie a ekologické systémové teorie (Payne, 2021). Piinosem téchto teorii pro zkoumané

téma dizertacni prace jsou uvahy o:

- probihajicich a vzajemn¢ se ovliviiujicich interakcich mezi jedincem a jeho okolim
— blizkymi 1 vzdalenéjSimi systémy (viz téz Matousek a kol., 2001);

- vnimani systémid a subsystémil jako svébytnych jednotek, které intereaguji,
vzajemné se promenuji;

- komplexnosti systémii;
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- sebeudrzitelnosti, adaptabilité systému a hledani vnitini rovnovahy;

- organizacich pobytovych socidlnich sluzeb jako o systémech zahrnujicich mnoho
subsystémi (klientsky rodinny systém, systém poskytované péce, prolinajici se
systémy zdravotni a socidlni péce aj.);

- intervencich ve stabilnich systémech, které mohou ptinést pozitivni dopad pro zménu
dalsich systému;

- malych intervencich, které mohou ptinést velkou zménu (Warren et al., 1998);

- ramci, které systémové teorie davaji dalSim teoriim socidlni prace — at’ uz se jedna o
teorie zamétfené na praci s jednotliveem, rodinou, komunitou nebo makrosystémy;

- vyuziti systémovych teorii pro hledani potencialnich mist intervence (Payne, 2021).

Neékteré z hlavnich systémil, které zkoumané téma zasahuje, jsou systémy zdravotni a
socialni péce, kraje, poskytovatelé zejm. zdravotni péce v oblasti (nemocnice, zdravotnicka
zachranna sluzba, sluzby mobilni specializované paliativni péce aj.), vlastni organizace s
vyse uvedenymi systémy, respektive subsystémy — klientskym, poskytovatelli péce atp. Na
vSech té€chto Urovnich, respektive systémech miizeme hledat faktory, které se podili na
terminalnich hospitalizacich (naptiklad Arendts et al., 2013; Kirsebom et al., 2013; Laging
et al., 2015). Problematika terminalnich hospitalizaci je tedy multifaktorialni 1

multisystémova (rtizné faktory mizeme vztahnout k riznym systémum).

1.2 Paliativni pé¢e a pobytové socialni sluzby pro seniory v CR

Paliativni ptistup, respektive paliativni péce, je dulezitym kontextem dizertacni prace. Podle
zahrani¢ni literatury pak také jednim z faktor, které umoznuji sniZzovat terminalni
hospitalizace obyvatel (Kirsebom et al., 2013; O'Neill et al., 2015; Arendts et al., 2010;
Shanley et al., 2011; Bottrell et al., 2001).

»Paliativni péce je pfistup zaméefeny na zvySovani kvality Zivota pacientl a jejich blizkych
v situaci, kdy Celi Zivot ohroZzujici nemoci. Jejim cilem je komplexni lécba/feSeni/tiSent
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bolesti a dalSich ptiznakli nemoci, véetné psychickych, socialnich a spiritualnich obtizi, které
mohou pacienta a jeho blizké trapit.“ (Centrum paliativni péce, n.d.). Ze své podstaty je
paliativni péce multidisciplindrnim oborem, ktery pracuje s pfirozenym systémem clovéka
— blizkymi, pfipadné¢ komunitou, ve které zZije. Tedy i lidmi, ktefi pecuji o seniora v pobytové

sluzbé.

Pro socialni praci je dilezité porozuméni, ze paliativni péce je soucasti prava na zdravi. Ma
byt dostupnd vSem obyvatelim vcéetné seniord (Vefejny ochrance prav, n.d.), ,,a to bez
zbytecného odkladu v prostiedi, které odpovida jejim (osoby) preferencim, véetné pobytu
v domacim prosttedi a zafizeni dlouhodobé péce.“ (Doporuceni CM/Rec (2014)2 Vyboru
ministrii ¢lenskych stath o podpote lidskych prav starSich osob, s.12), tedy i domovech pro

seniory a se zvlastnim reZzimem.

Implementovany paliativni pfistup v domoveé reaguje na paliativni potieby obyvatel.
UmoZiiuje Casné zapojeni odbornikidl z oblasti obecné (napiiklad praktického Iékafte,
ambulantni specialisty, vSeobecné sestry) 1 specializované paliativni péce (naptiklad tymy
mobilni specializované paliativni péce, konziliarni tymy paliativni pée v nemocnicich,
ambulance paliativni mediciny) a poskytovani paliativni pée v domove. Zaroven umoziiuje,
aby soubézné bézela jak kurativni 1é¢ba onemocnéni, tak 1écba symptomtli onemocnéni a
vzdy byla brana na zietel kvalita zivota seniora. Paliativni pfistup pracuje s postoji, znalostmi
a dovednostmi pracovnikl v oblasti pée v zavéru zivota. Zahrnuje procesni i metodické
oSetieni poskytovani paliativni péce v organizaci (Pechova et al., 2020). V zavéru Zivota
napomaha paliativni péfe zachovani distojnosti (Doporuceni Rec (2003) 24 Vyboru
ministrii Rady Evropy clenskym statiim o organizaci paliativni péce). Napomaha tak
napliovani §2 a §38 zékona ¢. 108/2006 Sb., o socialnich sluzbach, ktery prave na zajisténi

lidské distojnosti ve sluzbach vznasi pozadavek.

Jednim ze stézejnich implementovanych procest paliativniho pfistupu je pldnovani péce v
zavéru zivota. Podporuje ¢lovéka ve vyjadieni preferenci, hodnot. V rozhodovani o tom, jak

by méla v budoucnu vypadat péce o jeho osobu tak, aby péce a 1écba mohly byt co nejvice
15



v souladu (Pechova, Loucka, 2020). Planovani péce v zavéru zivota se tyka specifického
kontextu zavéru zivota. Povinnosti poskytovateld je individudlni pldnovani vychazejici z
individualné urenych potieb a ptani obyvatele. S perspektivou bliziciho se zavéru zivota by
se cile domluvené v procesu planovani péce v zavéru zivota mely stat soucasti individualniho
planu klienta (Hrda et al., 2018). Tak mtize byt distojnost ¢lovéka zachovana az do konce

zivota, stejné tak i1 kvalita poskytované péce.

1.3 Pobytové socialni sluZzby pro seniory v Ceské republice na socialné-

zdravotnim pomezi

Domovy pro seniory a domovy se zvlastnim rezimem, u kterych feSime téma terminalnich
hospitalizaci, jsou dle metodiky A System of Health Accounts 2011 (European Union, 2017)
soucasti systému dlouhodobé péce, konkrétné¢ dlouhodobé zdravotni péce, kam kromé
domovil pro seniory a domovi se zvlastnim rezimem patii v lazkové formé naptiklad také
domovy pro osoby se zdravotnim postizenim, tydenni stacionafe, sluzby dlouhodobého
charakteru poskytované v nemocnicich, zatizenich hospicového typu, 1é¢ebnach dlouhodobé
nemocnych, specializovanych 1écebnach apod. (Horecky & Prasa, 2019). V uvedenych
sluzbach je poskytovan rizny mix sluzeb, které v Ceské republice oznadujeme za zdravotni
a socialni. Mezinarodni srovnani systémt dlouhodobé péce, poskytovanych zdravotnich a
socialnich sluzeb v jednotlivych statech, je pro historicky odlisny vyvoj systémil nesnadny
(Cesky statisticky tfad, 2019). Pfi hledani ekvivalentnich termintl v mezinarodni literatufe
jsou sluzbam pojednavanym v této dizertacni praci nejblize sluzby typu ,,long-term-care
facility®, ,,residential aged care facility*, ,,nursing home*, ptipadné ,,care home* dle definice
Froggatt et al. (2017). Nejcastéjsiho terminu ,nursing home* rovnéz vyuzivame

v zahrani¢nich publikacich.

Domovy pro seniory a domovy se zvlaStnim rezimem jsou zfizovany dle zdkona ¢. 108/2006

Sb., o socidlnich sluzbach. Domovy pro seniory jsou poskytovany ,,osobam, které maji
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snizenou sobéstacnost zejména z diivodu veéku...* (§49, zakona ¢. 108/2006 Sb., o socialnich
sluzbach). Domovy se zvlastnim rezimem jsou poskytovany ,,osobam, které¢ maji snizenou
sobéstacnost z ditvodu chronického dusevniho onemocnéni nebo zavislosti na navykovych
latkach, a osobam se staieckou, Alzheimerovou demenci a ostatnimi typy demenci. .. (§50,
zakona €. 108/2006 Sb., o socialnich sluzbach). Domovy se zvlastnim rezimem jsou tedy
poskytovany §irs§im cilovym skupindm nez domovy pro seniory, majoritné¢ ma ovsem vétSina
poskytovatelli zaregistrovano poskytovani vékovym kategoriim mladsich (65-80 let) i
starich seniorti (nad 80 let) (MPSV, n.d.). Roku 2022 bylo v Ceské republice registrovano
525 domovt pro seniory, 396 domovu se zvlaStnim rezimem. Celkem v téchto sluzbach zilo
57 330 osob (Cesky statisticky tfad, 2023). Pro podobnosti klientely, které v uvedenych

sluzbach ziji, tyto sluzby dale pojednavame zkracenym terminem domovy.

V domovech se proménuje skladba klientlh smérem k vyssi pottebnosti péce. Nadpoloviéni
vétsSina klientlh se neobejde bez pomoci druhé osoby v 7 a vice oblastech aktivit denniho
zivota (Statistika a my, 2017). Reédlnd potieba 1 povaha poskytovanych sluzeb je socidlne-
zdravotni (zde bychom si dovolili tvrdit, ze i1 psycho-spiritudlni). Ze systémového pohledu
vSak tato oblast neni koncep&né uchopena — chybi spolecna koncepce dlouhodobé péce na
urovni MZ a MPSV s jasné vymezenymi kompetencemi, vymezenim sluzeb dlouhodobé
péce, kontrolou jejich kvality i financovanim, pfistupu k rozvoji téchto sluzeb. Uvedené se
odrazi i na trovni sluzeb. Zajisténi komplexnich potteb zavisi do znacné miry na pristupu a
moznostech poskytovatel soc. sluzeb v daném regionu. Kvalita komplexu péce zavisi spise
na odpovédnosti poskytovatele nez na vnéjSich kontrolnich mechanismech navic obtizné¢
vynutitelnych. Zakonem ¢. 108/2006 Sb., o socialnich sluzbach, ve znéni pozdéjsich
piedpist, je feSena kvalita socidlni ¢asti sluzby. V praxi neprobihda kontrola kvality
zdravotnich sluzeb, tfebaze naroky na kvalitu a bezpecnost zde poskytované péce jsou
jednoznaéné (Kalvach, 2018). Moznosti poskytovatelli s ohledem na poskytovani
komplexni péce miize rozSifovat, ale 1 zuzovat pfistup kraje, na ktery je delegovana

odpovédnost za koordinaci zdravotnich i socidlnich sluzeb pro své obyvatele. Pro predstavu
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roku 2018 byla zdravotné — socidlni pée o seniory vice feSena pouze ve 4 krajskych

koncepcich.

Neprovazanost na systémové urovni se projevuje i v potfebé oddéleni zdravotni a socialni
slozky péce pii poskytovani péée v domovech, a to na urovni kompetenci odbornosti i na
urovni dokumentacni. Znesnadiiuje tak komplexni multidisciplinarni hodnoceni potieb
klienta i jejich naplilovani. Do nerovnosti navic vstupuji odlisné¢ kulturni hodnoty
odbornosti, které se mnohdy dostavaji do konfliktu. Zatimco mezi zdravotnickymi profesemi
ma stale vyznamny vliv medicinsky model s diirazem na vyléceni onemocnéni, bezpecnost,
ochranu zivota, centralni hodnotou socialnich profesi je autonomie a pravo na sebeurceni
(Havrdova et al., 2010). Multidisciplinarni poskytovani péce, které¢ je pro komplexni

zajisténi potieb klienta nutnosti, se stava skute¢nou vyzvou.

Neprovazanost systémi se rovnéz projevuje v naro¢nosti popsani klientské populace 1
poskytované péce v zdveru Zivota. Pfitom pro pochopeni terminalnich hospitalizaci a ndvrhu

intervenci je dulezité porozumét struktufe zemielych (Anic, 2014).

Personalni sloZeni

Vyssi potteba podpory a péfe s sebou pro domovy nese i nutnost reagovat zménou
personalniho slozeni. Nedilnou soucésti tymu se kromé sociadlnich pracovnikl a pracovnikii
v socialnich sluzbach stavaji i zdravotnicti pracovnici, a to nejen vSeobecné sestry, ale 1 dalsi
odbornosti (naptiklad nutricni terapeuti, fyzioterapeuti, ergoterapeuti, logopedi aj.).
Multidisciplinarni tym pak mohou doplnovat i dalsi profese, napiiklad psycholog, kaplan ¢i
pozice typu koordinator paliativni péce.

Zdravotni péce, resp. péce vseobecnych sester, ma byt zajisténa predevsim prostfednictvim
vlastnich zaméstnanct (§36 zak. ¢. 108/2006 Sb., ve znéni pozdé&jSich predpist). Povinnost

poskytovatele mit dostupnou oSetrovatelskou péci 24/7 zakon neuklada, ani ukladat nemuize.

Péce vSeobecnych sester a dalSich zdravotnickych pracovnikii totiz spada pod gesci

18



Ministerstva zdravotnictvi. V praxi tedy ne vSechna zafizeni vSeobecné sestry ptitomné 24/7
maji. Kompetence vSeobecnych sester jsou znacné oklesténé. Z lécebnych ukonit mohou
vykonavat pouze to, co jim lékaf urci. V praxi nemohou tedy o vlastni viili rozhodnout o
lécebném postupu, podani zakladnich 1é¢iv (i bézné dostupnych), byt by toho v urcitém

rozsahu vzhledem ke svému vzdélani a zkuSenostem byly schopné.

V praxi domovt Iékat zpravidla nebyva zaméstnancem. V1iv managementu domova na jeho
fungovani obvykle byva pouze nepiimy. Jaky rozsah sluzeb 1ékat svym pacientim poskytuje
tak zpravidla zavisi na jeho moznostech i ochoté. Uhrady pojistoven za navitévni sluzbu
nenesou motivaéni charakter, v nékterych pfipadech nesou i riziko ptekroceni objemu péce
a prostfedkll schvalovanych pojistovnou, tedy finan¢ni postih. Domovy zpravidla nemivaji
zajisténu 24/7 dostupnost 1¢karského rozhodovani. VSeobecné sestry tak v momenté, kdy
dojde ke zhorSeni zdravotniho stavu mimo dostupnost oSetiujiciho 1ékate klienta/pacienta,

maji limitované moznosti, jak jednat.

Vzdélavani

Vzdélavani u svych zaméstnanct fesi poskytovatel. Zakon €. 108/2006 Sb., o socidlnich
sluzbach, ve znéni pozdé¢jSich predpist, urcuje povinnost absolvovani 24 hodin dalsiho
vzdélavani u socidlnich pracovnika a pracovnikl v socidlnich sluzbach. U zdravotnickych
pracovnik ptsobicich ve sluzbé poskytovatele zadna povinnost stanovena neni. Mira

proskolovani jinych profesi nez socidlnich, tedy zavisi zcela na poskytovateli, jeho

zamérech, moznostech, financich.

1.4 Hospitalizace obyvatel pobytovych socialnich sluzeb pro

seniory v literature

Zaman et al. (2021) se ve svém pichledovém clanku vénuji podminkam, které maji byt

splnény, aby smrt byla vnimana jako dobra. Mezi podminkami jmenuji mimojiné amrti v

19



misté dle vybéru ¢lovéka. Takovym mistem mize byt i pobytova sluzba. Ve stavajici
literatufe se pak castéji zrcadli vnimani hospitalizaci jako né¢eho nezadouciho a nechténého,
co se déje v rozporu s pranim ¢loveéka, a proto je tfeba jim predchazet. Zaroven, zejména v
poslednich letech, mlzeme v literatuie nalézt snahu o nahlizeni na problematiku
hospitalizaci jako na komplexni problém, kdy hospitalizace nelze vnimat Cernobile jako
Spatné (Harrad-Hyde, 2022). U hospitalizaci je tfeba kriticky zvazovat jejich pozitivni i
negativni dopad pro seniora (Allers et al., 2019). Mezi negativnimi dopady literatura zminuje
komplikace spojené s hospitalizacemi, naptiklad infekce, ndkazy rezistentnimi bakteriemi,
pokles funk¢ni vykonnosti, prolezeniny (tamtéz), pady (Lemoyne et al., 2019), zhorSenou
kvalitu zivota (Reyniers et al., 2014), snizeni psychické pohody, u kiehkych seniorti a téch
zijicich s demenci dale mize ptispét k dezorientaci ¢i zhorSeni symptoma demence (Harrad-
Hyde et al., 2022). Muze také byt zatézujici pro blizké (Reyniers et al., 2014). Lemoyne et
al. (2019) v prehledové studii zmifiuje 1 vysoké procento umrti; u hospitalizaci, které byly
oznaceny za nepiimétené, zemielo 24 % obyvatel do 30 dni. Mezi pozitivni dopady patii
napiiklad zvladnuti t€Zkych zapall plic, zastaveni funkéniho propadu (Murray and Laditka,
2010). Pt1 zvaZzovani hospitalizaci je vZdy dileZity kontext, ve kterém se rozhodovani déje

(Harrad-Hyde et al., 2022).

Literatura vénuje pozornost predchazeni hospitalizacim. Mizeme piitom sledovat né¢kolik
pristupti pfi zachazeni s tématem. Prvni skupina textli se snazi definovat, kterym
hospitalizacim se ma predchazet (jedna se o tzv. ,,inapropriate hospitalizations™) a na zakladé
jejich poznani urcit velikost problému, tj. kolik procent takovych hospitalizaci je, piipadné
navrhnout moznosti predchazeni t€émto hospitalizacim. Druha skupina texti se zaméiuje
Sifeji na pochopeni okolnosti hospitalizaci, odsud nejcastéji v diskuznich castech navrhuje
¢i diskutuje tfeSeni k predchazeni. Druha Cést téchto studii se zabyva hospitalizacemi v
zavéru zivota (anglicky ,,end-of-life” ¢i ,,end of life” hospitalizations). Tteti skupina texti

nabizi feSeni, jak témto hospitalizacim pfedchazet. Dale se uvedenym skupindm vénujeme.
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Prvni skupina textii vénuje pozornost nepfiméfenym hospitalizacim, kterym se ma
predchazet. Takové hospitalizace jsou spojovany s terminy ,,inaproppriate hospitalizations”
¢i ,,non-beneficial hospitalizations” (Cardona-Morrell et al., 2017). K uvedenym terminiim
byvaji rovnéz v literatufe zdménné uzivany terminy ,,avoidable hospitalizations” ¢i
,preventable hospitalizations” nebo ,,potentially preventable hospitalizations” (Lemoyne et
al., 2019; Cardona-Morrell et al., 2017). Nepfiméfené (inaproppriate) hospitalizace nemaji
v literatufe jednotnou definici. Cardona-Morell et al. (2017) zminuji existenci
Appropriateness Evaluation Tool, kterou autofi nékterych studii vyuZzivali pro uceni
nepfiméfenych hospitalizaci. Neékteti autofi vymezuji takové hospitalizace popisem
symptomt a klinickych stavil, které jsou vnimany jako zvladnutelné v misté pobytové sluzby
(Young et al., 2010), dalsi do rozhodovani o pfiméfenosti a preventovatelnosti hospitalizace
zahrnuji 1 nutnost zvaZeni personalniho, materialné-technického a dal§iho zdzemi v domove,
sit’ sluzeb v oblasti, také vlastni ptani klienta a jeho blizkych, Cerpani paliativni péce,
hodnoty zac¢astnénych aktéri, celkovy stav klienta (Lemoyne et al., 2019; Cardona-Morell
et al., 2017; Rolland et al., 2021). Dalsi autofi zahrnuji subjektivni hodnoceni stavt, zda
mohl klient z hospitalizace profitovat (Cardona-Morell et al., 2017). Na pifiméfenost
hospitalizaci se da nahlizet 1 ekonomickou perspektivou (Lemoyne et al., 2019).
Nepiiméiena je takova hospitalizace, pii které by péce, z pohledu tihrad, v levnéjSim zatizeni

byla stejné bezpecna a méné zatézujici obyvatele, nez péce v drazsim zatizeni.

Druha skupina texti Sifeji sleduje hospitalizace obyvatel domovii. Ve vztahu k tématu
dizertacni prace jsou zvlast¢ zajimavé studie zamétujici se na faktory ovlivijici
rozhodovani o hospitalizacich, a to z pohledu riznych aktérti — klienti a jejich blizkych
(naptiklad Arendts et al., 2013), vSeobecnych sester (napiiklad Laging et al., 2015; Tsai et
al., 2016), I¢kai, ndmestkh osSetfovatelské a 1ékarské péce (napiiklad Bottrell et al., 2001),
zachranaii (naptiklad Pulst et al. 2020), pracovnikli pohotovosti a nemocnic (naptiklad
Kirsebom et al., 2013). Spousté¢em rozhodovani je zmeéna zdravotniho stavu (Shanley et al.,

2011). Mize se jednat o tzv. akutni stavy s jasnou indikaci, napiiklad zmény v Urovni
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védomi, bolest na hrudi, hyperventilace, nizka saturace, pady s naslednymi bolestmi, ndhlé
nevysvétlitelné zhorSeni zdravotniho stavu (Ashcraft, Owen, 2014; Shanley et al., 2011).
Kromé akutnich stavii jsou dalsi stavy, u kterych vstupuji do rozhodovani dalsi faktory
(Shanley et al., 2011). V literatufe jich je k nalezeni n¢kolik desitek, proto je dale uvadime

v tematickych skupinéch:

- Vztahové — blizci mohou vyjadfovat nediivéru v moznosti domov, a proto trvat na
hospitalizaci (Arends et al., 2013). Dale mtze dochazet k neshod¢ mezi aktéry péce,
nejCastéji mezi blizkymi a zaméstnanci domova, pfipadn€ uvnitt rodiny
(Marincowitz et al., 2022; Bottrell et al., 2001; Kirsebom et al., 2017). Pfi feSeni
hospitalizaci se proménuji mocenské vztahy mezi aktéry, v nékterych piipadech
mohou blizci tlacit na hospitalizaci klienta, v jinych ptipadech naopak ptedaji
rozhodnuti o dal$im postupu na pracovniky domova ¢i 1ékate (Marincowitz et al.,
2022). Zejména v piipadé tlaku rodin, pfipadné€ neshod v rodinach, vznikaji obavy
z mozného pravniho postihu; snadnéji je volena hospitalizace (Shanley et al., 2011).

- Personalni — dulezity je dostatecny pocet a typ personalu. Ten ovlinuje, v jak
akutnich stavech se bude zvazovat pfevoz do nemocnice (Laging et al., 2015;
Bottrell et al., 2001; Shanley et al., 2011). Déle rozhodnuti ovliviiuji dovednosti i
znalosti persondlu (Marincowitz et al., 2022) a jejich zkusSenosti (Kirsebom et al.,
2017), to, na co si sestry troufnou (Shanley et al., 2011). KliCovymi v feSeni
hospitalizaci jsou vSeobecné sestry. Ty nékdy nemaji dostatek zkuSenosti a viry ve
zvladnuti zdravotniho stavu obyvatel, proto mohou inklinovat k automatickému
odesilani (Laging et al., 2015). Tteba i proto, ze nemocni¢ni pé¢i vnimaji v piipadé
feSeni zdravotniho stavu jako tu spravnou (Bottrell et al., 2001). Kromé
vSeobecnych sester jsou dulezitymi aktéry 1ékati, kteti nemusi byt dostupni v Case
potieby (tamtéz). Pii rozhodovani jsou lékati zavisli na informaci od sester tykajici
se stavu. Pokud informace nejsou odpovidajicim zplsobem ptedavany, l1ékat se

spiSe piikloni k hospitalizaci (Bottrell et al., 2001). Do odeslani se rovnéz promita
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Iékatova ne/znalost jeho pacienta ve smyslu odhadu vyvoje onemocnéni a
zdravotnich norem pacienta (tamtéz) i jeho postoj k hospitalizacim (Cohen-
Mansfield & Lipson, 2006).

Materialné-technické — domovy mohou mit limitovany pfistup k 1ékim, pripadné
k technickému vybaveni, které pomaha stavy zvladnout (dostupnost 1ékarny,
oxymetry, EKG atp.) (Laging et al., 2015; Marincowitz et al., 2022; Kirsebom et al.,
2017)

Ekonomické — do zvazovani hospitalizaci mohou vstoupit 1 ekonomické faktory
(Lamb et al., 2011)

Organizacni — jsou rozdilné moznosti v tom, co se da zvladnout v domové. K
odeslani dochazi, pokud odesilajici véfi, Ze hospitalizace obyvateli pomiize a Zze v
nemocnicich 1ze udélat to, co v domovech mozné neni, naptiklad stran vybaveni,
1é¢ebnych postupti atp. (Arendts et al., 2013; Marincowitz et al., 2022). Preferenci
pro pirevoz do nemocnice ovlivilovala pfedpokladana doba ¢ekani na oSetteni, Sance
na vyléCeni a symptomovou ulevu (Arendts et al., 2017)

Vnéjsi podminky — nékteré sluzby nemusi mit domov v komunité dostupné
(Marincowitz et al., 2022; Shanley et al., 2011)

Administrativni a pravni zalezitosti — domovy se musi drzet zakond, pfip.
podléhaji kontrole kvality. Existuje-li obava z postihti, tim spiSe bude dochazet k
hospitalizaci obyvatel (Arendts et al., 2013).

Planovani budouci péfe — dochazi k obtizim v implementaci procest planovani
budouci péce do domovii. Objevuji se bariéry ve vytvareni plant, jejich predavani
do tymu, pfehodnocovani (Bottrell et al., 2001; Kirsebom et al., 2017). Tim spise
dojde k hospitalizaci, pokud nejsou znama piani (Bottrell et al., 2001) a pokud
neexistuje plan péce Ci je neaktudlni (Arendts et al., 2013). Komplikaci napliiovani
pland jsou nerealistické pfedstavy rodiny ohledné moznosti nemocni¢ni péce.
Koneéné samotny obyvatel v ¢ase, kdy je mu $patné€, mize piehodnotit svilj ndzor

na odeslani (Laging et al., 2015).
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Cast z textd ve druhé skupiné se vénuje hospitalizacim v zavéru Zivota (anglicky end of life
¢i end-of-life hospitalization), pfi¢emz zavér Zivota je v téchto studiich definovan ¢asové. V
n¢kterych ptipadech se jednalo o posledni rok zivota (naptiklad Barrios et al., 2023; Allers
& Hoffmann, 2018), jinde o poslednich 90 dni a méné (naptiklad Gozalo et al., 2011; Allers
et al., 2019). Nékteré ze studii pak zahrnuji do zkoumani amrti v nemocnici (anglicky in-
hospital death) (naptiklad Allers et al., 2019). Vétsi Cast z nalezenych studii ma
retrospektivni observaéni design, ptipadné se jedna o piehledové studie. Davaji nahlédnout
na faktory, které souvisi s umrtim klienta, ptipadné klientd v nemocnici. Na urovni klientl
se jedna naptiklad o nizsi veék (naptiklad Barrios et al., 2023; Allers et al., 2019), chyb¢jici
diive vyslovena ptani (Gozalo et al., 2011), v nékterych studiich pak muzské pohlavi (Allers
et al.,, 2019). Na organizacni urovni piehledova studie Allers et al. (2019) dochazi k
nejednoznacnym zaveérim. Nenalezli jsme Zadnou studii, ktera by se vénovala termindlnim
hospitalizacim, tedy tém, pfi kterych klient zemiel, stejnou perspektivou jako piedkladana

prace, tedy se zaméftila na faktory, které k nim vedou.

Treti skupina texti nabizi feSeni k pfedchazeni hospitalizaci. Chambers et al. (2023) ve své

ptehledové studii uvadi né€kolik skupin intervenci ke sniZeni hospitalizaci:

1. Spoluprace zdravotnich a socialnich sluzeb v komunité a programy k rozvoji
téchto spolupraci — naptiklad Care Home Vanguards zamétujici se na spolupraci
domova a poskytovatele zdravotnich sluzeb, dale sem patii 1 programy, ve kterych
nemocnice, piipadné SPIN poskytuji sluzby pro domovy napiiklad vyjezd geriatra,
hodnoceni klienti po propusténi z nemocnice, 1ékaiské ukony, které jsou jinak
standardn¢ provadéné v nemocnici, telemedicinu aj. Pravé telemedicina se v
poslednich letech znacné rozviji a ma mimojiné potencial snizovat hospitalizace,
zvysSovat kvalitu Zivota seniort prostiednictvim jejich zapojeni, pokud to kognitivni
stav umozni, snizovat naklady na péci (Sunner et al., 2021).

2. Programy zamérené zvySovani kvality sluzeb — z nich velmi znamé (i poctem

studii o nich pojednavajicich) jsou naptiklad programy INTERACT a jejich evropska
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verze INTERCARE zaméfené na snizovani akutnich hospitalizaci prostfednitvim
rozpoznavani zmeén, kontroly symptomti, zlepSeni komunikace s aktéry, rozpoznani
situaci, kdy je mozné se hospitalizaci vyhnout. Dale OPTIMISTIC a MOQI program
(Missouri Quality Initiative) zaméfené na zvySovani kvality, jejichz soucasti bylo i
vzdélavani sester. Obé iniciativy rovnéz vyuzivaly nékteré z nastroji INTERACTu.
MOQI program v sob¢ obsahoval i vzdélavani v planovani péce v zavéru zivota.
Planovani budouci péce (anglicky advance care planning (ACP)) — implementace
procesu vychazi nejlépe, je-li soucasti SirSiho programu na zvySovani kvality péce,
tedy predchazejici oblasti. Sunner et al. (2021) dodévaji, ze 5 ze 6 studii uvadi
statisticky vyznamny vliv ACP na snizovani poctu hospitalizaci, Chambers et al.
(2023) hodnoti evidenci jako nekonzistentni. V nékterych studiich vyslo ACP jako
signifikantni, v n€kterych nikoli.

Vzdélavani a vycvik zaméstnanci — v riznych oblastech, napifiklad demenci,
deliriu, vzdélavani v ramci Vanguard programi.

Programy zamérujici se na konkrétni pric¢iny hospitalizaci - naptiklad delirium,
preskribci 1éCiv, vakcinaci proti chiipce, distribuci 1€¢iv intravendzné aj.
Zhodnoceni stavu zachranafi a moZnosti FeSeni stavii na misté — v zahrnuté
kvalitativni studii zachranafi zminovali, Ze by intervence mohla pomoci predchazet
hospitalizacim v ptipad¢ komplikaci s mocovym katetrem, infekcemi a pady (s. 49).
Udesen et al. (2023) predstavuji test nové danské sluzby, kdy po zavolani zachranné
sluzby pftijizdi za pacientem zastupce pohotovosti a vSeobecnd sestra z radnice
(konzultant na misté vysetii krev pacienta, provede sono, poda dle potieby
intraven6zn¢ 1é¢iva ¢i tekutiny, facilituje komunikaci o planu budouci péce, dale
dochazi k rozhodnuti o hospitalizaci ¢i setrvani na misté dle cila péce obyvatele).
Odbaveni klienta na pohotovosti, aby nedoSlo k hospitalizaci — konkrétné se
jednalo o zhodnoceni stavu geriatrem a dal$i management ptipadu.

Dalsi intervence vedouci ke sniZovani hospitalizaci - piikladem mohou byt

specialni podlahy zabranujici poranéni pii padech, které jsou jednou z nejcastéjSich
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pti¢in akutnich hospitalizaci (viz téz Ascraft, Owen, 2014). Chambers et al. (2023)
uvadi, Ze intervence nesnizila poCty hospitalizaci.

9. Programy paliativni péce/pée v zavéru Zivota — snizovani hospitalizaci
prostiednictvim zvySovani dostupnosti paliativni péce bylo pro nedostatecné kvalitni
evidenci nejednoznacné (soucasti intervenci bylo mimojiné planovani budouci péce,
nebylo tak mozné vyloudit vliv této intervenujici proménné, viz téz Searle et al.

(2023).

Za hlavni ptekazky k implementaci programt prehledova studie (Chambers et al., 2023)
oznacuje vysokou fluktuaci zaméstnancti, tlak na mnozstvi prace, kterou maji zaméstnanci
zvladat a nedostatecnou podporu zaméstnancii od nadfizenych pfi implementaci. Mezi
faktory napomahajici implementaci studie zminuje existenci lidri programu v domove,

finance na zavadeéni a prioritizaci programu ke snizovani hospitalizaci uvnitf organizace.
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2. Inclusion of palliative care in health care policy for older
people: A directed documentary analysis in 13 of the most

rapidly ageing countries worldwide

Reference:

Pivodic, L., Smets, T., Gott, M., Sleeman, K. E., Arrue, B., Cardenas Turanzas, M.,
Pechova, K., Kodba Ceh, H., Lo, T. J., Nakanishi, M., Rhee, Y., Ten Koppel, M.,
Wilson, D. M., & Van den Block, L. (2021). Inclusion of palliative care in health care
policy for older people: A directed documentary analysis in 13 of the most rapidly
ageing countries worldwide. Palliative medicine, 35(2), 369-388.
https://doi.org/10.1177/0269216320972036

Abstrakt

Kontext: Paliativni péce je nedostate¢né integrovana v systému komplexni péce o seniory.
Nejasné je, do jaké miry zdravotni politiky pojednéavajici p€ci o seniory zahrnuji i paliativni

péci, tak podporuji jeji implementaci.

Cile: Cilem studie bylo vyvinout ramec pro identifikaci prvk paliativni péce ve
strategickych dokumentech, dale zjistit, nakolik 13 zemi srychle starnouci populaci
pojednéava ve svych zdravotnich politikdch zaméfenych na péci o seniory paliativni péci,

respektive jeji prvky.

Metody: Jednd se o fizenou analyzu dokumentl vefejnych politik (legislativy,
politik/strategii, smérnic a pokyna, bilych knih) zaméfenych na zdravotni péci o seniory.
Nejprve byl vyvinut ramec a formular pro zhodnoceni piitomnosti 10 prvkia paliativni péce
v dokumentech, nasledné narodni experti ze 13 zemi (Rakouska, Belgie, Kanady, Ceské
republiky, Anglie, Japonska, Mexika, Nizozemi, Nového Zélandu, Singapuru, Slovinka,
Jizni Korey a Spanélska) identifikovali dokumenty a ve formulafi zhodnotili piitomnost
urcenych prvki paliativni péce.

27


https://doi.org/10.1177/0269216320972036

Vysledky: Identifikovano bylo 139 dokumentd, 50 z nich splnilo kritéria pro zahrnuti do
studie. Nej¢astéji zminovanych prvkem paliativni péce byla koordinace a ndvaznost péce (ve
12 zemich), komunikace a planovani péce, péce o rodinu, etické a pravni aspekty (11 zemi).
Dokumenty 10 zemi pfimo zminuji paliativni péci, 9 zemi zvladani symptomi onemocnéni,
8 zemi péci v zavéru zivota, 5 zemi z 9, ktefi maji strategie paliativni péCe, odkazovalo

v identifikovanych dokumentech na tyto strategie.

Zavéry: Zdravotni politiky zabyvajici se pé¢i o seniory potiebuji revidovat. V ramci revizi
potom zahrnout zminky o pé¢i v zavéru Zivota a umirani a zajistit provazby na narodni a
regionalni politiky paliativni péce. PtileZitosti pro advokacii v oblasti paliativni péce je silné
zaméefeni dokumentl na koordinaci péce a jeji ndvaznost v politikach, které fesi péci o
seniory; tedy pojeti paliativni péce, respektive jejich prvkl, jako soucasti komplexniho

systému péce o seniory.
Co studie prinasi pro zkoumané téma

Obyvatelstvo Ceské republiky starne (Cesky statisticky ufad, 2014), s tim se proméiuji
naroky na péci — jeji komplexnost 1 navaznost. Nutnosti je poskytovani péce Sité na miru
potiebam v holistickém slova smyslu (tedy bio-psycho-socio-spiritudlnim), a to v pribéhu
celého stari, v€etné zaveéru Zivota, aby se maximalné podpofila kvalita Zivota ¢lovéka 1 jeho
dastojnost. At jiz se senior nachéazi v jakémkoliv prostfedi — doma, v nemocnici, v zafizeni
socialnich sluzeb ¢i jinde. Predpokladem pro poskytovani takové péce je podpora na narodni
1 regionalni trovni. Ta se dé&je prostfednictvim politik. Zachycovany jsou ve strategickych a
dalSich dokumentech podobné povahy. Dokumenty jsou pak zakladem pro diskuze i

sméfovani financi, bez kterych se rozvoj jakékoliv oblasti neobejde.

Pro zkoumané téma termindlnich hospitalizaci je oblasti vyznamnou ke sledovani oblast
dlouhodobé péce o seniory, jejiz soucasti je 1 poskytovani paliativni péce. V Ceském
kontextu se hovoii o zdravotn¢ socialnim, nebo socialn¢ zdravotnim pomezi. To, nakolik a

zda je v narodnich i regionalnich dokumentech, které pojednavaji péci o seniory zachycena
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oblast paliativni péce, respektive jeji prvky, pak ptimo ovliviiuje rozvoj péce i kvalitu Zivota

v jeho zavéru.

Za Ceskou republiku byly do studie zahrnuty t¥i dokumenty; dva s vazbou na strategii Zdravi
2020 a Narodni akéni plan podporujici pozitivni starnuti 2013-2017. Tyto nepojednavaly tii
ze sledovanych oblasti (management symptomi, sluzby ¢i profesionaly odpovédné za
poskytovani paliativni péce, etické a pravni aspekty péce o starsi osoby). V dokumentech
se vyuziva terminl paliativni péce, hospicova péce, pripadné terminii s vazbou na péci
v zavéru zivota (naptiklad péce v preterminalni fazi, vytvareni podminek pro nemocné a
umirajici).

Specificky v Ceské republice je duleZité vzit v potaz relativné kratkou historii vyvoje
paliativni péce, kterd se v ramci své profesionalizace stadle nachazi v zacatcich (naptiklad
dosud neexistuje vladni strategie rozvoje této oblasti, coz je Casto divodem Spatného
hodnoceni CR v ramci mezinarodnich srovnani kvality péée v zavéru Zivota). Vzacna reflexe
paliativni péce v ramci zavaznych dokumentl at’ uz pro oblast specializované nebo obecné
paliativni péce muze vést k velkym rozdilim v jeji dostupnosti a kvalité napfic
organizacemi, kdy vice zavisi na konkrétnim pracovnikovi a jeho pfistupu nez na standardni

urovni sluzeb (Martin Loucka v osobnim rozhovoru).
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palliative care in public policy documents on healthcare for older people in 13 rapidly ageing countries.
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Results: Of 139 identified documents, 50 met inclusion criteria. The most frequently addressed palliative care elements were
coordination and continuity of care (12 countries), communication and care planning, care for family, and ethical and legal aspects (11
countries). Documents in 10 countries explicitly mentioned palliative care, nine addressed symptom management, eight mentioned
end-of-life care, and five referred to existing palliative care strategies (out of nine that had them).

Conclusions: Health care policies for older people need revising to include reference to end-of-life care and dying and ensure linkage
to existing national or regional palliative care strategies. The strong policy focus on care coordination and continuity in policies for
older people is an opportunity window for palliative care advocacy.

Keywords
palliative care, health policy, older people (not a MeSH heading but important identifier of population), documentary analysis (not a
MeSH heading; research design used)

1End-of-Life Care Research Group, Vrije Universiteit Brussel (VUB) & 9Research Center for Social Science & Medicine, Tokyo Metropolitan
Ghent University, Brussels, Belgium Institute of Medical Science, Tokyo, Japan

2Te Arai Palliative Care and End of Life Research Group, School of 19Department of Health Sciences, College of Natural Science, Dongduk
Nursing, The University of Auckland, Auckland, New Zealand Women'’s University, Seoul, Republic of Korea

3Cicely Saunders Institute of Palliative Care, Policy and Rehabilitation, 1Department of Public and Occupational Health, Amsterdam UMC,
King’s College London, London, UK Vrije Universiteit Amsterdam, Amsterdam Public Health Research

4AGE Platform Europe, Brussels, Belgium Institute, Expertise Center for Palliative Care, Amsterdam, The

5The University of Texas School of Bioinformatics, Houston, TX, USA Netherlands

SFaculty of Humanities, Charles University, Prague, Czech Republic 12Faculty of Nursing, University of Alberta, Edmonton, AB, Canada

7University Clinic for Respiratory and Allergic Diseases Golnik, Golnik,

Corresponding author:

Lara Pivodic, Vrije Universiteit Brussel (VUB), Laarbeeklaan 103,
Brussels 1090, Belgium.

Email: lara.pivodic@vub.be

Slovenia
8Division of Supportive and Palliative Care, National Cancer Centre
Singapore, Singapore



Palliative Medicine 00(0)

What is already known about the topic

A sharp rise is predicted globally in the need for palliative care among older people, a group consistently shown to be
underserved by palliative care.

Itis unclear to what extent palliative care is included in national policies on health care for older people in rapidly ageing
countries.

What this paper adds

We developed a novel reference framework for determining inclusion of palliative care elements in general health policy
documents.

Among 50 identified public policy documents on health care for older people in 13 countries, the most frequently
addressed elements of palliative care were coordination and continuity of care, communication and care planning, care
for family, and ethical and legal aspects. Only one country — New Zealand — met all 10 criteria for inclusion of palliative
care elements.

‘Care in the last days and weeks of life’ was the least frequently addressed core task of palliative care, and existing
palliative care strategies were mentioned in policy documents of five countries (out of nine countries that had such
strategies).

Implications for practice, theory or policy

Health care policies for older people need revising to include reference to end-of-life care and dying and ensure linkage
to existing national or regional palliative care strategies.
Palliative care advocacy should highlight the possible contributions of palliative care towards achieving existing policy

aims, such as care coordination and continuity, communication and care planning, and care for family.

Introduction

An estimated 25 million people worldwide, accounting for
45% of all deaths globally, experience serious health-
related suffering as a result of dying from severe illness.?
This figure is projected to increase substantially by 2060,
to 48 million people, mainly driven by deaths among peo-
ple aged over 70.2 These figures imply a sharp rise in the
need for palliative care among older people worldwide.
Palliative care is applicable early in the course of a life-
threatening or severe illness and until the end of life and
aims to relieve suffering and improve the quality of life of
patients and their family.34 However, it is unclear to what
extent public health care policies reflect the growing need
for palliative care among older people. This is particularly
problematic given strong evidence that older people
encounter disadvantages in accessing palliative care.>”7
Palliative care is considered an essential component of
continuous, comprehensive care throughout the disease
continuum by important inter-governmental organisa-
tions, including the World Health Organisation (WHO,
e.g. Resolution of the World Health Assembly®?), the UN
General Assembly on the Prevention and Control of
Noncommunicable Diseases and the Human Rights
Council.1011 Additionally, scientific evidence is growing
that palliative care can alleviate suffering of dying per-
sons and their families and relieve burden from financially
strained health care systems.1213 To ensure access to pal-
liative care for older people, it should be part of broader
national policies on health care for this population.14-16
However, to date no research has examined the extent to

which palliative care is included in such broader policy
frameworks.

The aims of this documentary analysis were to (i)
develop a reference framework for assessing inclusion of
elements of palliative care in public policy documents and
(ii) examine to what extent elements of palliative care are
included in national or regional public policy documents
on health care for older people in countries with rapidly
ageing populations.

Methods
Study design

We conducted a directed documentary analysis of public
policy documents concerning health care for older people
in 13 countries: Austria, Belgium, Canada, Czech Republic,
England, Japan, Mexico, Netherlands, New Zealand,
Singapore, Slovenia, South Korea, and Spain. Among 35
industrialised countries with steep projected increases in
life expectancy!’ we selected those that (a) were in the
top half regarding the expected rise in life expectancy by
the year 2030; and (b) in which the lead authors (LP, LVdB)
could identify potential country experts. Country experts
(one per country) were identified by screening: (1) authors
of articles published in peer-reviewed journals concerning
palliative care policy or health policy for older people
towards the end of life and (2) authors, contact persons or
informants for international reports on palliative care
development. The lead author was the expert for Austria
and Belgium. All included countries are WHO Member
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Table 1. Types of policy documents included.

From parliament, central government, or regions. This refers to laws, decrees, cabinet
decisions emanated or worked out by ministries or parliamentary commissions which have

competences for this subject (this may differ between countries).

Usually coming from the national/federal or regional governments. These are documents

reiterating or detailing what laws outline, specifying budget allocation and how outcomes

1 Legislation or
directive
2 Policy or strategy
should be monitored
3 Guideline, staff

working paper

Prepared by government institutes or national professional organisations to clarify
implementation issues (e.g. protocols for activities in a certain setting, required infrastructure,

etc.). In general, they explain how standards and regulations can be implemented

4 White paper,
policy paper,
working paper

Usually elaborated by experts and mandated by responsible institutions (e.g. a ministry) to
explore specific aspects of a theme and inform policy-makers. This can also be a situation
analysis to inform policies and strategies

States and thus are parties to global policy aiming to
ensure palliative care access to all of their population.® In
several of the included countries, health care is regu-
lated at the regional level (i.e. Belgium, Canada, Spain),
and we limited the analysis to specific regions, to ensure
feasibility (i.e. Flanders; Alberta; Madrid, Andalusia,
Catalonia). We included nationally relevant policies in all
other countries.

Eligibility criteria

We included public policy documents on health care spe-
cifically for older people (i.e. including an explicit state-
ment that they concern ‘older people’) that belonged
to one of four categories: (1) legislation or directive; (2)
policy or strategy, (3) guideline or staff working paper,
(4) white paper, policy paper or working paper (see Table 1
for definitions); and were published from 2010 onwards
and available on 1st June 2018. As legislation is not fre-
guently updated, we checked whether there were other-
wise eligible legislative documents issued prior to 2010.
Additionally, country experts could include public policy
documents outside the four categories, if they believed
that they could be used to influence practice (coded as
‘other’). We included documents published in the official
languages of the included countries. We included docu-
ments whose focus was the general population only if
they contained a substantial section (e.g. chapter) con-
cerning older people, and only included this section in the
analysis. We excluded documents (1) focusing specifically
on palliative care; (2) focusing exclusively on a specific
health care service, treatment or care approach (e.g. radi-
ation therapy); (3) focusing on a specific disease or condi-
tion; (4) insurance law and funding or reimbursement
regulations; and (5) quality norms, such as International
Organisation for Standardisation (ISO) standards.

Data acquisition

Document search. Country experts identified eligible pol-
icy documents. We contacted country experts through

e-mail and sent one follow-up e-mail in case of non-
response within a 7-day period. The contacted people
could refer to another expert in their country. We fol-
lowed a search strategy recommended for grey literature
searches, including using targeted websites, Google
search, and consultation with content experts.18 This was
consistent with the search strategies applied in previous
content analyses of public policy documents on palliative
and end-of-life care.120 Experts were asked to (1) search
websites of relevant ministries, other national or regional
government bodies, or relevant public institutes in a
directed manner for eligible documents; (2) use Google
search to identify any documents that may have been
missed in the first step; and (3) apply their expert knowl-
edge regarding the existence of relevant policy docu-
ments and issuing bodies. The specific search terms could
be adapted to the local context (e.g. according to relevant
ministries and agencies) and the websites searched.
Directed searches of websites of relevant organisations
are common in grey literature searches and similar to the
hand-searching methods used in screening a journal’s
table of contents in systematic review searches.!® Detailed
instructions for the search strategy, including examples,
were sent to country experts to ensure consistency in
search methods across countries. Country experts sent
the identified documents to the lead author alongside a
document checklist including title, publication vyear,
organisation/commissioning body, document purpose
(e.g. 4- year government plan), main topic addressed, tar-
get audience, and, if relevant, the sub-population of older
people the document focused upon (e.g. nursing home
residents).

Document selection. Decisions around inclusion were
made by the lead author (LP) in consultation with the
respective country expert, or with LVdB for the two coun-
tries where the lead author was also the country expert.
Screening for eligibility was based on the document
checklist. If this information was insufficient to take a
decision, the lead author (or country expert, depending
on document language) checked further sections in the
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document (e.g. abstract, executive summary, table of con-
tents) until a decision could be made, and discussed this
with the country expert. In case of doubt, a third author
(LVdB) was involved in the process. A quality appraisal was
not applicable for this study.

Data extraction using a newly developed reference frame-
work and data extraction form. There is currently no ref-
erence framework for determining whether palliative care
is addressed in general health policy documents. A review
that is solely based on mentions of the term ‘palliative
care’ would risk underestimating actual palliative care
contents. The authors therefore developed a reference
framework and structured data extraction form based on
international literature, specifically (i) the ‘minimum crite-
ria for palliative care services’ of the WHO Guide for Pro-
gram Managers’'%; (ii) International Association for Hospice
and Palliative Care (IAHPC) List of Essential Practices in Pal-
liative Care;2! and (iii) the minimal indicator set for quality
assessment of specialized palliative care services, devel-
oped by Leemans et al.22 The criteria sourced from these
documents are listed in Supplemental Appendix .

We determined the criteria of our reference frame-
work for identifying elements of palliative care in public
policy documents through the following procedure: (1) Of
the WHO minimum criteria, we combined those concern-
ing assessment and relief of symptoms, emotional, social
and spiritual needs into ‘management of physical, emo-
tional, social and spiritual distress’ of patients and family.
(2) We replaced ‘clarifying patient’s values and determine
culturally appropriate goals of care’ with Leemans et al’s
quality indicators ‘communication and care planning with
patient’ and ‘communication and care planning with fam-
ily’. (3) We added Leemans et al.’s indicators ‘types of care
and circumstances surrounding death’ (rephrased to ‘care
in the final days and weeks of life’), ‘care for family’ and
‘coordination and continuity of care’. (4) We added crite-
ria to assess explicit references to palliative care and stan-
dalone palliative care strategies, and who is eligible and
which professionals are responsible for providing pallia-
tive care. (5) We added a criterion to assess legal and ethi-
cal aspects. This theme was not covered by the source
literature but is very important in palliative and end-of-life
care.?® (6) We then checked the derived criteria against
topics in the IAHPC List of Essential Practices (i.e. manage-
ment of physical, emotional, social, spiritual care needs;
care planning and coordination; communication) to
ensure that no aspects were omitted. Finally, we devel-
oped a data extraction form that assesses each criterion
of the reference framework through several items. The
items were derived from the same source literature as the
criteria or developed by the authors for criteria that were
not included in the source literature. Country experts
provided feedback throughout the development of the
reference framework and approved its final version. Two

country experts (LP, MG) pre-tested the data extraction
form using documents of three countries (Austria,
Belgium, New Zealand), after which minor modifications
were made for clarity.

Country experts completed the data extraction form
for their respective country. To examine the validity of the
data extraction, they provided, for each item marked as
‘addressed/mentioned in the document’, the respective
section of the text (translated to English). LP and TS used
these excerpts to check the country experts’ responses.
LP and TS additionally checked the completed forms for
inconsistencies and resolved any by asking country
experts to re-check the respective documents. Responses
on the data extraction forms were input in an electronic
data form.

Analysis

MS Excel was used to document contact attempts;
responses; reminders; identified, included and excluded
documents; and reasons for exclusion. We described the
main characteristics of each included document. We con-
ducted a directed content analysis of the information
extracted from documents. This type of analysis of textual
documents has been previously used in palliative and
end-of-life care research to explore usage of certain words
or content in documents.12* We calculated the frequen-
cies with which each of the palliative care elements were
addressed in at least one document per country, and in
how many documents of each type. Data were analysed
using MS Excel and IBM SPSS.

Results

Reference framework to identify elements
of palliative care in general health policy
documents

The newly developed reference framework for determin-
ing the inclusion of palliative care elements in policy docu-
ments contains ten criteria (Table 2): five core criteria
concerning core palliative care tasks (criteria 1 through 5);
three criteria to assess whether palliative care is explicitly
referred to (criteria 6 through 8), one criterion capturing
legal and ethical aspects (criterion 9), and one criterion
assessing references to existing standalone national palli-
ative care strategies (criterion 10). The data extraction
form, which is based on this reference framework, is
reproduced in Supplemental Appendix II.

Document screening

Figure 1 depicts the selection process. We contacted
experts in 17 countries. We did not receive a response
from two countries. Experts from two additional countries
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Table 2. Criteria of the reference framework for identifying palliative care elements in public policy documents.

Core criteria representing
core tasks of palliative care
(sourced from WHO and
IAHPC?! and Leemans et al.??)

Criteria concerning explicit
reference to palliative care

Additional criteria

. Management of physical, emotional, social and spiritual distress
. Communication and care planning with patient and family

. Care in the final days and weeks of life

. Care for family

. Coordination and continuity of care

. Explicit reference to the term ‘palliative care’

. Identification of patients eligible for palliative care

. Services or professionals responsible for providing palliative care
. Ethical and legal aspects concerning care for older people

10. Explicit reference to palliative care strategy/policy/guideline.

O 00 NO U B WN -

Country experts contacted in
17 countries (Canada, Chile,
Czech Republic, England,
Japan, Mexico, Moldova,
Netherlands, New Zealand,
Portugal, Romania
Singapore, Slovenia, South
Korea, Spain). Lead author
was expert for Austria and

No response received after

initial contact or after initial

Belgium
4 people 3
contacted referred to
other experts in their
count
2 i

B document identification from 4
countries (Chile, Moldova,
Portugal, Romania)

Response received from and
documents identified in 13

countries
89 documents excluded.
Reasons for exclusion:

v not on older people (n=38);
focus specifically on palliative
care (n=19); focus on specific

139 documents retrieved and disease or treatment (n=11);

screened for eligibility

> nota policy document (n=8);

insurance/social benefits law

(n=6); does not concern
health care (n=5); funding
regulations (n=2)

analysis

50 documents included in

Figure 1. Identification of country experts and process of document selection.

did not respond to follow-up after an initially positive
response. It was not feasible to document the total num-
ber of retrieved documents per search strategy (targeted
websites, Google, expert consultation) given that the
search terms differed across countries (depending on

their health care systems and relevant organisations). The
typically large number of hits on Google is usually not
reported for grey literature searches.!® Instead, we report
the number of documents initially retrieved as potentially
eligible and forwarded to the lead author. Country experts
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identified 139 documents. After checking eligibility, 50
documents from 13 countries remained in the analysis.
The main reason for exclusion was documents not focus-
ing specifically on older people (n = 38) and documents
focusing specifically on palliative care (n = 19).

Document characteristics

The number of documents per country is shown in Table 3.
Over half (30 of 50) were published between 2016 and
2018. Half (25 of 50) were situated in the ‘policies and
strategies’ category. The majority of documents identified
were published or issued by government ministries, pre-
dominantly for health and social affairs (Table 4). The top-
ics addressed can be broadly grouped as: (1) government
visions and directions, national action plans and strate-
gies, and proposed policy changes; (2) care guidelines and
documents defining responsibilities; (3) descriptions of
existing policies or services, or summarizing evidence;
and (4) strategies for integrating health care services.
Most identified documents concerned the general popu-
lation of older people. The target audience or readership
included policy-makers and government departments,
the general public, national or regional parliaments,
health and social care professionals, and clinical leaders
and managers.

Inclusion of elements of palliative care

The set of documents of one country, New Zealand,
addressed all 10 criteria for inclusion of palliative care
elements, all of which were addressed in a document
of the policy/strategy category (Table 5). Documents in
Singapore, Mexico, the Netherlands, and England
addressed all core criteria (i.e. criteria 1 through 5) and
included an explicit reference to palliative care, but did
not indicate which patients should receive, or which pro-
fessionals or services should provide, palliative care. In
Singapore, a legislation document mentioned four criteria
(i.e. symptom management, communication and care
planning, care for family, ethical and legal aspects); in the
Netherlands all core criteria were represented in policy/
strategy documents. In Mexico, three of the core criteria
as well as the explicit reference to palliative care were
included in a policy/strategy document. Austrian docu-
ments mentioned all core criteria, albeit all in a guideline
and only one core criterion (care for family) in a policy/
strategy document. Austrian documents did not include
an explicit reference to palliative care or a related term.
Furthermore, documents in Singapore, Mexico, Austria
and England did not refer to existing standalone national
strategies for palliative care (out of nine countries that
had such strategies). Of the countries that did refer to pal-
liative care strategies, three did so in policy/strategy docu-
ments (New Zealand, Slovenia, Belgium), and two in

guidelines and white/policy/working papers (Netherlands,
Spain). In Belgium, the Czech Republic, Spain, and
Slovenia, three or more criteria were not addressed,
including at least one core criterion. Of all 13 countries
included, Canada and South Korea had documents with
the fewest references to palliative care elements (each
addressed two criteria).

The criteria mentioned in the majority of countries
were ‘coordination and continuity of care’ (not mentioned
only in Canada; Table 5). The least frequently addressed
core criterion was ‘care in the final days of life’ (addressed
in eight countries). ‘Communication and care planning’,
‘care for family’ and ‘ethical and legal aspects’ were each
mentioned in all but two countries. ‘Symptom manage-
ment’ was addressed in documents of 9 of 13 countries.
Documents in 10 of 13 countries contained an explicit ref-
erence to palliative care. Four countries specified indica-
tors for who should receive it, and only one country (New
Zealand) made a statement concerning which profession-
als are responsible for providing palliative care. A detailed
analysis of the individual items per criterion is provided in
Appendix I, tables S1 through S9.

Discussion
Main findings of the study

We developed a novel reference framework for determin-
ing inclusion of palliative care elements in general health
policy documents. Among 50 identified public policy doc-
uments on health care for older people in 13 countries,
the most frequently addressed elements of palliative care
were coordination and continuity of care, communication
and care planning, care for family, and ethical and legal
aspects. The least frequently addressed core criterion was
‘care in the final days of life’. In several countries, core cri-
teria of palliative care were addressed in high level policy/
strategy documents, and in Singapore, four criteria,
among which three core criteria (i.e. symptom manage-
ment, communication and care planning, care for family),
were included in legislation. While documents in 10 coun-
tries explicitly mentioned palliative care, they referred to
existing palliative care strategies in five countries only
(out of nine that had them).

Strengths and limitations

This is the first comprehensive analysis of general policy
documents on health care for older people with a view to
identifying elements of palliative care. Our analysis com-
pared a range of countries across the geographic and
income spectrum. We propose the newly developed ref-
erence framework as a standard for future research
assessing palliative care content in general health policy
documents, after it has undergone further content valida-
tion, for instance through expert consensus. This is an
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important task not only for our framework but also for
related established frameworks, such as those that ana-
lyse palliative care development.2>-28 We developed the
framework through a systematic and transparent proce-
dure, based on international research and policy litera-
ture. Using WHO and IAHPC publications as source
material ensured cross-national relevance of the frame-
work. This study also has limitations. Public policy docu-
ments on health care for older people may not be directly
comparable in different countries, depending on their
health care and regulatory systems. Defining a common
‘denominator’ was not straightforward, and we cannot
exclude the possibility that that we have missed eligible
documents. We sought to mitigate this risk by providing
detailed search instructions to country experts, with clear
inclusion and exclusion criteria. We can argue that we
have identified those documents in the public domain
that are visible and accessible to experts from the respec-
tive countries. This analysis is a first screening for ele-
ments of palliative care in public policies on health care
for older people. An in-depth content or discourse analy-
sis was not feasible in this large number of countries but is
recommended for future research in a limited number of
carefully selected comparator countries. We did not
attempt to assess the ideological orientation or ‘agenda’
of document authors or publishers. Finally, we did not
study documents in low-income countries as they were
not among those with the steepest ageing projections.
However, future research should include these countries
as their demographic situations are changing rapidly.2

What this study adds: implications for policy
development and palliative care advocacy

Documents in most countries addressed important ele-
ments of palliative care, oftentimes in high-level policy
documents or even legislation in Singapore. However,
those most frequently addressed are not unique to pallia-
tive care, but also part of other relevant care approaches
for older people (e.g. rehabilitation, long-term care). In
contrast, elements that are unique to palliative care,
especially those concerning the end of life, received less
attention. ‘Care in the last days and weeks of life’ was the
least frequently addressed core criterion. While the
majority of countries addressed ‘care for family’, only
Singapore and Slovenia addressed the item ‘bereavement
support” within that criterion. The still pervasive taboo of
death and dying in large parts of the world combined with
a focus on healthy and active ageing across scientific, pol-
icy and popular discourse may contribute to the avoid-
ance of dying and death in policy documents. However,
New Zealand, Mexico, the Netherlands and the Czech
Republic addressed ‘care at the end of life’ in high level
policy/strategy documents, which is a promising sign of
recognition of this topic.

To strengthen the position of palliative care as equal
with other important care approaches for older people,

such as prevention, health promotion, rehabilitation and
long-term care, it needs to be explicitly integrated in gen-
eral policies on health care for older people.1%16 Global
health authorities, such as WHO, have a key role in setting
examples by including palliative care elements in their own
recommendations concerning health care for older peo-
ple. Our data also point to an opportunity window for pal-
liative care advocacy towards national governments and
global actors. Advocates could argue more strongly that
palliative care, through its focus on multidisciplinary, per-
son- and family-centred care, can support current policy
foci, such as achieving coordinated and continuous care,
communication and care planning.?? In the three countries
that do not have standalone palliative care strategies (i.e.
Japan, South Korea, Czech Republic; Canada has published
a Framework on Palliative Care in 201823), closing this gap
should be a priority for health care policy.

This policy analysis leads to important conclusions
when viewed in the context of existing country rankings of
palliative and end-of-life care service development.2528
Palliative care inclusion in policy appears to be matched
with good resource availability in some countries, but not
in all. For instance, Mexico’s policy documents include
more palliative care elements than those of Canada.
However, Canada is ranked 11th on the Quality of Death
Index, a ranking based on indicators of end-of-life care ser-
vices and infrastructure, while Mexico is ranked 43rd.28
Austrian documents addressed more core criteria of pallia-
tive care than Belgian documents, but an EU ranking of
palliative care resources has Belgium in 2nd and Austria in
6th place.?> In Austria, palliative care elements were
mainly included in an acute geriatrics guideline and not in
a high level policy/strategy, as in Belgium. This may partly
explain the apparent discrepancy, but inconsistencies
between policy and health care services may also stem
from ineffective policies (e.g. because they contradict
other policies) or poor policy implementation, which
depends on political considerations, funding, training of
health care staff and — in the case of palliative care —
cultural approaches to topics around serious illness and
dying.3031 Attention from policy makers and palliative
care advocates is also needed for countries that have
good palliative care resources but poor inclusion of pallia-
tive care in health care policies for older people (e.g.
Belgium, Canada, South Korea). One concern is that with-
out appropriate policy support, the available services may
not be sufficiently accessible to older people. Continuous
epidemiological monitoring of individual-level palliative
care use>32 should follow any policy adjustments to evalu-
ate whether they improve accessibility of services.

Conclusion

Health care policies for older people in some of the most
rapidly ageing countries worldwide need revising to
include reference to end-of-life care and dying and ensure
linkage to existing national or regional palliative care
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strategies. Palliative care advocacy could foster this inte-
gration by highlighting possible contributions of palliative
care towards achieving existing policy aims, such as con-
tinuous and coordinated care, communication and care
planning, and care for family.
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2.1 Doplnéni k prvkim paliativni péfe v narodnich a krajskych

dokumentech

Vyhleddvani dokumentd pro nasi studii prezentovanou v této kapitole prob&hlo na podzim
roku 2019. Specifikem v Ceské republice je oddéleni socialniho a zdravotniho systému jak
na narodni, tak zpravidla i na krajské Grovni. Proto byly hledany zminky o paliativni péci,
respektive jejich prveich, v dokumentech obecnych strategickych, zdravotnich i socialnich
politik. Na narodni trovni se tedy jednalo o dokumenty (koncepce, strategie a dalsi)
Ministerstva zdravotnictvi a Ministerstva prace a socialnich véci, na regionalni irovni o
strategie rozvoje, sttednédobé plany rozvoje socidlnich sluzeb, strategie rozvoje zdravotni
péce a dalsi. VétSina dokumentii méla platnost do konce roku 2020. Od té doby se znatelné
posunul vyvoj v oblasti paliativni péce. Spoluptisobi tlak ze strany systému i nestatnich
organizaci. Ministerstvo zdravotnictvi aktivné podpofilo rozvoj paliativni péCe, mimojiné
prostfednictvim programil na podporu rozvoje a dostupnosti nemocnicni paliativni péce a
doméci specializované paliativni pé¢e (Ministerstvo zdravotnictvi, 2018). Rada nadaénich
fondl rovnéz podporuje aktivity k rozvoji paliativni péce. Mezi nejvyznamnéjsi pro oblast
paliativni péce pak patii Abakus — nadacni fond zakladatelti Avastu (dfive Nada¢ni fond
Avast), ktery roku 2019 a 2022 vyhlasil programy na zvySeni dostupnosti paliativni péce
v pobytovych socialnich sluzbach pro seniory a podpotil 30 pobytovych socialnich sluzeb
pro seniory napii¢ Ceskou republikou (Abakus, 2021). Tyto aktivity vytvaii tlak na systém
na krajské 1 narodni urovni a vedou ke zménam politik; paliativni péce se do jisté miry stala
modnim tématem, rozviji se vSechny segmenty a formy poskytovani paliativni péce
(ambulantni, ltizkova 1 poskytovana ve vlastnim socialnim prostfedi pacienta) pro vSechny
veékoveé skupiny. Presto vSak v klicovych dokumentech relevantnich instituci paliativni péce
zUstava spise okrajovym tématem. Ceska spole¢nost paliativni mediciny aktualné s MZ CR
pracuje na koncepcnim dokumentu, ktery by mél tuto potiebu feSit (Martin Loucka

v osobnim rozhovoru).
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3. Factors Influencing Decision Making in Terminal
Hospitalization of Nursing Home Residents: A Qualitative
Study of the Perspective of Nurses, Social Workers, and

General Practitioners

Reference:

Pechova, K., & Louc¢ka, M. (2023). Factors Influencing Decision Making in Terminal
Hospitalization of Nursing Home Residents: A Qualitative Study of the Perspective of
Nurses, Social Workers, and General Practitioners. Journal of Gerontological Social

Work, 66(7), 942-959. https://doi.org/10.1080/01634372.2023.2199796

Abstrakt

Kontext: Se starnutim populace se zvySuje pocet seniora zijicich v pobytovych socidlnich

sluzbach pro seniory, pficemz pitiblizn€ 45 % z nich umira béhem hospitalizace.

Cile: Cilem studie bylo zjistit, jaké faktory ovlivituji rozhodovani o terminalnich
hospitalizacich obyvatel ceskych pobytovych socidlnich sluzeb pro seniory, tj.

hospitalizacich, pti kterych senior zemftel.

Metody: Celkem bylo provedeno 27 polostrukturovanych rozhovori, a to s 12 vSeobecnymi
sestrami, 5 socialnimi pracovniky, 10 praktickymi 1ékafi, jejichz pacienti zemfteli jako klienti

pobytové socialni sluzby pro seniory. Pro analyzu dat byla vyuzita tematicka analyza.

Vysledky: V prib¢hu tematické analyzy bylo pojmenovano 6 témat faktora ovlivitujicich
rozhodovani o terminalnich hospitalizacich, a to: moznosti pobytové sluzby, dostupnost
Iékarského rozhodovani, nedostatecné planovani péce, vék obyvatele pobytové sluzby,

obavy z pravniho postihu a rozhodnuti o odeslani/odjezdu do hospitalizace.

Zavéry: Skutecnost, zda bylo predpokladano, Ze obyvatel pobytové sluzby v nemocnici
zemie, neméla vliv na ne/odeslani klienta do hospitalizace. Touto optikou se zda, ze
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odesléani, resp. imrti v nemocnici, je vysledkem omezenych moznosti, které domovy, a
zejména vSeobecné sestry, které o hospitalizaci rozhoduji nejcastéji, s ohledem na péci

(nejen) v zavéru zivota maji.
Co studie prinasi pro zkoumané téma

Dle naseho védomi se jednd o prvni studii podobného typu provedenou na nasem uzemi.
Ttebaze tada faktorti podilejicich se na rozhodovani o hospitalizacich, které se stanou
terminalnimi, se dala pfedpokladat, pro specificky mix socialniho a zdravotniho systému,
ktery je vlastni nasi zemi, jsou nékteré faktory i jedine¢né. Vysledky nasi studie mimo jiné
ukazuji na vyznamnost rozdilti s ohledem na moZnosti, které domovy, potazmo jejich
zaméstnanci maji ve smyslu materidlné-technického 1 personalniho zabezpefeni a
dostupnosti lékarského rozhodovani. S nadsazkou lze fici, Ze co domov, to jiny mix
moznosti — tento je do zna¢né miry ovlivnén i regiondlné. Jiné moZznosti a zdroje maji
v regionu prazské domovy pro seniory, jiné moznosti domovy v obcich v plzeiiském kraji.
Nékteré faktory jsou platné pro kazdy domov bez ohledu na to, kde v Ceské republice se
nachazi, konkrétné¢ se jedna planovani péce, vék obyvatele, obavy z pravniho postihu,

uplatnéni viile odeslat/odjet do hospitalizace.

Vysledky studie také ukazuji limity pobytovych socialnich sluzeb pro seniory s ohledem na
piedchézeni terminalnich hospitalizaci — pokud pfemyslime nad kvalitou Zivota v jeho
zéveéru, v domovech za soucasné¢ho materidlniho, technického i persondlniho zabezpeceni
nelze, a ani neni spravné, predejit vSem hospitalizacim. Drzeni seniora za kazdou cenu
v domoveé muze kvalité Zivota seniora v jeho zavéru uskodit — nemocnice miize nabidnout
feseni, kterd domov v dané chvili s ohledem na zvladani symptom1, tedy celkovou pohodu
clovéka, nema; v nejhorsich pripadech miize drzeni v domové zivot seniora i1 zkratit — mohl

nastat stav, ktery by byl béhem hospitalizace pfiméfenymi intervencemi fesitelny.

Na vysledky studie lze také nahlizet optikou intervenci; zjisténé faktory mohou byt

ovlivnitelné na rGznych urovnich — mikro praxi domova (napfiklad vzdélavani
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zamé&stnancll), mezo praxi regionu (napiiklad vyjednavani se zfizovateli o navySeni
finan¢nich prosttedkli pro vzd€lavani zaméstnancii v oblasti paliativni péce) 1 tirovni
systémové, ke které je tfeba politické podpory (napiiklad definovani kompetenci, které maji
pro poskytovani paliativni péce/péce v zavéru Zivota zameéstnanci socialnich sluzeb vcetné
zdravotnického persondlu mit; rozsifeni kompetenci vSeobecnych sester, tedy i téch
pusobicich v socidlnich sluzbach) — nejen deklarované ve strategiich, ale fakticky
realizované, podpotené financemi i dalSimi potfebnymi zdroji pro realizaci strategii (Pivodic

et al., 2020).
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ABSTRACT

A significant percentage of nursing home residents die in hos-
pitals. The objective of this study is to explore the factors that
influence decision-making about hospitalizations of nursing
home residents in the Czech Republic that become terminal. A
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total of 27 semi-structured interviews with nurses and social
workers registered with nursing homes, as well as general prac-
titioners cooperating with nursing homes, were conducted.
Data were analyzed using thematic analysis. Six themes of the
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factors influencing decision-making about hospitalizations were
made: the options of the nursing home, the accessibility of
medical decision-making, inadequate care planning, the age of
the resident, fear of legal action, and making the decision to
hospitalize. Terminality of life seems to have no impact on the
decision of nurses about hospitalization. Terminal hospitaliza-
tion seems to be the result of the limited options that nurses
have in different nursing homes in terms of how to organize
end-of-life care.

As the European population ages (Eurostat, 2023), the number of care-depen-
dent people and of older adults living in nursing homes will increase. The
number of those who will die as residents of nursing homes will also increase
(Reich et al., 2013). Many residents are hospitalized at the end of life, and a
considerable share of nursing home residents die in hospitalization (2018,
2019; Czech Statistical Office, 2017; Institute of Health Information and
Statistics of the Czech Republic, 2017; Morin et al., 2015). In the Czech
Republic, there are no systematically collected data available about hospitali-
zations of nursing home residents. Approximately 45% of Czech nursing
home residents die during hospitalization (2018, 2019; Institute of Health
Information and Statistics of the Czech Republic, 2017). In 2021, there were
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54,836 residents in nursing homes (Czech Statistical Office, 2022a). The
number of residents of nursing homes who died made up 13.1% (that is
18,357 residents) of all the deceased in the Czech Republic in that year
(Czech Statistical Office, 2022b).

Since any hospitalization can impact health and/or quality of life, both in
positive and negative terms (Murray & Laditka, 2010), its contribution should
always be assessed by the nurse at the nursing home, ideally with the con-
tribution from the general practitioner (“GPs”) and other members of the
multidisciplinary team (e.g., social workers). The positive impacts of hospita-
lization include both clinical results, such as well-managed pneumonia and/or
interventions leading to getting a functional decline under control (Murray &
Laditka, 2010), and psychosocial results, such as the feeling that the best care
and security is being provided to the older adult and his/her significant others
(Arendts et al., 2015). The impacts mentioned in the studies that detract from
quality of life include the risk of functional decline, delirium, falls, contracting
in-hospital infections, harm caused by treatment (Lemoyne et al., 2019), and
difficulties with the medication schedules that most often occur after the
patient’s return from hospitalization (Murray & Laditka, 2010).
Hospitalization can also cause worries and anxiety to the resident’s significant
others and can increase care costs (Ouslander et al., 2010). Acute illness in
combination with a burdensome transfer to hospital can also lead to death
(Dwyer et al., 2014). It is therefore important to consider the contribution of
hospitalization to the quality of the resident’s life, and the appropriateness of
hospitalization. Also, it is necessary to consider solutions that can prevent
unnecessary hospitalizations that can become terminal. With regard to various
complexities of health and social care systems across countries, Allers et al.
(2019) recommend designing tailor-made solutions for individual health-care
systems to reduce the number of hospitalizations at the end of life. Also, it
presupposes an understanding of the circumstances of those hospitalizations.

Nursing homes, such as homes for older adults and homes with a special
regimen, are registered in the Czech Republic under the Social Services Act No
108/2006 (Social Services Act, 2006). These services provide long-term 24-h
functional support and care for the person who requires assistance with
activities of daily living, who usually has complex health-care needs, and
often lives with dementia. The care in nursing homes is provided on the
overlap of the healthcare and social care systems, as those are separated in
the Czech Republic. Care in these facilities is provided by multidisciplinary
teams consisting of caregivers, nurses, social workers, nutritional therapists,
occupational workers, physiotherapists, and other healthcare and social-care
professionals. Doctors are usually not employees of those facilities, and there-
fore facilities cooperate with GPs whose patients are within the facilities as well
as with other medical specialists of the residents. A majority of nurses are
qualified as registered nurses; some facilities also employ licensed practical
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nurses among their health-care personnel. Those nurses cannot provide spe-
cialized nursing procedures without the supervision of a registered nurse. The
cost of social care is partly paid from the Ministry of Work and Social Affairs
through the regional budget if the nursing home is part of the network of
social services in the region. The cost of nursing care is partly paid from
general healthcare insurance. The cost of other employed health-care person-
nel is usually not covered by healthcare insurance. Payments from residents
are capped by law, and their care allowances only partially cover the other
costs of care. Therefore, nursing homes need to have additional resources, i.e.,
funds from the regional budget, grants from governmental and nongovern-
mental organizations, and private donors. In terms of external factors, the
main differences among nursing homes stem from the network of other
healthcare and social care services available in the region and from the work-
force available there. Laws cover the provision of palliative and hospice care
only within the healthcare system; the provision of this care is not covered in
nursing homes.

This study aims to explore factors that influence decision-making about the
hospitalization of nursing home residents that become terminal from the
perspective of nursing-home registered nurses and social workers, as well as
GPs (“general practitioners”) who take care of their patients in nursing homes
in the Czech Republic. The term “terminal hospitalization” refers to a hospi-
talization during which the resident died.

Materials and methods

The research presented here is rooted in the subtle realism paradigm accord-
ing to which there is one single reality, but this reality is not fully accessible
(Madill, 2008). The task of the research in the subtle realism approach is to
understand the reality as much as possible, to answer questions about studied
phenomena and to explain the structures and mechanisms that influence the
phenomena, while considering the position of researcher as part of the studied
reality (Hendl, 2005).

Data were collected in two rounds. The first round occurred from
November 2017 to March 2018 and consisted of semi-structured face-to-face
interviews with 12 registered nurses who were making the decisions about
hospitalizations that become terminal. The nurses were from six nursing
homes. The nursing homes were chosen intentionally based on different
characteristics (capacity — nursing homes with more than 100 beds, with 60
to 100 beds, with less than 100 beds; region - capital city region, other regions;
size of agglomeration - cities with more than 100,000 inhabitants, cities and
villages with less than 20,000; and approach to palliative care — nursing homes
with implemented palliative care or in the implementation process and before
or at the start of palliative care implementation). The approach to palliative
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care and other characteristics was known based on a previous familiarity of K.
P. with those nursing homes, a familiarity that came out of conferences,
workshops, and cooperation within professional organizations and projects.
The sample followed maximum variation. We presumed that nurses in differ-
ent nursing homes would have different experiences with terminal hospitali-
zations of residents. Directors of organizations were contacted via e-mail; they
provided contact to other employees, mostly head nurses, that provided inter-
views and arranged further meetings with ward nurses.

As nurses are important but not the sole actors in decision-making from the
systems point of view, the study could benefit from a multidisciplinary per-
spective. After discussion with M.L., another round of interviews with GPs and
social workers (such as those who have important roles in care planning and
decision-making) occurred between November 2020 and June 2021.

In the second round, interviews with five social workers were held (via
video call due to the COVID-19 pandemic). The sample was purposive and
followed maximum variation in the same categories as for the sample of nurses
(capacity, agglomeration, region, and approach to palliative care). Three social
workers from nursing homes were contacted directly by K.P. via e-mail and,
based on cooperation through professional activities, contact with two more
social workers was provided by directors after e-mail communication. Four of
them were from different organizations than the nurses from the first round.
Ten interviews were made with GPs (three face-to-face, three via video call,
four via phone call) - none of them cooperated with the nursing homes
mentioned above. GPs were contacted using the snowball sampling technique
and via e-mails recorded in the Registry of Healthcare Providers and via
professional organizations.

The method of data collection was semi-structured interviews that
followed a pre-specified protocol developed by K.P. and M.L. (see
Supplemental material 1). The same protocol was used for all groups.
The protocol focused on the circumstances of the clients’ hospitalization
resulting in in-hospital death. Respondents were instructed to prepare
the last two cases of clients in whose transfer to the hospital they
assisted, or with whose circumstances of transfer they were well familiar
with. All interviews, conducted with the consent of the participants,
were recorded with audio recorders, transcribed verbatim, and anon-
ymized (numbers were assigned to participants with only their only
profession listed); later, the excerpts used were anonymized. The average
duration of each interview was 26 min, 50 s. For determining the
number of respondents within each group, we thought of dimensions
of the information power as described by Malterud et al. (2016). Our
goal was to get rich data in relation to the study aim and the studied
phenomenon. The number of respondents within each group was also
driven by continuous analysis that started after the initial set of five
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interviews with registered nurses. When codes, themes and subthemes
within the group became coherent and repetitive, K.P. conducted two
other interviews. When those interviews did not disrupt coherency of
codes, themes, subthemes, K.P., after discussion with M.L., stopped
interviewing the group.

As a method of analysis, we used thematic analysis as described by Braun
& Clarke (2006). Data analysis started after the fifth interview. Interviews
were transcribed verbatim. Firstly, K.P. became familiar with the data and
made the initial coding. She developed sets of codes and collated them
across the data. She developed preliminary themes and subthemes, which
were further reviewed and refined; codes within candidate themes and
subthemes were considered, and in some cases, these codes were refined
in other subthemes and themes. Afterward, themes and subthemes were
considered in relation to the whole data set and then reviewed and refined
with the input from M.L. Themes and subthemes and the relations among
them were further reviewed and refined as more respondents were inter-
viewed. After all interviews, a final revision and refinement of codes,
themes and subthemes and their collation with the data set and their
relations took place; the essence of themes was described, the names of
themes and subthemes finalized. For data analysis, Atlas.ti software was
used. To enhance trustworthiness, we used triangulation techniques
(Krefting, 1991) - information from different professions and the time
span between the first and second rounds served this purpose.

The study was conducted by PhD student K.P. under the tight supervision
of M.L. (the authors). K.P. has worked in the field of nursing home palliative
care implementation since 2015 as a project coordinator and researcher. She is
a social worker by profession. M.L. has also worked in the field of palliative
care provision, since 2010; he is a researcher, psychologist, and manager. The
field of palliative care provision creates an important context to the research
that was carefully reflected throughout the process. To report the study design
and results, Standards for Reporting Qualitative Research (O’Brien et al., 2014)
were followed.

Results

Six groups of factors (“themes”) contributing to the terminal hospitalization of
the resident were constructed: the options of the nursing home, the accessi-
bility of medical decision-making, inadequate care planning, the age of the
resident, fear of legal action, and making the decision to hospitalize.
Furthermore, the analysis highlighted the importance of the context for
decision-making that is given by the character and circumstances of the
change in health status. Themes and subthemes are presented in Table 1.



JOURNAL OF GERONTOLOGICAL SOCIAL WORK 947

Table 1. Summary of factors influencing decision-making about terminal hospitalizations.
Themes Subthemes

Options of the nursing home Material and technical equipment
Infusion administration
Diagnostic possibilities
Possibility of medication administration

Staffing
Accessibility of medical decision-making Presence of a doctor to decide
Availability of phone consultation
Inadequate care planning Advance care planning
Transitional care planning
Age of the resident Old age
Fear of legal action Fear of other healthcare providers
Fear of the relatives/significant others
Making the decision to hospitalize Decision made by an individual

Shared decision-making

Factors influencing decision making about terminal hospitalization

Options of the nursing home

The options that nursing homes have to manage the resident’s health status are
a factor in the decision to transfer a resident to a hospital. These options vary
from one nursing home to another.

Material and technical equipment, especially access to an oxygenator, is a
factor repeatedly mentioned in this category: “If we had oxygen here, we could
do something like give her oxygen and let her leave in peace. However, since
the lady was like really choking...” (N5). In addition to the oxygenator, other
equipment was mentioned, especially suction machines and infusion sets.
Besides technical equipment, the limited ability of some nursing homes to
obtain medication at nonstandard times when medication is indicated was
mentioned: “We are located on the outskirts of the town and there is no 24-
hour pharmacy open. I am not sure the nursing home would have sufficient
equipment to administer certain medications at the weekend.” (GP8).

Another factor is the availability of administering infusions. Some nursing
homes do not administer infusions, neither in the intravenous nor subcuta-
neous form. The reason cited for this was the risks and fears of nurses
associated with the administration of the infusion and the need for doctors
to learn that nursing homes have this option. However, there are also staffing
reasons: “as it’s emptied out, it’s not possible to provide any, I would say,
standard nursing and medical care, but where you can, it’s just oral medica-
tion.” (GP1). In addition to capacity, doctors also mentioned the need for
supervision when administering infusions, implying a lack of the GPs’ permis-
sion for nurses to do so.

The third factor is the diagnostic options that hospitals have com-
pared to nursing homes. Nurses refer residents for an examination of a
particular condition: “But this one made the decision pretty quickly. We
do not know why she turned yellow ... If we had the possibility here to
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rule out an infection, I do not think we would have sent her.” (N11).
Another case is when the resident reports difficulties for which the staff
cannot establish the cause: “The most common cause: sudden abdominal
pain. No one can see there. That’s when I call, I always call [...] when
it’'s abdominal pain and shortness of breath.” (N8). A comprehensive
diagnosis revealing the cause of the resident’s difficulties may become a
factor in preventing further hospitalizations, in particular if the resident
has been repeatedly referred to a hospital for examination of the same
issue.

Another factor in this theme is the availability of administering med-
ication. This refers to the fact that nurses do not have permission to
administer medication without a doctor’s indication: “We cannot help
them [without the doctor’s permission], not even with medication to
relieve their pain.” (N1).

The last factor mentioned in this category is staffing. Both the number of
staff and their skills were mentioned. One GP participant talked about the lack
of continuous nursing care provided in the 24/7 regime. This limits the ability
to manage a health status by administering medication. More often, however,
the number of nurses is related to the capacity required to take care of
palliative patients in the context of the necessity to provide care to other
clients (e.g., GP2 and SW1):

Unfortunately, since the restrictions were severe, and we had staffing issues, too, we
probably would not have been able to manage. The health status was rapidly deteriorat-
ing [...] You then estimate whether you or the facility are able to provide the care the
client would need. .. (SW1)

Some respondents mentioned the lack of experience and skill of the nurses in
managing terminal conditions as a factor playing a role in the referrals. The
skills of the nurses play a role in the physician’s decision to prescribe certain
procedures when a particular staff group is on duty.

Accessibility of medical decision making

The presence or absence of a doctor at the time of the deterioration of the
resident’s health status was repeatedly mentioned as a factor. In all nursing
homes, the presence of GPs was limited to a maximum of several hours per
week. In some nursing homes, doctors provided consultations beyond their
working hours; in others they did not. In a number of cases, the health status
deteriorated at a time that was beyond the regular working hours (usually at
night, at weekends, or on holidays) of the resident’s GP, and often he/she
could not be reached at all (e.g., for phone consultations). Besides the GP, the
decision not to transfer the resident can also be made by others, i.e., by the
doctor who arrives in the ambulance.
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Care planning

The theme of care planning includes advance care planning and transitional care
planning. Comments on advance care planning and palliative care planning were
made mostly by doctors and social workers. To serve the needs of nurses in
nursing homes well, these plans should include a detailed description of how to
proceed when complications of the person’s health status occur. Despite the
existence of a detailed plan, an unexpected development can occur, and this is
when nurses, unless a doctor is present, have no other option but to call an
emergency medical service.

Neither advance care planning nor palliative care planning was explicitly
mentioned by nurses. They more often mentioned the need to reach an agreement
with the resident’s family, write down the terminal phase of the resident’s illness,
have care steps detailed by a doctor, and a written version of the do-not-transfer
and do-not-resuscitate order. Nurses also mentioned the need to respect the
resident’s wish to die in the nursing home and the importance of advance
health-care directives.

Two GPs mentioned their experience with the care plan not being respected by
nurses in the case of uncontrolled bleeding. GPs remarked that the decision made
by the nurses was among those (e.g., skills to manage terminal conditions)
probably influenced by the capacity of the nurses to provide care to all assigned
residents. In other words, whether the level of staffing is sufficient or not plays a
role in executing the care plan.

Other factors in the theme of care planning include situations when the transfer
to the hospital was made because of a lack of a transitional care plan at the time of
the transfer of the resident from the hospital to the nursing home. In some cases,
the resident was hospitalized again within hours, while others within weeks:

The lady came back [...] four days after the first hospitalization. She was dehydrated.
Even the layman would have recognized this. She didn’t communicate, was disoriented.
Audible crunching in lungs. She started breathing heavily ... oxygen saturation 70.
Therefore [the nurse] called the emergency service within 30 minutes after she came
back to the nursing home. (N6)

Age of the resident
In one case, the age of the resident was explicitly mentioned in the context of
decision-making:

Well ... it [the situation] wasn’t described in the palliative plan and he was born in 1950,
so a quite a young person for them, and the idea of him dying of an epileptic seizure in
our nursing home was terribly difficult . .. the decision ... so they rather called the 155
[the emergency]. (GP2)

In terms of how respondent N5 described the experience, the age factor can
indirectly influence the decisions made about examinations carried out in a
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hospital, can limit the number of these examinations, and can contribute to an
earlier death.

Fear of legal action

Fear of legal action is an important factor involved in the terminal hospitaliza-
tion transfer of a resident. Concerns about possible recrimination from other
health-care providers were mentioned occasionally, while concerns about
relatives were mentioned most frequently:

It is hard, you know, when you do not have it all backed up by the doctor. It is just hard.
A lot of times I don’t take on the responsibility. I just called because I know how the
family is. And I do not want to go to court. (N8)

Both doctors and nurses are inclined to hospitalization when relatives pressure
staff about the treatment provided to their loved one or show long-term
dissatisfaction with care. The pressure from the relatives then causes concern
among the staff. In some cases, these concerns are passed on, e.g., to the
emergency medical service doctors: “They transferred him. You know, they
probably did not have any other option at that moment, because of course we
told them that there was a risk of the family being angry ... ” (N1). As the
doctor (GP8) mentioned, non-acceptance of the situation by the relatives is a
barrier to creating a palliative care plan. The decision-maker also decides
about the transfer to the hospital when there is no agreement among family
members. In general, if there is any doubt about the key players’ agreement on
the steps taken, the decision-maker will opt for transfer, even if the resident’s
possible death in the facility would occur without any violation of the law.

Making the decision to hospitalize

The decision to hospitalize is the last category identified in our data. The data
suggest that the decision to transfer is made by the individual - the resident, a
family member, a doctor, a nurse, or based on the agreement of the parties
involved. Some 85% of the decisions were described as unilateral, be it a
decision made by the client, the significant others, a nurse, or a doctor,
while only 15% of the decisions were described as shared ones.

Respondents mentioned that in some cases it is the resident who requests
the hospital transfer. This moment could be described by quoting N3: “. .. but
probably he felt very sick and did not know what else to do.” Interviews with
respondents suggest what may be other reasons leading to such requests: the
first reason is trust in the hospital and its capacity to help the resident in his
present health status, while the second reason is the unwillingness to burden
the nursing home staff, who take care of the resident and with whom he/she
has established a relationship.

In some cases, it is a family member who decides about the transfer. These
cases mentioned by respondents share a certain level of tension (except for



JOURNAL OF GERONTOLOGICAL SOCIAL WORK 951

SW3) between family members (when they are more than one) and between a
family member and the nursing home staff.

The doctor is another decision-maker as mentioned by respondents. In
some cases, the resident went to the doctor’s office, in others the decision to
hospitalize was taken during the GP’s visit at the facility or following a phone
consultation.

Change in health status

Changes in health status create the context for decision-making and involve
factors such as the time of the day when the change occurs, the acuteness of the
solution, the predictability of the change in health status, and the expected
result of hospitalization.

In terminal hospitalizations, the deterioration of health status occurs most
often at night, in the early morning, at weekends, and/or on holidays, when the
options of prevention are limited.

When speaking of the acuteness of the solution, over half of the respondents
mentioned acute changes in the resident’s health status requiring immediate
medical care, while others mentioned clear deterioration of health status
where further progression was expected within hours or a day at most. Only
two cases involved a planned hospitalization within the context of the change
in health status.

The predictability of a change in health status influences the possibility of
intervention. Over half of the terminal hospitalizations mentioned by respon-
dents were qualified as sudden, unexpected, and not anticipated. This can be
related to uneasiness concerning the predictability in the level of deterioration
in terms of frailty. GPs in the sample also mentioned that the expected result of
hospitalization influenced their decision-making.

Discussion

This study aimed to explore factors influencing decision-making about hospi-
talizations that become terminal for residents in Czech nursing homes for
older adults. In total, six themes were constructed: the options of the nursing
home, the accessibility to medical decision-making, the age of the resident,
care planning, fear of legal action, and making the decision to hospitalize.

Interviews with respondents revealed that important differences exist
between nursing homes in the options that the facilities have (especially in
the subtheme of technical equipment and infusion administration) and the
availability of medical decision-making.

Nurses in our study reflected on their lack of permission to decide and
perform their activities independently. Nurses in the Czech Republic perform
tasks only as ordered by a doctor. They do not have the permission to decide
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on any medical procedures during a health status change, nor to prescribe
drugs. This is why they call an emergency service when the health status of a
resident deteriorates, and the GP is not available. Their permission to act is
limited as opposed to nurses from some other countries, i.e., in the United
Kingdom, the Netherlands, Ireland, Australia, etc. (Maier & Aiken, 2016).
Perceived as a paradox is the administration of infusions in nursing homes. By
law, it is possible in nursing homes to administer drugs in the subcutaneous,
intramuscular, and intravenous, but in practice some nursing homes do not
allow even subcutaneous administration of drugs. Thus, on the one hand,
nurses report a lack of options to make independent decisions, while on the
other hand they do not use the options they have because of the fear of not
having a doctor present.

In the treatment of unexpected symptoms, nurses rely on medication
administered as needed - the so-called SOS medication. Contrary to our
assumption, the lack of SOS medication was not mentioned as a factor
influencing decision-making about hospitalizations that become terminal. It
is questionable whether this is because nurses are not aware of this possibility
and thus did not mention it or because not having SOS medication is a
relatively minor problem.

While doctors repeatedly mentioned the importance of the education level
of the nurses as a factor contributing to terminal hospitalizations, nurses,
except for one interview, did not mention their own skills, nor mention
them as the cause of terminal hospitalization. This could be caused by their
insufficient acknowledgment of the gaps in their skills. Available literature
(Arendts et al., 2010; Bottrell et al., 2001; O’neill et al., 2015; Shanley et al.,
2011) recommends educating staff in palliative care, improving their skills in
assessing health status in relation to characteristic trajectories of fragile older
adults, improving the staff’s communication skills with other care providers,
and care planning, as well as educating nurses in specialized tasks (e.g.,
infusion administration, taking care of vascular accesses, etc.). In the Czech
context, specific education is needed not only for nurses and other personnel
but for GPs as well.

Collaboration with doctors, especially with GPs, is an important factor in
the prevention of hospitalization. Their role is crucial in formulating the
advance care plans and palliative care plans, and in consultations about the
changes in the health of residents. When respondents had at least the possi-
bility to consult about the resident’s health status over the phone, they were
able to use a wider array of interventions to prevent hospitalization. Laging et
al. (2015) point out that in that case it is beneficial if the GP is very familiar
with the patient and the patient’s health.

Advance care planning is a crucial factor in the prevention of terminal
hospitalizations (e.g., Laging et al., 2015; Lamb et al., 2011; O’neill et al., 2015).
The process of advance care planning was not described or mentioned by any
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respondent in the group of nurses. The absence of the usage of these terms can
be explained by the fact that this process is not sufficiently anchored in
residential social services for older adults in the Czech Republic (therefore it
is not anchored in the respondents’ thinking or language). Advance care plans
are complex documents. Therefore, there is a possibility that respondents from
the group of nurses mentioned only those aspects that they consider as the
most important in the plan.

The resident’s significant others are the key players in advance care plan-
ning. The importance of working with them and their emotions is confirmed
by multiple studies (O’neill et al., 2015; Shanley et al., 2011; Stephens et al.,
2015). To ensure successful advance care planning, it is important to create a
relationship based on trust among the involved parties, i.e., the resident, the
relatives, the nursing home staff, and the physician. In the cases mentioned,
most decisions to hospitalize were described as unilateral, with only 15%
described as shared decisions. This fact can be due to the relatively low level
of the number of discussions between patients and caregivers on hospitaliza-
tion and planning.

The practice of care planning in the Czech Republic can benefit from
increased involvement of social workers in the advance care planning and
transitional care planning processes; only a few respondents reported being
engaged in these activities. Social workers in the Czech Republic are trained to
activate formal and informal sources around the resident, to manage cases,
and to facilitate the solution of complex situations in line with resident needs,
so increasing the involvement of social workers can ease the workload usually
handled by nurses.

It was a surprising revelation that, in some cases (circa 10%), residents
were the ones who requested the hospitalization, including a case when the
resident knew it would be a terminal hospitalization. Respondents also
mentioned cases when they knew that the resident’s wish was to die at
home, and in one case the resident had a living will; yet the circumstances
of his health status were such that the respondent called the emergency
service. This could create an impression that the wish to die in a nursing
home might be more difficult to meet than the wish to hospitalize.
Legislation may also be an influencing factor, since the failure to provide
life-saving interventions may qualify as a criminal offense of negligent
homicide in the case of an invalid’s advance care directive, whereas provid-
ing life-saving interventions against one’s wish may only result in an obliga-
tion to compensate for the harm caused (Hrda et al., 2018).

The results of the study suggest that the perspective of the person whose life
is drawing to its end did not play a role in the transfer decisions made by
nurses but did play a role for GPs who do the decision-making. Also, repeated
unpleasant experiences with the emergency ambulance crew and/or hospital
staff, which often included playing down the skills of nurses in nursing homes
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and disrespect of the nursing homes’ options, as well as contradictory experi-
ences with the quality of care provided in the emergency room and in
hospitals, did not play a role as mentioned in other studies by O’neill et al.
(2015) or Laging et al. (2015).

Over half of the hospitalizations were not anticipated as terminal by
respondents. We argue that some terminal hospitalizations could be preven-
table if systematic processes for identification of those near death would be in
place in the organizations. It could also help if nurses and GPs would undergo
specific education regarding the identification of older adults near death, and
also if nursing homes would set up processes for handling emergency
situations.

In the context of hospitalizations, it must be mentioned that while the
residents died in hospitalization, in some cases, the hospitalization probably
offered a better quality of life. In none of the cases recorded was a resident
transferred to the hospital arbitrarily. From this perspective, terminal hospi-
talizations can be viewed as a consequence of exhausted options. The authors
of this study would like to add that in the present-day setting of nursing homes
in the Czech Republic, it would not be possible to prevent some of the terminal
hospitalizations because it would have to be done contrary to legislation and
good clinical practice.

Should the nursing homes want to prevent terminal hospitalizations, they
could adopt certain measures. The issue of terminal hospitalization is a multi-
factorial one, and therefore interventions leading to a decrease in terminal
hospitalizations should likewise span across several levels. In Table 2, the
authors of this study present a proposal of possible interventions to reduce
the risk of avoidable terminal hospitalizations. The proposal is based on the
results of this study, the subtle realism paradigm that considers individuals,
groups, institutions, and societies as a part of the studied reality (Hendl, 2005),
and on the clinical experience of the authors.

Study limitations

Respondents represent the first limitation. All respondents considered it
important to provide their clients with the opportunity to die in the nursing
home if they so wish. It is quite likely that the results would be different if staff
not adhering to the idea of meeting clients’ preferences about the end of their
lives were also included in the study.

Semi-structured interviews were carried out with nurses, social workers,
and GPs working in the nursing homes. However, the participants did not
work together in one nursing home. While the study offers a multidisciplinary
perspective, it does not sufficiently portray the perspective of a multidisciplin-
ary team. To offer a complex perspective on the interventions, the perspective
of other stakeholders participating in the decision to hospitalize residents of
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residential social care service facilities, i.e., significant others and healthcare
service providers in the healthcare system, would be valuable.

We did not employ member checking or any specific trustworthiness
techniques besides the standard triangulation of data sources (variety in time
and different professions) (Krefting, 1991).

As COVID-19 was taking place while conducting the second phase of
interviews, it is possible that the perspective of participants was influ-
enced. However, we saw in the data that the themes that occurred during
the first phase were occurring also in interviews conducted in the second
phase.

Finally, there are limitations due to the design of the study and the way of
collecting information. The study had a retrospective design; respondents
were free to choose which cases they wanted to share.

Conclusions

The issue of terminal hospitalization is a multifactorial one, i.e., in each case,
there are usually several factors influencing the decision to transfer a person to
hospital. This study offers a perspective on the factors involved in the decision
to hospitalize residents of Czech nursing homes. The trigger launching the
decision-making process about hospitalization is a change in the health status
of the resident. The more acute the situation and the need for a solution, the
fewer options nurses have to look for ways of preventing hospitalization.

Further research, focusing on the importance of factors leading to terminal
hospitalization transfers of clients in nursing homes for the older adults, would
help to focus interventions to reduce avoidable hospitalization. The authors
also suggest further studies on the activity and influence on decision-making
around terminal hospitalization exerted by the family, the lack of permission
of nurses to act, the relationship between palliative care provided in the
facilities and terminal hospitalizations, or characteristic symptoms most
often resulting in terminal transfer to hospital. In the context of the present-
day discussion about how beneficial the advance care planning is for the
quality of life of the patient and his/her loved ones (e.g., Curtis, 2021;
Morrison et al., 2021) and in the context of the present research, it seems
worth focusing on the relationship between the advance care planning process
and the shared decision-making at the time of a change in the health status of
the nursing home resident.
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Survey of the Influence of Factors on the Place of Death. Currently under review with
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Abstrakt

Kontext: Kazdy rok v ¢eskych pobytovych socialnich sluzbach pro seniory zemie 1/3 jejich
obyvatel, coz je ptiblizné 13 % viech obyvatel Ceské republiky. Pfiblizné 2/3 klientt zemiou

v misté pobytové sluzby, zbytek béhem hospitalizace ¢i pti prevozu do ni.

Cile: Cilem studie byla analyza faktorti souvisejicich s mistem umrti klientd v nemocnici ¢i

v pobytové sluzbé.

Metody: Provedena byla kauzalni komparativni studie. Analyzovéna byla data z 36
pobytovych socialnich sluzeb pro seniory a 227 jejich obyvatel, ktefi zemteli mezi Cervnem

a srpnem 2021.

Vysledky: Pokud zaméstnanci znali pfani seniora ohledné zavéru Zivota a zaroven prob¢hl
rozhovor s blizkymi seniora jehoz vysledkem bylo rozhodnuti o postupu u seniora v zavéru
zivota, m¢l senior 5,6 x vySSi Sanci, Ze zemie v pobytové sluzbé nez v hospitalizaci.
Diilezitymi faktory zvySujicimi Sanci na umrti v pobytové sluzbé byl pobyt v domové se
zvlastnim rezimem oproti domovu pro seniory, vék 86-90 let oproti seniorim mladsim,
nejlep$i nebo témét nejlepSi UGroven paliativni péfe oproti niz§i urovni paliativni
péce. Studie rovnéz zkoumala dalsi okolnosti souvisejici s mistem umrti v pobytové sluzbé

nebo v hospitalizaci. V ptipadé umrti v pobytové sluzbé oznalily odpovédné osoby za
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nejvyznamngjsi okolnosti: Pfijeti stavu klienta rodinou, Soulad ptedstav uvnitt klientovy
rodiny, Dostatek persondlu a Zkusenosti personalu. Za nejvlivnéjsi okolnost pro odeslani
klienta do hospitalizace, béhem které zemftel, oznacily odpovédné osoby Nemoznost

dovysetteni zdravotniho stavu v domove.

Zavéry: Vysledky studie davaji nahlédnout na potencidlni intervence s nejvétsim dopadem
pro pfedchazeni termindlnim hospitalizacim, a to ziskdvani piani obyvatel ohledné zavéru
zivota a vedeni rozhovort s blizkymi o postupu v zavéru zivota. Dal$imi slibnymi oblastmi,
které je potteba podrobit dalSimu zkoumdni jsou zvySovani zdravotnickych kompetenci
zdravotnického i1 nezdravotnického personalu a rozsah a zptsob zapojeni Iékate pii péci
v zavéru zZivota v domovech. Prostor pro ovlivnéni terminalnich hospitalizaci se nabizi
kromé& uvedeného 1 v praci s rodinami, a to v oblasti pfijiméani klientova stavu, rozvoje

kompetenci ve védomém a reflektovaném poskytovani paliativni péce.
Co studie prinasi pro zkoumané téma

Studie navazuje na v této praci uvedenou kvalitativni studii k terminélnim hospitalizacim.
Vychazi z faktori, které vni byly zjisténé, navic pfiddva dalSi organizacni faktory
identifikované v literatuie (pocCet personalu, uroven paliativni péCe, vstup praktického
1ékare). Dava tak nahlédnout na miru vlivu okolnosti v tématech, rovnéz na to, které faktory
zvysuji Sanci na umrti v pobytové sluzb¢. Studie potvrzuje vyznam planovani budouci péce
jako procesu, béhem kterého dochazi k vyjadifeni pfani i sjednoceni nahledii na cile péce
s blizkymi, pii¢emz piedpokladem takové dohody je piijeti stavu klienta blizkymi. Dale
ukazuje na dileZitost vnimané trovné paliativni pée. Vysledkem specifickym pro Ceskou
republiku jsou vyssi Sance na umrti v misté pobytové sluzby v domové se zvlastnim rezimem
nez v domové pro seniory. Autofi méli hypotézu o stejnosti Sanci, tj. Ze nebude rozdil mezi
druhy sluzeb. Oproti pracovnim hypotézam mira pokryti potfeb zatizeni praktickym Iékaiem
nezvySovala statisticky vyznamné Sanci, Ze klient zemie v domové oproti hospitalizaci.
Analyza Chi-kvadrat ukazuje silnou souvislost mezi znalosti pfani, provadénim rozhovort a

pokryvem potieb zafizeni I¢katem. K vysvétleni, jak se zapojeni praktického 1ékatfe promita
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do urovné paliativni péée v domove, je tfeba dalSich vyzkumil. Proménna pokryti potieb
zafizeni nemusela byt pro respondenty dostate¢né srozumitelna, nabizi se proto méfit
zapojeni Casem stravenym na klienta za urcené obdobi, naptiklad mésic. Dale se vice zamérit
na ¢innosti lékate, které maji pro zafizeni v oblasti paliativni péCe nejvyssi dopad, a to 1
z toho duvodu, ze kapacity praktickych I1ékaii jsou znaéné omezené. Z hlediska
potencialnich intervenci k pfedchazeni hospitalizaci mtze byt U€inné zaméfit se na
dovysetteni zdravotniho stavu v misté pobytové sluzby v Case jeho zhorseni, podpofit vyvoj
a testovani inovativnich spolupraci pobytovych sluzeb a poskytovatelli zdravotni péce.
Nemoznost dovySetfeni zdravotniho stavu v domov€ byla pii odeslani klienta do

hospitalizace nejvlivnéj$im faktorem.

Introduction

Approximately one third of older adult residents in Czech nursing homes die each year.
18,357 nursing home residents died in 2021 (Czech Statistical Office, 2022a), which is
13.1% of all deaths in the Czech Republic (Czech Statistical Office, 2022b). Approximately
40% of nursing home residents die during hospitalization (Czech Statistical Office, 2021;
Institute of Health Information and Statistics of the Czech Republic, 2021).

Nursing homes in the Czech Republic are registered under the Social Services Act No.
108/2006 (Social Services Act, 2006). There are two types of nursing homes: nursing homes
for older adults and nursing homes with a special regimen that, in case of older adults, are
designed mainly for resident with dementia. Residents in nursing homes are cared for by a
multidisciplinary team consisting of both healthcare professionals (e.g., general nurses and
nutritional therapists) and non-healthcare professionals (social workers, caregivers, and
psychologists). The doctors for the residents are usually not employees of the facility. Only
in some facilities are general nurses present 24/7. Care in nursing homes is paid for by
several sources — social services subsidies, the public health insurance system (resident-

specific payments), resident reimbursements, and other sources. In the Czech Republic, there
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are regional differences in the availability of providers of specialized palliative care and
other medical and non-medical specialties and pharmacy services; at the level of facilities,
there are differences in the number of caregiving staff and the degree of implementation of
palliative care (related to the experience and skills of home staff); there are also differences
in the technical equipment of the homes, in the medical procedures that can be performed in
facilities, and other differences. There are also differences in the percentage of residents who
die in nursing homes as opposed to during hospitalization. Therefore, there should be also

differences among nursing homes in terms of terminal hospitalizations.

Hospitalizations have both benefits and negative impacts in biological, psychosocial and
spiritual areas (Murray & Laditka, 2010). Several studies discuss the necessity of
hospitalizations, including terminal ones, and how much and whether they are preventable
(Allers et al., 2019). Some hospitalizations may be preventable, but some may be necessary
or expedient, e.g., if the resident wishes to be hospitalized (see, e.g., Gott et al, 2004;
Pechova & Loucka, 2022), if the quality of life in the end-of-life would be worse than in a
hospital, or if unexpected or unforeseen acute conditions arise (see, e.g., Pechova & Loucka,

2022; Reyniers et al., 2014).

The aim of the present study is to analyze factors associated with the place of death of
nursing home residents. The study aims to evaluate the importance of these factors to better
understand the decision-making process leading to a resident death in a hospital or in a
nursing home, thereby contributing to the discussion of interventions to reduce preventable
terminal hospitalizations of nursing home residents in a specific mix of health and social

care systems, as suggested by Allers et al. (2019).
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Materials and methods
Study Design

The present study is a causal-comparative study investigating factors associated with the
place of death of nursing home residents in the Czech Republic. The Checklist for Reporting
of Survey Studies (CROSS) was used to report the results of the study (Sharma et al., 2021).

Data Collection Methods

Questionnaire of General Information about the Nursing Home

This questionnaire was used to obtain general information about the nursing homes from
June to August 2021, see Supplemental material 2. It contained the following data: the region
in which the service operates; the type of social service which provides the data; the number
of beds; the number of deaths in the given period; the place of death — in a nursing home,
hospital, or elsewhere; the average number of residents per nurse during the day/night; the
average number of residents per caregiver during the day/night. In addition, the data
contained the level of coverage of services by a general practitioner (a scale of 0 to 10 was
used, where 0 meant general practitioner does not cover the needs of the facility, and 10
means the needs of the facility are completely covered) and the level of palliative care
provided (a scale of 0 to 10 was used, where 0 meant the worst possible palliative care and

10 meant the best possible palliative care; an option for does not provide palliative care was

included).

Questionnaires on the Deceased in the Nursing Home or in the Hospital

The respondent completed the relevant questionnaire depending on whether the resident died
while in a hospital or in the nursing home during the reporting period, that is, from June to

August 2021.
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Both the Deceased in the Nursing Home questionnaire and the Deceased in the Hospital
questionnaire (see Supplemental material 2) asked about gender, age, knowledge of the
resident's end-of-life wish (yes/no), and whether a conversation was held with the significant
others about the resident’s end-of-life wishes that resulted in a decision about how to proceed

at the end-of-life of the resident (yes/no).

The Deceased in the Hospital questionnaire also assessed the resident’s ability to make
decisions for himself or herself at the time of referral for hospitalization; the length of
hospitalization until the time of death of the resident; the expectation that the resident would
die in the hospital made at the time of referral for hospitalization (yes/no); and the existence

of a possibility to prevent hospitalization (yes/no).

In addition to these variables, the level of the influence of selected circumstances for
referring a resident to a hospital where he or she died, or the level of the influence of selected
circumstances on the possibility of dying in a nursing home in a particular case, were also

assessed.

The circumstances were selected based on previous qualitative research; see Pechova &
Loucka (2023). In both the Deceased in the Nursing Home questionnaire and Deceased in
the Hospital questionnaire, eleven circumstances were presented to the respondent (see
Table 1 and 2 below). The respondent recorded how significant the influence of these
circumstances was on the place of death of the resident (i.e., either the hospitalization in
which the resident died, or conversely the opportunity to die in the nursing home). A 6-point
scale was used, where a value of 1 meant that the circumstance had no influence at all on the
place of death, and a value of 6 meant that the circumstance had a very significant influence.
The circumstances were identical in importance in both deceased questionnaires; however,
in order to ensure that the respondent understood the question and answered well, and to
keep the wording of the question the same, the factors themselves were worded negatively

in the case of the in-hospital death.
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Table 1. List of circumstances associated with the possibility of death in nursing home

Circumstance no.

1

2

10

11

Sufficient technical equipment for care

Possibility to administer SC infusions

Possibility to administer IV infusions

Availability of the emergency medication

Possibility to have the resident's health check-up at nursing home

Sufficient staffing

Staff experience

Availability of medical decision-making

Acceptance of the resident's condition by the significant others

Consistency of perceptions of the resident's end of life among the resident's significant others

Resident health needs covered on return from hospital

Table 2. List of circumstances associated with the possibility of death in a hospital

Circumstance no.

1

2

Insufficient technical equipment for care

Impossibility to administer SC infusion

Impossibility to administer IV infusions

Absence of the emergency medication

Inability to have the resident's health check-up at nursing home
Insufficient staffing

Insufficient staff experience
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8 Unavailability of medical decision-making
9 Non-acceptance of the resident's condition by the significant others

Inconsistency of perceptions of the resident's end of life among the resident's significant

10 others

11 Resident's health needs not covered on return from hospital

Questionnaires Pretesting

All the questionnaires were pretested in October 2021. The paper version of the
questionnaire was piloted by six people — three of whom were head nurses in various nursing
homes — with an age range from 35 to 50 years; two were managers in nursing homes, and
one was a palliative care specialist. Respondents in pre-testing and sample were similar in
nature. In the interview, the answers submitted were checked for form and clarity, and also
the feeling of neutrality of the questions was queried. After modifications to the wording of
questionnaires, the questionnaires were then converted to the electronic form, and
functionality was verified by K.P. and one other person familiar with the Click4Survey

system designed to collect the electronic form of questionnaires.
Sample Characteristics

Nursing homes were selected from the Register of Social Service Providers which lists all
registered social service providers in the Czech Republic as of 8 November 2021. A random
stratified sampling was carried out. First, two lists of providers were created — one for the
type “nursing home for older adults”, the other for the type “nursing home with special
regimen”. In each of the lists, the providers were further stratified by region. In each region,
the organizations to be addressed were selected at random. Random selection in each round
was ensured by an online random number generator. The aim was to obtain one

representative of a “nursing home for older adults” and one representative of a “nursing
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home with a special regimen” in each of the fourteen regions of the Czech Republic, so as

to cover regional differences as much as possible while keeping within the project budget.
Survey Administration

There were six rounds of contact in total. In each round, three service provider in the region
were contacted via e-mail in each of the lists mentioned above. If more than one service
provider signed up in a given round of contact, priority was given to the service provider
that had promised to participate first. If the desired type of service provider did not sign up

in a given round in the region, another round of contact took place.

After the first round of sampling was completed, the data collection process was analyzed.
From the second round onwards only providers with more than fifty residents were invited
to participate in the study. This was due to the fact that for providers with up to fifty residents,
the number of resident deaths during the study period was very low — a maximum of three.
At the same time, these providers agreed to participate in the first round of the study more
often than larger providers. Some of the providers contacted had registered a second type of
nursing home other than the one for which they were contacted. Where a provider offered to
complete the questionnaires for a service type other than the one requested, this was agreed

to based on the decision of the study authors.

The data collection took place from November 2021 to April 2022. The decision on who
would complete the data for an organization was left to each organization. The reason for
this is the varied organizational structures and division of competencies among nursing
homes in the Czech Republic. For an overview of those who completed the data collection,

see Table 3.
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Table 3. Characteristics of respondents

% n
Woman 74.2 23
Man 0.0 0
Gender
DNR 25.8 8
Total 100.0 31
Manager 19.4 6
General nurse 38.7 12
Profession Other 16.1 5
DNR 25.8 8
Total 100.0 31
Director 16.1 5
Head nurse 45.2 14
Other managerial position 6.5 2
Position within organization
Another position 6.5 2
DNR 25.8
Total 100.0 31
1-5 years 25.8 8
6-10 years 25.8 8
11-15 years 9.7 3
Length of §xperience in the given position 16-20 years 32 1
in the nursing home
more than 21 years 9.7 3
DNR 25.8
Total 100.0 31
1-5 years 16.1 5
Cumulative length of experience in a 6-10 years 19.4 6
nursing home 11-15 years 6.5 2
16-20 years 3.2 1
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21 years and over 29.0 9
DNR 25.8 8
Total 100.0 31
Knowing the circumstances himself 323 10
Information from teammates 29.0 9
Data filled in based on Documentation only 9.7 3
Other 3.2 1
DNR 25.8 8
Total 100.0 31

Note. DNR = did not respond

Contact persons from the organizations completed the questionnaire for the general
information about the nursing home for the same period, that is, from June to August 2021
(n=36). They also completed the questionnaire for each deceased resident of the given
service in the months of June, July, and August 2021. Depending on the place of death, they
completed either the Deceased in the Nursing Home questionnaire (n=137) or the Deceased

in the Hospital questionnaire (n=90).

Half of the nursing homes completed questionnaires in paper form and half in electronic
form (Click4Survey system), according to the respondent's preferences. Paper versions of
the questionnaire were either scanned by email or sent to K.P. by post. Upon completion of
participation in the study — that is, when all questionnaires were submitted — the participants

were paid a reward in the form of vouchers.
Study Preparation

The administration of the grant and related communications was carried out by K.P. No

advertising for participation in the study was conducted.
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Ethical Considerations

The study was approved by the Research Ethics Committee of the Faculty of Humanities,
Charles University, opinion number 042021/Wil on 24 September 2021. Each respondent
and the statutory representative of the organization signed an informed consent statement to

participate in the research.

If respondents indicated that they wanted to complete the questionnaires electronically, K.P.
sent them a link. Only team of authors had the access to the electronic version of the survey.
In the electronic version, the participants provided a password of their choice to allow the
linking of the organization’s data with the questionnaire; the passwords were deleted in the
data matrix prior to analysis after the check on any duplication of information. Personal
1dentifiers were not collected in the electronic version. If a scanned version was sent, scans
were printed before transcription into the data matrix, and the email containing the data files
was deleted after the analysis was completed. In the case of mailed questionnaires, the
envelope in which the documents arrived was discarded if it contained identifying

information.
Statistical Analysis

Analysis was done using IBM SPSS version 28. Four different datasets were analyzed
sequentially. The first dataset (D0) containing basic information about the nursing houses in
the sample (n=36) was analyzed. We compared the characteristics of “nursing home for older
adults” and “nursing home with a special regimen” by calculating Chi-square (X?) and p-
value. Secondly, two datasets containing information about the deceased residents and the
circumstances of their death were analyzed separately. The dataset differed according to the
place of the resident’s death. One dataset included information about residents who died in
the nursing homes (D1) (n=137), the other included information about residents who died in

the hospital (D2) (n=90). Datasets were analyzed separately in order to analyze factors and
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circumstances that are related to the decision-making process concerning either the stay of
the resident at the time of death in the nursing home or the transfer of the resident to the
hospital where he/she died. To reveal the hidden factors underlying the decision-making
process, Principal Component Analysis (PCA) was performed for each dataset. Thirdly,
datasets DO, D1, and D2 were merged to a dataset containing similar variables on the
residents’ level (D3) (n=227). A comparison of characteristics of deceased residents who
died in the nursing home and in the hospital were made by calculating Chi-square (X?) and
p-value. Predictor variables from the merged dataset were then included in binary logistic
regression using the enter method. Based on the close association of the variables P6
(Knowledge of resident’s end-of-life wishes) and P7 (Agreement with the significant others
about how to proceed in the resident’s end-of-life), a typology was created for knowledge of
wishes vs. the significant other interview (categories “have both”, “have one”, “have neither”
were created). Categories created in this way were used in all analyses conducted on files

D1-D3. Adjusted odds ratios are reported.

In the nursing home and deceased residents’ data analyzed, missing data was negligible. One
missing value in two variables was in the DO dataset: a maximum of one value for each
analyzed variable in D1 and D2 datasets was missing. Values were missing completely at
random. Due to their insignificance, calculations were performed excluding the missing

values.
Results
Characteristics of Nursing Homes

Table 4 (see below) provides a detailed overview of the characteristics of the nursing homes.
In total, 199 service providers were approached to participate; of these, 90 were of type
“nursing home for older adults” (which equals 18% of all nursing homes for older adults in
the country) and 109 were of type “nursing home with a special regimen” (29.4% of all

nursing homes with a special regimen in the country). The response rate was 22% for
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“nursing homes for older adults” (20 nursing homes for older adults out of 90 contacted

completed the data), 14.7% for “nursing home with a special regimen” (16 nursing homes

with a special regimen out of 109 contacted completed the data). Thus, the sample consisted

of 36 residential services.

Table 4. General information about the service, D0 dataset

%

Nursing home for older adults 55.6] 20
Type of nursing home Nursing home with special regimen 444 16
Total 100.0| 36
up to 60 beds 25.0 9
60 to 99 beds 38.9| 14
Capacity — number of beds
100 beds or more 36.1 | 13
Total 100.0| 36
5 or less 50.0| 18
Number of deaths in 3 months 6 and more 50.0| 18
Total 100.0| 36
0 to 60% of clients died within 3 months in
a nursing home 44.4| 16
i’leigletgtage of deaths in nursing home of all deceased More than 60% of clients died within 3
months in a nursing home 55.6] 20
Total 100.0| 36
Covers less (5 to 7 points) 30.6( 11
Please rate how well the GP care covers the needs of the | COVers quite well (8 points) 27.8( 10
facility (scale 0 to 10, where 0 = not at all and 10 = Covers completely or almost completely
completely covers) (10 and 9 points) 41.7| 15
Total 100.0| 36
Palliative care at a lower level (2 to 7
points) 19.4 7
Level of palliative care provided in the nursing home Very good level of palliative care (8 points) 41 -7| 15
(scale 0 to 10, where 0 = worst possible palliative care and .
10 = best possible palliative care; nursing home does not BGSF or almost best posmblq level of
. . palliative care (10 and 9 points) 27.8] 10
provide palliative care)
None 11.1 | 4
Total 36

100.0|
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Up to 24 residents per staff person (15 to

24) 36.11 13
25 or more residents per staff person (25 to

Number of residents per nurse or caregiver per night 50) 61.11 22
DNR 2.8 1
Total 100.0( 36

7 or fewer residents per staff person (4 to 7) 41.7] 15

8 or more residents per staff person (8 to

Number of residents per nurse or caregiver per day 16) 55.6] 20
DNR | 2.8 | 1
Total 100.0| 36

Note. DNR = did not respond

In terms of the percentage of deaths at the place of a nursing home, there was no statistically
significant difference in means between “nursing homes for older adults” and “nursing
homes with a special regimen” (two-sample t-test, p=.286, Fisher's test, p=.023). On average,
54% of residents died in the “nursing home for older adults” while 65% of residents died in
the “nursing home with a special regimen”. Thus, it can be said that whether a resident died
in a nursing home is not related to the type of nursing home. Therefore, in further analysis,
where the place of death is used as a sorting variable, it is possible to work with a set in

which both types of nursing homes are represented.
Characteristics of Deceased Residents

Characteristics of deceased residents covered the target group of residents who died during
the period under review, that is, from June to August 2021. In total, data on 227 deceased
residents were completed by respondents. For an overview of characteristics, see Table 5

attached.
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Table 5. Descriptive population data Deceased questionnaires, data file D3

Total
% n
Nursing home 60.4 137
Place of death Hospitalization |39.6 |90
Total 100 227
Man 30.4 69
Gender of the resident Woman | 69.6 | 158
Total 100 227
85 years and under 46.3 105
86 to 90 years old |27.8 |63
Age of the resident
91 years and over |26.0 |59
Total 100 227
Yes 49.8 113
Were the resident's end-of-life wishes known? No |50.2 | 114
Total 100 227
Was a conversation held with the significant others | Yes 61.7 140
about the resident's end-of-life wishes, resulting in No 38.3 37
an agreement how to proceed at the resident's end- | ‘ |
of-life? Total 100,0  |227
They both have 42.7 97
Typology knowledge of the wishes and They have one |26.0 |59
conversation with the significant others with
agreement Neither | 3 1 3 | 71
Total 100 227
Nursing home for older adults 42.7 97
Type of nursing home Nursing home with special regimen |57.3 | 130
Total 100 227
up to 60 beds 8.8 20
Capacity - number of beds
60 to 99 beds 36.1 82
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100 beds or more |55.1 | 125

Total 100 227
Covers less (5 to 7 points) 28.2 64
Covers quite well (8 points) |28.6 |65

General practitioners - covering the needs of the

facility Covers completely or almost 432 08
completely (10 and 9 points) ‘
Total 100 227
No palliative care provided 12.3 28
Palliative care at a lower level (2 to 7 33.9 77
points) ‘

Level of palliative care provided in the nursing Very good level of palliative care (8 304 69

home points) '
Best or almost best possible level of 233 53
palliative care (10 and 9 points) '
Total 100 227
Up to 24 residents per one staff 403 91

. ) person :

Number of residents per nurse or caregiver per

night 25 or more residents per staff person |59.7 | 135
Total 100 226
7 or fewer residents per staff person [29.6 67

Number of residents per nurse or caregiver per day |8 or more residents per staff person | 70.4 | 159
Total 100 226

The Level of Influence of Other Circumstances

In addition to the aforementioned variables of the nursing homes and residents’
characteristics, the questionnaires focused on examining the circumstances and their impact
on whether the resident died in a nursing home or whether the resident died in a hospital.

For a summary of the level of influence of the circumstances, see Table 6.
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Table 6. The level of the influence of circumstances on the possibility of death in nursing

home or hospital

The level of the influence of selected circumstances on the possibility of dying in nursing home,
dataset D1, ranked by mean* (n=137)

. Some No
Very significant | . .
influence (=6) influence (2 | influence
uence 0 5) =1) Mean *
% n % n % n
Acceptance of the resident's condition by the
significant others 59.1 81 27.7 | 38 | 13.1 | 18 4.82
Staff experience 52.6 72 314 | 43 | 16.1 | 22 4.72
Sufficient staffing 44.5 61 372 | 51 | 182 |25 4.56
Consistency of perceptions of the resident's
end of life among the resident's significant
others 50.4 69 32.1 44 | 175 |24 4.48
Availability of medical decision-making 41.2 56 434 [ 59 | 154 | 21 4.26
Possibility to administer SC infusions 36.5 50 255 | 35 | 38.0 | 52 3.64
Availability of the emergency medication 32.8 45 328 | 45 | 343 | 47 3.61
Sufficient technical equipment for care 25.5 35 358 | 49 | 38.7 |53 3.4
Possibility to have the resident's health
check-up at nursing home 23.0 31 48.1 65 | 28.9 | 39 3.27
Resident health needs covered on return
from hospital 27.9 38 324 | 44 | 39.7 | 54 3.24
Possibility to administer IV infusions 233 31 233 | 31 | 534 |71 2.86
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The level of the influence of selected circumstances for referring a resident to the hospital where he
died. dataset D2, ranked by mean* (n=90)

. Some No
Very significant | . .
nfl —6 influence (2 | influence
influence (=6) 0 5) =1) Mean*
% n % n % n
Inability to have the resident's health check-
up at nursing home 433 39 27.8 | 25 | 28.9 | 26 3.84
Non-acceptance of the resident's condition
by the significant others 13.3 12 244 | 22 | 62.2 | 56 2.33
Resident's health needs not covered on
return from hospital 10.0 9 256 | 23 | 644 | 58 2.24
Unavailability of medical decision-making 10.0 9 333 30 | 56.7 | 51 2.21
Impossibility to administer IV infusions 15.6 14 20.0 18 | 64.4 | 58 2.17
Absence of the emergency medication 12.2 11 20.0 18 | 67.8 | 61 2.14
Insufficient technical equipment for care 10.0 9 222 | 20 | 67.8 | 61 2.04
Inconsistency of perceptions of the resident's
end of life among the resident's significant
others 10.1 9 157 | 14 | 742 | 66 1.82
Insufficient staff experience 6.7 6 20.0 18 | 73.3 | 66 1.73
Impossibility to administer SC infusion 7.8 7 12.2 11 | 80.0 | 72 1.57
Insufficient staffing 0.0 0 20.0 18 | 80.0 | 72 1.36

Note. *Mean on a scale of 1 to 6, where 1 = no influence and 6 = very significant influence of circumstance.

When ranking the circumstances by mean, the most important influence on a resident’s

likelihood of dying in a nursing home was whether the significant others accepted the

resident’s condition. This circumstance also had the highest proportion of responses in the

“quite significant influence” category (59%). Other influential circumstances were sufficient

staffing and sufficient staff experience. Other factors with a high influence (average score

above 4.5) included the consistency of perceptions of the resident’s end of life among the

resident’s significant others. Quite influential factors (average around 4) included the

availability of medical decision-making when needed; the possibility of SC infusions

administration, and the availability of emergency medication.
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In the case of referring a resident for hospitalization where he/she died, the lack of possibility
to have the resident’s health check-up at the nursing home had the greatest influence (mean
3.8). Most of the circumstances then hovered around the mean value of 2 (between 2.3 and
1.6), and their influence was rated very similarly — as rather low. Apart from the most
significant circumstance, the response ‘no influence’ was, for over 55% of respondents,
always the predominant response for the other circumstances. Overall, the least influential

factor for referral for (terminal) hospitalization was insufficient staffing.
Principal Component Analysis

To reduce the number of variables as well as to uncover hidden factors in the place of death,
Principal Component Analysis (PCA) was performed. Due to the different wording of the
eleven circumstances in the Deceased in the Nursing Home questionnaire and Deceased in
the Hospital questionnaire, the PCA was performed separately on each dataset; that is for
Deceased in a Nursing Home as well as for Deceased in a Hospital. In the case of the
Deceased in a Hospital dataset, based on a preliminary PCA analysis where the variable
confounded two different factors equally, the item “Resident’s health needs not covered on
return from hospital” was dropped. The PCA for the dataset was re-run with ten items from
the list of circumstances. The number of respondents for each dataset was sufficient. For
both datasets goodness-of-fit tests were performed, specifically Bartlett's test of sphericity:
P<.001 and KMO measure in D1=.83 and D2=.63, with positive results. The correlation
matrices of the variables in both data sets showed that all variables correlated significantly

(at the level of p<.05).

The number of factors to extract was determined using the Kaiser criterion (Eigen value
greater than 1), studying the graph and the proportion of residuals between observed and
reproduced correlations with an absolute value less than 0.05 (proportion greater than 50%).
For the “Deceased in a nursing home” dataset, the analysis yielded 3 factors (see Table 7),

explaining 72.7% of the variance. The third factor in the analysis was close to the value of 1
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(0.971). In the “Deceased in a hospital” dataset, 4 factors emerged from the analysis (see

Table 8), explaining 77.54% of the variance.

The PCA results on the “Deceased in a nursing home” dataset (see Table 7) showed that the
first factor, “Sufficient staffing and technical support”, had the highest level of explanation:
it was saturated by the staffing items related to both the required competencies, those being
“Staff experience”, “Availability of medical decision-making”, and the number of staff —
their sufficiency. Then there were items of a material nature, namely “Sufficient technical
equipment for care” and “Resident health needs covered on return from hospital”. The
second factor was titled “Possibility of infusion administration”, which was saturated with
items in the administration of infusions in both IV and SC forms; the third factor was called
“Smooth death in the nursing home”, which was saturated by items that expand the
possibilities that the resident will live with a good quality of life in the nursing home and
will not have to be transferred to hospital when his/her health deteriorates: specifically the
compliance with the family and within the family, the availability of the emergency
medication, and the possibility of resident's health check-up at nursing home — which are all

important circumstances when health deteriorates.
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Table 7. Principal Component Analysis, dataset DI - deceased in a nursing home

Possibility of
infusion
administration

Smooth death in
the nursing home

Sufficient staffing and
technical support

Staff experience .923
Sufficient staffing 91

Resident health needs covered on return from

hospital 612

Sufficient technical equipment for care 592

Availability of medical decision-making .561

Possibility to administer [V infusion .886
Possibility to administer SC infusion .838

Possibility to have the resident's health
. .882
check-up at nursing home

Consistency of perceptions of the resident's
end of life among the resident's significant .693
others

Acceptance of the resident's condition by the
T .668
significant others

Availability of the emergency medication .663

Note. Extraction method: Principal Component Analysis. Rotation method: Oblimin on Kaiser normalization.
Only values of communalities >.5 are shown in the table.

In the case of the “Deceased in a hospital” dataset (see Table 8), the analysis yielded 4 factors
that contribute to the decision of whether a resident will be sent to the hospital. The first
factor with the highest level of explanation is “Personnel and medical shortages” consisting
of items related to staff, specifically their competence and sufficiency (it includes the items
“Insufficient staff experience”, “Insufficient staffing”, “Unavailability of medical decision-
making”), as well as the presence of necessary medication — both when returning from
hospital and for the use when needed. The second factor was called “Significant others
discomfort”, which was saturated with the items “Inconsistency of perceptions of the

resident's end of life among the resident’s significant others” and “Non-acceptance of the

resident's condition by the significant others”. The third factor that influenced the decision
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was “Inability to administer infusions” consisting of “Impossibility of SC and IV infusion
administration”; the last factor was named “Lack of medical technology”, which was
saturated by the items “Impossibility to have the resident’s health check-up at nursing home”

and “Insufficient technical equipment for care”.

Table 8. Principal Component Analysis, dataset D2 — deceased in a hospital

Significant | Impossibility to Lack of
others administer medical
discomfort infusions technology

Personnel and
medical shortages

Insufficient staff experience .885
Insufficient staffing .809

Absence of the emergency
medication .691

Unavailability of medical decision-
making .688

Inconsistency of perceptions of the
resident's end of life among the
resident's significant others .968

Non-acceptance of the resident's
condition by the significant others .966

Impossibility to administer SC
infusion .874

Impossibility to administer IV
infusion 851

Inability to have the resident's
health check-up at nursing home .818

Insufficient technical equipment for
care .663

Note. Extraction method: Principal Component Analysis. Rotation Method: Varimax on Kaiser

normalization. Only values of communalities > .5 are shown in the table.

Associations Between Place of Death and Other Variables

To determine differences between residents who died in nursing homes and residents who
died during hospitalization, a sorted second stage and Chi-square analysis was performed at

the p-value<.05 on the merged dataset. For results, see Table 9.
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Table 9. Differences between residents by place of death, dataset D3

Deaths in Deaths in Total
residential care hospital N
% n % n % | n
Man 24,1 33 40,0 36 | 30,469
Gender of the resident Woman 75,9 104 60,0 54 169,6 |158
Total 100 137 100,0 | 90 |100,0{227
85 years and under 38,7 53 57,8 52 146,3 1105
86 to 90 years old 33,6 | 46 18,9 | 17 | 27,8 | 63
Age of the resident
91 years and over 27,7 | 38 23,3 | 21 | 26,0 | 59
Total 100 137 100,0 | 90 |100,0{227
Yes 55,5 76 41,1 37 49,8 |113
Were the resident's end-of-life No 44,5 61 58,9 53 | 502|114
wishes known?
Total 100 137 100,0 | 90 |100,0{227
Was a conversation held with the |yeg 73,7 101 433 39 | 61,7 |140
significant others about the
resident's end-of-life wishes, No 26,3 36 56,7 51 | 38,387
resulting in an agreement how to
proceed at the resident's end-of- Total 100 137 100.0 90 |100.01227
life? ’ ’
They both have 50,4 69 31,1 28 | 42,7 |97
Typology knowledge of the wishes | They have one 28,5 | 39 | 222 | 20 | 26,0 | 59
and conversation with the ‘
significant others with agreement | Neither 21,1 | 29 46,7 | 42 |313 | 71
Total 100 137 100,0 | 90 |100,0{227
Nursing home for older 40.1 55 46,7 0 4797
adults
Type of nursing home Nursmg home with special 59.9 32 53.3 48 | 57.3 [130
regimen
Total 100 137 100,0 | 90 |100,0{227
up to 60 beds 8,1 11 10,0 9 1388 |20
Capacity - number of beds 60 to 99 beds 40,1 55 30,0 | 27 | 36,1 | 82
100 beds or more 51,8 71 60,0 54 | 55,1125
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Total 100 137 100,0 | 90 |100,0{227
Covers less (5 to 7 points) 28,5 39 27,8 25 128,264
Covers quite well (8 27 | 37 | 311 | 28 |286]65
points)

General practitioners - covering the

needs of the facility Covers completely or
almost completely (10 and 44,5 61 41,1 37 143,298
9 points)
Total 100 137 100,0 | 90 |100,0{227
No palliative care 13,9 19 10 9 112,328
Palliative care at a lower
level (2 to 7 points) 28,5 39 42,2 | 381 33,9 (77

Level of palliative care provided in Very good level of . 29,9 41 31,1 | 28304 |69

. palliative care (8 points)

the nursing home
Best or almost best
possible level of palliative 27,7 38 16,7 | 15| 23,3 | 53
care (10 and 9 points)
Total 100 137 100 | 90 | 100,0|227
Up to 24 residents per one 39.7 54 411 |37 403 | o1
staff person

Number of residents per nurse or 25 or more residents per

caregiver per night p 60,3 82 | 58,9 |53]59,7|135
staff person
Total 100 136 | 100,0 [ 90 |100,0|226
7 or fewer residents per 316 3 267 | 24 | 296 | 67
staff person

Number of residents per nurse or 8 or more residents per

caregiver per day P 68,4 93 73,3 | 66| 70,4 | 159
staff person
Total 100 136 | 100,0 [ 90 |100,0|226

Note. Values in bold are significantly higher at the significance p-value<.05 (adjusted residuals).

The analysis shows that among the residents, women and “older” residents aged 86-90 were

more likely to die in the nursing home, while men and “younger” residents aged 60-85 were

more likely to die in the hospital. Knowing the resident’s wishes and the agreement with

significant others were significantly related to the place of death. Residents who died in a

nursing home were more likely to have known preferences about end-of-life than residents

who died in a hospital (56% vs. 41%). An even more significant association was whether
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there was a conversation with the significant others that led to the agreement on how to
proceed at the end of the resident’s life. If the resident died in a nursing home, such

agreement with significant others was much more common than if the resident died while

hospitalized (74% vs. 43%).

Residents who died during hospitalization were more likely to be from facilities where
palliative care was at a lower level. The association of place of death with other known
characteristics of the facility (capacity of and type of nursing home, cooperation with the

general practitioner) was not statistically significant.
Binary Logistic Regression

To further understand the associations of what variables affected the chances of residents
dying in nursing homes, a binary logistic regression was performed on the merged dataset

(see Table 10).

Table 10. Binary Logistic Regression

B S.E. |Wald |df|Sig. |Exp(B)
Gender of the resident (male, ref.) 0.283 [0.384]0.542|1 [.462 |1.327
Age categories - deceased (85 years and under ref.) 7.47 12 (.024
86 to 90 years old 1.119 |0.44 16.455(1 |.011 |3.062
91 years and over 0.853 [0.437(3.814 (1 |.051 |2.346

Type of nursing home (nursing home for the older

i, ) 1.117 ]0.406|7.562 (1 (.006 (3.057

Capacity - number of beds (beds up to 80, ref.) 0.66 10.423(2.439(1 |.118 |1.935
General practitioners - covering the needs of the facility 343902 | 179
(covers less ref.)

It covers quite well 0.296 10.49810.354 1 [.552 |1.345
It covers completely or almost completely -0.541 10.482]1.256 1 [.262 [0.582
Level of palliative care provided in the nursing home 7748 |2 |.021

(lower level of palliative care, ref.)
Very good level of palliative care -0.01 (0.45 (0.001 (1 |.982 |0.99
The best or almost the best possible level of palliative care |1.214 [0.511 [5.651 |1 |.017 |3.368
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Number of residents per nurse or caregiver per night (7

or fewer residents per staff person ref.) -0.729 10.426|2.93111 1.087 0.483

Typology knowledge of the wishes and conversation with

the significant others with agreement (has neither, ref.) 13.12121.001

There is either an agreement with the significant others or

the resident's preferences are known 1.23 0.46516.99 11 |.008 3.421

There is bot’h an agreement with the significant others and 173 l0.493 12.29 1 l<.001!5.639
the resident's preferences are known 9
Constant -3.46  |1.528(5.29 (1 |.024 |0.031

First, the conditions for its use were checked by means of multicollinearity (pairwise
correlations, Pearson correlation coefficient, independent variables not greater than 0.8),

tolerance (not less than 2), and Variance Inflation Factor (not greater than 5).

The binary dependent variable for the analysis was the place of death, that is, whether the
resident died in a hospital (0) or in a nursing home (1). Enter method was used for binary
logistic regression, Nagelkerk's R2=.255 was calculated, Cox & Snell's R2=0.189 was

calculated, and Hosmer and Lemeshow's test was performed with a result of 0.993.

The following independent variables entered the analysis: gender of resident; age of resident
at death (age 85 and under, age 86 to 90, age 91 and over); type of nursing home (“nursing
homes for older adults” and “nursing homes with a special regimen”); bed capacity (up to
80 beds, 80 or more beds); coverage of the nursing home’s needs by general practitioner
services (covers less, covers quite well, covers completely or almost completely); level of
palliative care provided in the nursing home (palliative care at a lower level [2 to 7 points],
very good level of palliative care [8 points], best or almost the best possible level of palliative
care [9 and 10 points]); number of residents per nurse/caregiver per day (7 or less residents
per staff person, 8 or more residents per staff person); and typology of residents’ end-of-life
wishes and conversation with significant others (there was both agreement with the
significant others and resident preferences were known, one or the other exists, neither

exists).
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Nursing homes that declared that they did not provide palliative care were not included in
the binary logistic regression since this was a highly heterogeneous group and, based on the
data, it could not be excluded that they provided palliative care although they did not label
it as such. Another reason for the exclusion was that the value of “do not provide palliative

care” was situated outside the ordinal scale.

The resulting model (see Table 10) showed that the factor that most increased the odds of
death in residential services was the resident’s typology. Residents who had both (resident
wishes were known and the conversation resulting in the agreement with the significant
others took place) were roughly 6 times (5.6 times) more likely to die in a nursing home, and
residents who had one or the other were roughly 3 times (3.4 times) more likely to die in a
nursing home than residents who had neither. The age at death of residents also had an effect.
Residents who died between the ages of 86 and 90 were 3 times more likely to die in a
nursing home than those who died at a younger age, that is, less than age 86. The chances of
dying in a nursing home also increased if they were residents of a “nursing home with a
special regimen” type of nursing home (3 times higher than “nursing home for older adults”
type of nursing home). The level of palliative care also had an impact on whether a resident
died in a nursing home or in a hospital. If a resident died in a nursing home that self-identified
as having the best or nearly the best possible level of palliative care (9 and 10 points), he or
she was about three times (3.4 times) more likely to die in a nursing home than in a hospital,
compared to a resident who lived in a nursing home that self-identified as providing a

relatively lower level of palliative care (2 to 7 points on 10-point scale).
Discussion

The aim of the present study was to analyze the circumstances that lead to a resident in a

nursing home dying in a nursing home or in a hospital in the Czech Republic.

In the analyses, the most important variables for the place of death in nursing homes were

the conversation with significant others with agreement on how to proceed at the end-of-life
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of the resident and, at the same time, knowledge of the resident's wishes about the end-of-
life. The possibility of an agreement with these significant others implies acceptance of the
resident’s condition by the significant others — this was identified by respondents as the most
important circumstance that led to residents dying in a nursing home. Findings on the
association between end-of-life conversations and an increase in the proportion of deaths in
the nursing home vs. in a hospital, or a decrease in the number of in-hospital deaths, are
consistent with other studies from nursing home settings (see, e.g., Givens et al., 2012;
Gonella et al., 2018; Martin et al., 2016). The present study demonstrates the effect of
knowing the resident’s wishes and having the conversation and agreement with significant
others about the future care for the resident; knowing both these factors together increase the
odds more than knowing only one. The effect was not described separately in the studies

cited above.

There were statistically significant differences between men and women in the context of
knowing the resident’s wishes and talking to the resident to agree on how to proceed.
Statistically, women were significantly more likely to know their wishes, and were also more
likely to have conversations with their significant others. However, in terms of the results of
the binary logistic regression, there was no difference between males and females in terms
of the chance of death in the nursing home. Review studies (see, e.g., Allers et al., 2019;
Hoffmann et al., 2019) report that the statistical significance of gender with respect to place
of death is not entirely conclusive; Allers et al. (2019) add that, when expanding the scope
to include hospitalizations of residents of nursing homes, men are more likely to be
hospitalized and more likely to receive aggressive treatment than women. Understanding the
relationship between terminal hospitalizations and gender is an appropriate topic for further

research.

The significant variable according to the binary logistic regression was age, where residents
aged 86-90 were 3 times more likely to die in nursing homes than residents younger than 85

years. The findings are consistent with the available literature (Allers et al., 2019; Fassmer
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et al., 2023). The result for the 91+ age group did not come out statistically significant
compared to the studies and assumptions mentioned. In a previous study done by the authors
of this study (Pechova & Loucka, 2023), lower resident age was cited as a reason for referral
to a hospital. In the 91+ age group, it can be considered that the reason for the non-significant
outcome may be due to the fact that the death in a hospital was due to unmanaged

deterioration in health.

In terms of types of nursing homes and the results of the binary logistic regression, a resident
of a “nursing home with a special regimen” is almost 3 times more likely to die in a nursing
home than a resident of a “nursing home for older adults”. This is a rather surprising finding,
as Chi-square analyses have shown that men are more likely to live in a “nursing home with
a special regimen” and are less likely to have end-of-life conversations which are more often
associated with death in a hospital. The result of the binary logistic regression analysis
suggests the existence of a hidden variable that could be influential. It could be differences
in clientele, with “nursing homes with a special regimen” catering to residents with different
types of dementia that have behavioral manifestations that require a restricted stay. Residents
with dementia also live in “nursing homes for older adults”, but this is more often based on
developing geriatric frailty. Thus, in a “nursing home with a special regimen”, caregiving
staff can manage a more challenging spectrum of disease manifestations and be better in
symptom management. With a degree of caution, the assertion is supported by the preceding
paragraph. In this context, it is also interesting to note that the rate at which general
practitioners cover the needs of the facility is significantly higher on average in “nursing
homes with a special regimen” than in “nursing homes for older adults”. A possible
explanation is that “nursing homes with a special regimen” have “better” cooperation with
doctors in this respect, but an explanation to be suggested is that in terms of the level of
cooperation, doctors are objectively performing their tasks in the two types of nursing homes
in the same way but the difference is in the subjective experience; where there is less

certainty in the management of conditions, there is a perceived greater need for doctor
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cooperation, and thus a lower perceived level of needs coverage. Due to the specifics of the
Czech system of social and health services, this finding cannot be used in an international

comparison but is interesting in terms of further research in the Czech Republic.

According to the results of the binary logistic regression, residents in nursing homes with
the best or near-best level of palliative care were 3.3 times more likely to die in a nursing
home than those in nursing homes with a lower level of palliative care. In contrast to the
results of the presented study, a review study by Carpenter et al. (2020) shows a non-
significant association between palliative care provided and the place of death. Chi-square
analysis of the presented study suggests that there is a strong correlation between the level
of palliative care and knowledge of the resident’s wishes and whether there has been the
conversation and agreement with the significant others regarding their loved one’s end-of-
life. With higher levels of palliative care, both were more likely to have taken place; in
nursing homes with lower levels of palliative care, neither one was likely to have taken place.
There are several possible explanations. The implementation of palliative care entails the
implementation of the principle of person-centered, needs-based care. Therefore,
preferences are also more often known and conversations with significant others more often
take place. Another possible explanation is that the implementation of palliative care is more
likely to take place in those nursing homes that have an open culture and implement the
principle of person-centered care. In this respect, palliative care is a common part of care
that is tailored to the people and their needs. The presented results also revealed that there is
a link between staffing during the day and the level of palliative care. Facilities with better
staffing are more likely to have higher levels of palliative care. Better staffing allows for

more time to be spent on identifying wishes and ideas as well as implementing them.

In the context of the working hypotheses, an interesting finding is that the level of coverage
of facility needs by general practitioners does not reduce or increase the chance that a
resident will die in a nursing home. A possible explanation may be that the variable coverage

of nursing home needs does not predict anything about the availability of a physician at the
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time of deterioration in health status. The results of the study by Ikegami & Ikezaki (2013)
show that consistent physician availability is related to death in a nursing home. According

to a study by Takezako et al. (2007), the amount of time a physician works is also important.

In our analysis, statistically significant correlations also did not emerge between coverage
of needs by general practitioners and the level of palliative care in the facility. In contrast, a
strong association emerges between knowledge of the resident’s preferences, the conducting
of conversations with the resident, and physician coverage of facility needs; where physician
coverage of facility needs is complete or near complete, the residents’ wishes are more likely
to be known and agreements with the family are more likely to be made. A possible
explanation for this phenomenon is the fact that the general practitioner in Czech facilities
is usually not an employee of the nursing home but instead is an external service. The
physician contributes to the implementation of palliative care by his/her work (e.g., by
conducting conversations and providing emergency medication prescriptions). The absence
of medical care and medical resources is then most recognizable at the time when the health
condition deteriorates and when (usually) the general nurse has to decide how to proceed;
see also the importance of the influence of the circumstances (Table 6) for referring the
resident for hospitalization, where these aspects are found among the first six items. The
absence of general practitioners in the facility leads to higher demands on the facility staff
to make decisions, and potentially also for them to take responsibilities where it would be
more appropriate for a physician to step in. It seems likely that, among other things, the
nature of physician involvement in Czech nursing homes (that is number of hours and ways
of participation in the care for residents) can lead to the reduction of terminal hospitalizations

(Lemoyne et al., 2019).

If we look further at the level of influence of the circumstances, it turns out that, in the
circumstances leading to referral to a hospital, the most important circumstance is the
possibility of a health examination in the nursing home (with an average of 3.84), which is

much more significant than the other factors of non-acceptance of the resident’s condition
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by the significant others (average 2.33) as well as the lack of possibility for administering
IV infusions and the absence of emergency medication. When circumstances are ranked by
means, the influence of the resident’s health needs not covered on return from hospital is 3rd
and the unavailability of medical decision-making is 4th. With the exception of family
acceptance of the resident’s condition, these are the factors that may expand the options
available to general nurses in the event of a sudden deterioration in the resident’s health
status. The lack of possibility of health examination at nursing homes also refers to the
limited options that nursing homes in the Czech Republic have. They are not equipped with
instruments for further diagnostics. Even if these were present, general nurses do not have

the competence to evaluate the results and decide on the course of action based on the results.

A possible explanation for the perceived low influence of factors may be that 60% of
residents were not expected to die when referred for hospitalization. Other reasons seem to
have played a more important role, or the hospitalization was related to certain, difficult-to-
manage situations at the place of stay. However, in those cases where it was assumed that
the resident would die during hospitalization (40% of cases), the quite important influence
of the significant other’s non-acceptance of the resident’s condition was more frequently

assessed. That did not apply to other factors.

The ranking of the influences on the possibility of dying in a nursing home shows that the
significant factors are the acceptance of the resident’s condition by the significant others
(which is the most influential factor) and the consistency of perceptions about the end-of-
life (4th in the ranking). Also important are staffing issues — staff experience and a sufficient
number of staff — and also the availability of medical decision-making. The order of
circumstances suggests that residents who died in a nursing home did so with a probably
calmer and more predictable trajectory. Whether the resident’s death was expected or,
conversely, whether there was an unexpected deterioration in health, was not explored in the

questionnaires.
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The questionnaires for those who died in a hospital asked whether terminal hospitalization
could have been hypothetically prevented. In 14 cases (15.7%) it was indicated that it was.
This was significantly more common in women than in men. In the context of Czech nursing
homes, it should be reflected that these are not healthcare facilities. Their capacities are
limited in terms of equipment, staff competencies, and level of doctor involvement.
Therefore, under the current arrangement, if the quality of life is to be maintained, it will not
be possible to prevent all terminal hospitalizations. Some might be preventable (Lemoyne et

al., 2019).
Study Limitations

During the selection process, emphasis was placed on representativeness. The response rate
was reasonably high, yet the motivation with which the nursing homes entered the study is
an issue. It could be that these were nursing homes that dealt closely with the topic of
palliative care. At the same time, it is not possible to exclude the influence of self-stylization,
with respondents unconsciously overestimating the level of palliative care of their nursing

home. In both cases, there may have been a bias in the responses.

Compared to the available base set statistics in the Czech Republic, the sample set contains
a higher frequency of private companies (16.7:25%) and a lower frequency of religious
facilities (10:3%). The frequency of “nursing home for older adults” and “nursing home with
a special regimen” matches the base set. In the sample set, 60% of the residents died in the
nursing home, the rest in a hospital. The available macro data for 2020 show approximately
the same proportion (Czech Statistical Office, 2021; Institute of Health Information and
Statistics of the Czech Republic, 2021). Macro data are not openly available for further base
set and sample set comparisons. Although, in the authors' practice, the level of all types of
facilities by the founder/organization appears to be the same, the results of a different sample

set of nursing homes replicating the population could be different.
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The data obtained on deceased residents includes 1.24% of deaths in a given year. In view
of the previously mentioned possibility of nursing homes self-stylization in terms of level of
palliative care, the data completed on residents should also be viewed with caution.
Available statistics correspond approximately to the percentages of deaths in the nursing

home vs. in a hospital for both the general population and the sample.

The questionnaires completed by respondents lacked the option of identifying whether the
death was sudden or expected; in this respect the responses on whether the hospitalization

could have been hypothetically prevented should be viewed with caution.

The questionnaires ascertained the existence of the resident's wishes and the existence of an
agreement with the significant others about how to proceed at the resident's end-of-life.
However, it was not ascertained whether the wish or agreement was to die at the nursing
home or in the hospital. It can only be assumed that the wish was to die at the place of the

nursing home.
Conclusions

Based on the results of this study, it appears that the key factors in preventing terminal
hospitalizations are knowing the resident's wishes and having a concurrent agreement with

the significant others about how to proceed at the end of the resident’s life.

An area for further investigation is the hypothesis of higher health competencies of the staff
of nursing homes with a special regimen compared to nursing homes for older adults. If the
hypothesis is confirmed, increasing health competencies in healthcare and non-healthcare
staff may be a valuable resource in preventing terminal hospital admissions for all age
groups. The amount of time a physician works, the activities a physician performs or is
expected to perform, and their impact on reducing terminal hospitalizations also deserves
further investigation. The results of the study indicate the influence of the presence of a

physician on knowing the wishes and conducting conversations with the significant others;
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a physician's absence limits the opportunities to conduct health examinations in the nursing

home which leads to the referral of the resident for hospitalization.

In addition to the above, there is room for influencing terminal hospitalizations in the work
with significant others in terms of their acceptance of the resident’s condition, and in the
development of competencies in the conscious and reflective provision of palliative care in

the nursing home.
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QUESTIONNAIRE

General information about the nursing home —
for the months of June, July, August 2021

Information about the nursing home

Region: ...... . RSOOSR USROS PRPOTEPUOPRPRURPOONY

The type of nursing home for which you are filling in Are general nurses present in the facility 24/7?

data on deceased residents. Please tick one of the O ves

following options. O No

[J Nursing home for the elderly What was the average number of residents per
[ Nursing home with special regimen nurse per night in June-August 2021?
Capacity:

‘What was the average number of residents per nurse
per day in June-August 2021?

Total number of deceased for the months June-

August 2021:
‘What was the average number of residents per carer
per night in June-August 2021?

Of which:
* Deceased in the nursing home:

‘What was the average number of residents per carer

* D d in the hospital:
cecased in the ospita per day in June-August 2021?

* Deceased elsewhere:

Please assess how much the care of a GP or multiple GPs covers the needs of the facility.

This is a summative assessment of the different areas where the facility needs GPs to provide their service, e.g. areas of care for
residents, significant others, working with the nursing home, etc. Use a scale of 0 to 10, where 0 means not at all covers and 10
means completely covers the needs of the facility. If no GP works with your facility, please tick "The general practitioner is not
cooperating"'.

Not at all covers Completely covers The general practitioner is

00O 'O 20O O 40O SO 0O OO OO °O 'om (. not cooperating.
Please assess the level of palliative care provided in your facility.

Use a scale of 0 to 10, where 0 is the worst possible care and 10 is the best possible care. If your facility does not provide such
care at all, please tick "Facility does not provide palliative care".

Worst possible care Best possible care Facility does not provide
0 D 1 D 2 EI 3 l:l 4 EI 5 I:l 6 l:l 7 EI 8 D 9 l:l 10 l:l palliative care.
page 1 of 1
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QUESTIONNAIRE

Deceased in the Hospital

questionnaire

Gender

Age at the time of death
[0 male [ female 8

Was the resident able to make decisions for himself/herself at the time of referral?

O ves
O No
[0 Notknown

How significant was the influence of the following factors on referring the resident to hospital?

Please rate the influence of each factor on a scale of 1 to 6, with 1 being no influence and 6 being very significant
influence.

No influence Very significant influence
Insufficient technical equipment for care -
7 A 4
(i.e. oxygenator, suction device) 'a ‘g 0 0 g °0
Impossibility to administer SC infusions 'O 20 30 40 50 6
Impossibility to administer IV infusions 'O | 3 40 50 6

Absence of the emergency medication, that is medication to
be used in case of need, e.g. to deal with shortness of 'O 20 30 40 50 6
breath, nausea etc.

Inability to have the resident's health check-up at

nursing home 'a 24 0 +0O 5O o
Insufficient staffing g 2 30 40 5O o
Insufficient staff experience 'O 20 30 40 50 6
Unavailability of medical decision-making 'O 2 30 40 50 6
Non-acceptance of the resident's condition by the significant / -
others II:I 2|:| 3D 4':' 5O 6
Inconsistency of perceptions of the resident's end of life among

o) 4 5
the resident's significant others I O = 3 O 4 O s 6 [
Resident's health needs not covered on return from
hospital (includes stability of condition, appropriate 'd 2 30 40 50 6
medication)

Another answer 10 20 30 410 5O 6
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Please assess the extent to which the following persons were involved in the decision to send the resident

to the hospital during which the resident died:

Please rate the influence of each person on the following scale from 1 to 6, where 1 means not at all

involved and 6 means substantially involved.

Not at all involved

Resident himself/herself | 20
Significant others/family 'O 20
Doctor 'O 20
General nurse 'O 20

Another answer

i

‘Where the resident's end-of-life wishes known?

[0 Yes
[0 No

Was a conversation held with the significant others

about the resident’s end-of-life wishes that resulted

in a decision about how to proceed at the end-of-life
of the resident?

[ Yes
1 No

Substantially involved  Not known

o «+«0 >0 ¢°0O O

o +«+«0 >0 °0O

3O 40O sO0 6O

o +«0 -0 °0d
a

O OO0

4E| SD 6]

How long after admission did the resident die in the
hospital?
Please write down the number of days:

[0 Not known

Did you assume at the time of referral for
hospitalization that the resident would die in
hospital?

[ Yes
[ No

In your opinion, was there a hypothetical way in
which death in hospital could have been prevented?

O ves
O o
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QUESTIONNAIRE

Deceased in the Nursing Home

questionnaire

Gender
O male [ female

Age at the time of death

How significant was the influence of the following factors on the possibility of a resident dying in the

nursing home?

Please rate the influence of each factor on a scale of 1 to 6, with 1 being no influence and 6 being very

significant influence.

Sufficient technical equipement for care
(i. e. oxygenator, suction device)

Possibility to administer SC infusions
Possibility to administer IV infusions

Availability of the emergency medication, that is
medication to be used in case of need, e.g. to deal with
shortness of breath, nausea etc.

Possibility to have the resident's health check-up at
nursing home
Sufficient staffing

Staff experience
Availability of medical decision-making

Acceptance of the resident's condition by the significant others

Consistency of perceptions of the resident's end of life among
the resident's significant others

Resident's health needs covered on return from
hospital (includes stability of condition, appropriate
medication)

Another answer

No influence
'a

'
'a
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Very significant influence

‘0
‘0
‘O
‘0

‘0
‘0
‘O
‘0
‘0

i0

40

‘0

O o
sQd 6
50 6
50 6
50 6
5 ()D
SD (wl:‘
5Od 6
S o
5|:| 6|:|
> o
> o

Please turn the page.
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Please assess the extent to which the following persons were involved in the decision to allow the resident to
die in the nursing home:

Please rate the influence of each person on the following scale 1 to 6, where 1 means not at all involved and 6
means substantially involved.

No at all involved Substantially involved Not known
Resident himself/herself 1O 20 3g 40 5O 6 O
Significant others/family 1O 20 30 40 50 6 O
Doctor ' 2 30 40 5 6 O
General nurse N 20 30 40 5O 6 O
Another answer
'O ‘o o 4«0 SO e0d |

Where the resident's end-of-life wishes known?

[0 Yes
[0 No

Was a conversation held with the significant others
about the resident’s end-of-life wishes that resulted

in a decision about how to proceed at the end-of-life
of the resident?

[ Yes
[ No

Disclosure statement
We have no known conflict of interest to disclose.
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5. Planovani péce v zavéru zivota v pobytovych socidlnich
sluzbach pro seniory

Reference:

Pechova, K., & Loucka, M. (2019). Plinovani péfe v zavéru Zivota v pobytovych
socialnich sluzbach pro seniory. Czech & Slovak Social Work/Socialni Prdce/Socidlna

Praca, 19(6).
Abstrakt

Kontext: Dostupna evidence 1 zkuSenost z praxe poukazuji na dilezitost planovani péce
v zaveéru Zivota, pokud ma byt respektovano ptani osob zemtit v misté dle svych preferenci.
Tim mohou byt i pobytové socidlni sluzby pro seniory. V tuzemskych podminkach zatim

chybi uceleny literarni ptehled této problematiky.

Cile: Cilem pfispévku je predstavit planovani péce v zavéru zivota jako svébytny proces i
soubor technik pro zajisténi adekvatni paliativni péce klientim pobytovych socialnich sluzeb

pro seniory.

Metody: Jedna se o integrativni piehled literatury odpovidajici na otazky, které nejcastéji
kladli poskytovatelé pobytovych socialnich sluzeb pro seniory a které se objevovaly i

v zahrani¢ni literatufe.

Vysledky: Vysledkem je prakticky vhled do procesu planovani péfe v zavéru zivota

v pobytovych socidlnich sluzbach pro seniory v Ceské republice.

Zavéry: Prispévek miize pomoci managementu pobytovych socialnich sluzeb pro seniory
v implementaci procesu planovani péce v zavéru zivota, dava tak prostor pro dalsi posun
s ohledem na individuélni planovani a péci o obyvatele v zavéru zivota. Rovnéz se miize stat
oporou pro socidlni pracovniky (ale i dalsi odbornosti), kteti se podili ¢i pfimo koordinuji

proces planovani péce v zavéru zivota v domovech.
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Co studie prinasi pro zkoumané téma

Provedené studie k termindlnim hospitalizacim ukazuji na dilezitost planovani péce
v zavéru zivota (anglicky advance care planning), pfi¢emz dulezita je nejen znalost ptani,
ale i domluva s blizkymi, jak se bude v péci o obyvatele domova postupovat. Predkladany
clanek muze slouzit jako praktickd opora managementu i socialnim pracovnikim pro
implementaci klicového procesu paliativni péce i jeho realizaci. Metodou narativniho
literarniho ptehledu odpovida na otazky typu kdo: Kdo mé byt zahrnut v procesu planovani
péce v zaveru zivota? Kdo ma rozhovory vést? Otazky typu jak: Jak ¢asto se maji rozhovory
otevirat? Jak ma vypadat predavani informaci? Jak postupovat, pokud néktery z aktéri
nechce participovat? I dalsi otazky: Kde se maji rozhovory vést? Co ma byt jejich obsahem?
nez vysledek, tj. formalné mit plan péce v zavéru zivota, je vlastni proces ziskavani prani,

ptedstav, preferenci a jejich opakované slad'ovani mezi vS§emi Uc€astniky péce.
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Abstrakt

CILEM tohoto pfispévku je predstavit plinovani pée v zavéru zivota jako svébytny proces
i soubor technik pro zajisténi adekvitni paliativni péce klientim pobytovych sluzeb pro seniory.
TEORETICKA VYCHODISKA: Dostupni evidence i zkusenost z praxe poukazuji na dilezitost
pldnovéni péce v zavéru Zivota, pokud md byt respektovino pfini osob zemiit v misté dle svych
preferenci. Tim mohou byt i pobytové socidlni sluzby pro seniory. V tuzemskych podminkach
zatim chybi uceleny literdrni pfehled této problematiky. METODY: Na polozené otizky jsme
odpovédéli za vyuziti integrativniho pfehledu literatury, dile jsme vychdzeli ze zkuSenosti
poskytovateld v CR. VYSLEDKY: Vysledkem je prakticky vhled do procesu plinovani péce
v zdvéru Zivota v pobytovych socidlnich sluzbich pro seniory v Ceské republice. IMPLIKACE
PRO SOCIALNI PRACI: Piispévek miize pomoci managementu pobytovych socidlnich sluzeb
pro seniory v implementaci procesu plinovini péce v zdvéru zivota, divd tak prostor pro dalsi
posun s ohledem na individudlni pldnovéni a pé¢i o obyvatele v zdvéru Zivota. RovnéZz se mizZe stét
oporou pro socidlni pracovniky (ale i dali odborniky), ktefi se podili na procesu plinnovéni péce
v zévéru Zivota v domovech nebo jej pfimo koordinuji.

Kli¢ova slova
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Abstract

OBJECTIVES: The aim of this article is to introduce advance care planning as a process and
set of techniques for providing adequate palliative care to the residents of residential social care
facilities for the elderly. THEORETICAL BASE: Available evidence and experience from
practice show the importance of advance care planning if the wishes of people about the place
of their death are to be fulfilled. Residential social care facilities for the elderly can be the place
of choice of those people. Comprehensive insight into the issue is currently missing in domestic
conditions. METHODS: We answered the questions raised by an integrative literature review and
by a reflection of experiences of social service providers in the Czech Republic. OUTCOMES:
Practical insight into advance care planning is the outcome of this article. SOCIAL WORK
IMPLICATIONS: The article can help the management of residential social care facilities for
the elderly in advance care planning implementation. Therefore, it gives space for improvement in
the process of individual care planning at the end of life. The article can also serve as support for
social workers (as well as for other professionals) who are participating or coordinating the process
of advance care planning in care homes.

Keywords
advance care planning, end of life, residential social care facilities for the elderly, palliative care
coordinator, palliative care

uvoD

Ze statistiky Ceského statistického diadu (2018) a Ustavu zdravotnickych informaci a statistiky
(2018) vyplyva, ze v prabéhu roku 2017 zemfelo v pobytovych zafizenich socidlnich sluzeb 15 839
osob, coz je pfiblizné ¢tvrtina celkového poétu vsech jejich obyvatel a 14,2 % viech amrti v Ceské
republice v daném roce. Zhruba polovina z tohoto poltu zemfela pfimo v téchto zafizenich,
u ostatnich se miZeme domnivat, Ze zemieli ve zdravotnickém zafizeni, pfipadné pii pievozu do
zdravotnického zafizeni®. Pro srovnéni cca 2,5 % zemfelo v lazkovych hospicich. Z vyse uvedeného
je patrné, Ze pobytové socidlni sluzby pro seniory jsou vyznamnym poskytovatelem péce v zavéru
Zivota. Z podilu zemfelych mimo tyto sluzby je zdroven patrné, Ze je nutné v téchto sluzbich
kultivovat poskytovani paliativni péce, véetné spoluprice se specializovanymi tymy.

Agentura STEM/MARK (2013) ve vyzkumu realizovaném pro Cestu domu uvadi, ze 78 %
obyvatel Ceské republiky si pfeje zemfit v domacim prostiedi. Zkusenosti z praxe ukazuji, Ze pro
mnoho klientd je pobytové zafizeni pocitovym domovem. Nakolik se viak dafi naplnit pfdni téch,
kdo ziji vdomovech, nelze s jistotou Fici. V CR nejsou k dispozici data od klienta pobytovych sluzeb
ohledné jejich preferovaného mista imrti. V' zahrani¢ni literatufe jsme nalezli pouze omezené
mnozstvi takovych studii. Ty ukazuji tendenci, kdy obyvatelé a jejich blizci spise preferuji pobytové
zafizeni nez jiné misto (napf. nemocnici) jako misto umrti (napf. Ng et al., 2016; van Oorschot
et al., 2019). Pfesto se Casto setkdvime s fenoménem terminalnich hospitalizaci, kdy je obyvatel
domova na posledni hodiny nebo dny pfevezen k akutni hospitalizaci kvili zhorSeni zdravotniho
stavu a brzy po pfijeti umird na misté, které si sim nepfeje. Jednim z divodu je pravdépodobné
i neexistujici nebo neefektivni pldnovdni péce v zdvéru Zivota.

Cilem tohoto piispévku je pfedstavit pldnovéni péée v zdvéru Zivota jako svébytny proces i soubor
technik pro zajisténi adekvitni paliativni péce klientim pobytovych sluzeb. Piispévek téz nabizi
prostor pro reflexi souvztaznosti procest planovani péée v zavéru zivota a individudlniho planovani.
Rovnéz poukazuje na moznd mista pisobeni socidlnich pracovniki v ném. V textu se budeme

* Pocet klientd, kterym byla z divodu zdravotniho stavu ukonéena sluzba, tedy pfestali byt klienty po-
bytové socialni sluzby, nelze z ndm zndmych zdrojti dovodit.
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vénovat deviti dilezitym otdzkdm, se kterymi se v praxi setkdvaji pracovnici pobytovych zafizeni
pii snahdch o systematické plinovini péée v zavéru Zivota. Vychdzime pfitom ze soucasné svétové
literatury a také z nékolikaletych zku$enosti, které jsme ziskali v rimci projektu. Pro vyhleddni
literatury jsme vyuzili databdzi PubMed, EBSCO, dile jsme vyhledavali prostfednictvim sluzeb
UKAZ (Portil elektronickych zdrojii Univerzity Karlovy), scholar.google.com i google.com.
Predklddany text je narativnim ptehledem relevantnich publikaci, doplnénym o reflexi zkuSenosti
z vy$e uvedeného projektu. Popisuje nahled idedlniho stavu s respektem ke skutecnosti, Ze se tento
bude v ¢ase vyvijet. V ¢lanku nejprve pfedstavime samotny koncept tzv. pldnovini péce v zdvéru
zivota (advance care planning), zodpovime nejcastéji kladené otizky a také navrhneme nékolik
doporuceni pro dal§i rozvoj této oblasti.

PLANOVANI PECE V ZAVERU ZIVOTA - DEFINICE, PRINOSY

Plinovdni péce v zavéru Zivota (dale PPZZ) je proces, ktery podporuje nemocné kteréhokoliv véku
v rozhodovini o tom, jak by v budoucnu méla vypadat péce o jejich osobu. V jeho pribéhu je jedinec
podporovin ve vyjidieni svych hodnot, Zivotnich cila, preferenci, tak aby preference a lé¢ba byly co
nejvice v souladu (Ampe et al., 2017; Gilissen et al., 2017; 2018). Jednd se o soubor konkrétnich
komunika¢nich technik a ndstroji, pro které se v anglosaské literatufe pouZivd pojem advance care
planning. Jeho diileZitou souldsti jsou rozhovory o cilech péce (Thoresen et al., 2016). Vystupem
PPZZ mohou byt dive vyslovend pfani & ibid. v &eském kontextu §ifeji pfedbéZznd prohlasent, dile na
zédkladé rozhovort o 1ékafské pédi jeji rizné limitace. Neni to ale podminkou. Jak uvadi napf. Séchaud
et al. (2014), diileZity je pravé proces formulace jedincovych priorit a komunikace o nich. Samotnd
diive vyslovend piani (advance directives) jsou relativné neefektivni kvili proménlivosti pfdni v Case
a obtiZnosti jejich dokumentace a dostupnosti. Planovani budouci péce by mélo byt kontinudlnim
procesem, do kterého se zapojuji i pecujici profesiondlové a blizci daného ¢lovéka (Flo et al., 2016).
V idedlnim pfipadé by takovy proces mél za&it nejpozdéji v dobé diagnostikovini onemocnéni, které
mize vést ke ztraté schopnosti o sobé rozhodovat (Ampe et al., 2017).

Plinovini budouci péce mé piinosy pro klienty, jejich blizké i pecujici profesiondly (Brinkman-
-Stoppelenburg et al., 2014; Martin et al., 2016; Saini et al., 2016; Ritjens et al., 2017). Na trovni
klienta se jednd o nstroj, ktery podporuje autonomii klienta. V piipadé, Ze senior Zije s demenci,
dochazi diky moznosti vyjadfit své preference ke sniZeni agresivity. Saini et al. (2016) dodavaji,
ze pravdépodobné v disledku mensiho poétu lékafskych intervenci. Dile také ke sniZeni poctu
hospitalizaci (Saini et al., 2016).

Souddsti sestavovini planu péce je vtazeni rodin do procesu rozhodovini. Pokud jsou zndmy
preference klientd i rodin, maji se pracovnici v dobé, kdy je potfeba rozhodnuti o intervenci, o co

vvvvv

vztahu mezi persondlem, ¢leny rodiny a obyvateli domovi (napf. Séchaud et al., 2014; Thoresen et
al., 2016; Ritjens et al., 2017).

Jak jsme podotkli vySe, je plinovini budouci péle mnohovrstevnaty proces, pficemz pro jeho
uchopeni v pobytovych zafizenich potfebujeme zohlednit specifika tohoto prostfedi i osob, kterych
se tykd (Beck et al., 2017). Mezi tato pocitime:

Pée o osoby, u kterych se, vlivem raznych okolnosti, v ¢ase sniZuje jejich schopnost
informované rozhodovat o péci o sebe.

Ruznou miru zapojeni rodin do péce, jejich riizny pfistup k persondlu a naopak. Razny
pfistup persondlu k rodinnym piislusnikéim.

Zivot v prostiedi, kde spolu Zije vice obyvatel, z nichz kazdy m4 svd pfdni a potieby a kde
pecujici persondl ma své kapacitni limity.

Zivot v prostiedi, kde se ve vétsi ¢&i mensi mife objevuje tendence k zavedeni fdu a pravidel
a kde existuje riziko, Ze se Clovék stane subjektem péce bez moznosti podilet se na
rozhodovini o tom, jak by méla vypadat.



*  Péci poskytovanou multidisciplindrnim tymem odbornika, ktefi se maji spole¢né domlouvat
na jeji realizaci. Kazdy z téchto m4 ur¢ity postoj k umirdni, rizné schopnosti a dovednosti
tykajici se péce v zdvéru zivota a souvisejicich témat (napf. komunikace, odpovidajici
odborné znalosti).

* V Ceském prostiedi zpravidla omezenou dostupnost lékafe.

* Nepfetrzitou péci, kterd klade ndrok na zajisténi kontinuity péée dle vyvoje stavu lovéka.
Tedy i na dasledné piedévani informaci. V to zahrnujeme i zajisténi kontinuity v dlouhém
¢asovém obdobi, kdy zpravidla dochdzi k fluktuaci zaméstnanct.

* Zpravidla omezené finan¢ni zdroje.

Kazdy z vyse uvedenych znakt prostiedi se ur¢itym zpisobem do procesu pldnovani péce v zavéru
Zivota promitd. V dal$ich ¢dstech se k nim budeme vracet.

Dale uvidime reflexi deviti klicovych otdzek pro pobytové socidlni sluzby pro seniory, které chtéji
implementovat koncept PPZZ.

KLICOVE OTAZKY PROCESU PLANOVANI PECE V ZAVERU ZIVOTA

Jaka je navaznost planovani péce v zavéru zivota a individualniho planovani?

Celd péce v domovech by méla byt postavena na pfistupu zaméfeném na &lovéka, tj. takovém
pfistupu, kde je obyvatel ve stfedu zdjmu pecujicich, vnimdn celostné v kontextu vSech bio-
psycho-socio-spiritulnich potieb. Podporoviny jsou téz jeho pfirozené socidlni vazby. Tento
pistup stavi na myslence, Ze kazdy ¢lovek si zaslouZi si tctu, respekt a diistojny zivot. Klient je
aktivnim tcastnikem v rozhodovéni o tom, jakd péce mu bude poskytnuta (Alzheimer Society
of Canada, 2011). Dobfe providéné individudlni planovani pravé individualizaci, respektive
personalizaci* sluzby podporuje (Stegmannovﬁ, 2012). V priibéhu poskytovini péce se v rdmci
procesu individudlniho plinovini na zdkladé komplexniho zhodnoceni potieb a pfini obyvatele
domlouvaji cile péce a stanovuje se postup k jejich naplnéni. Souéasti individualniho plénovini je
i pravidelné a kontinudlni vyhodnocovini napliiovini osobnich cild, také jejich revize v ndvaznosti
na vyvoj v situaci obyvatele® (viz vyhldska ¢. 505/2006 Sb., ve znéni pozdéjsich predpist). Pokud
se senior stivd klientem pobytové socidlni sluzby, s velkou pravdépodobnosti jako klient této
sluzby sviij Zivot i dozije. Cile v za¢itku poskytovani sluzby budou jiné nez cile pfi postupné se
rozvijejicim syndromu geriatrické kiehkosti. V ur¢ity moment, zejména v ptipadé, kdy se u seniora
zalne projevovat pokro€ilé, progresivni onemocnéni, by se souddsti dialogu mezi G¢astniky procesu
méla stit perspektiva zdvéru Zivota. Na vystupu takového dialogu by pak mél stit plan péce v zavéru
zivota. Individudlni plan klienta by pak mél vystupy tohoto dialogu zohlednit. To se mtize dit napf.
rozsifenim poctu il v plénu & jeho reformulaci (Hrda, Tollarova et al., 2018).

Co vse proces planovini péée v zavéru Zivota zahrnuje?

Pokud hovofime o procesu, mame na mysli zajisténi PPZZ jako pfilezitosti pro kazdého obyvatele,
ktery v konkrétnim domové Zije. Plin péce v zdvéru Zivota by mél vznikat postupné, pficemz
sestdvd zpravidla z vice rozhovort na téma péce a 1é¢by v zavéru Zivota a shrnujiciho rozhovoru,
a to se vSemi ucastniky procesu. Vystupem plinovini péée v zavéru Zivota je pak plin péce v zavéru
Zivota, ktery obsahuje domluvu na cilech péce a zplsob realizace planu i jeho pfipadné revize.
V organiza¢nim prostiedi to znamend zajistit podminky nutné pro realizaci tohoto procesu (napf.

Flo et al., 2016; Ampe et al., 2017; Gilissen et al., 2018; Hrda, Tollarovi et al., 2018).

*V souladu s nékterymi zahrani¢nimi autory, napt. Made a Wood (2011), povazujeme personalizaci za
pojem nadfazeny individualizaci, protozZe personalizace zohledriuje téz kontext prostiedi, ve kterém se
poskytovani péce déje. Vice viz Hrdd (2016).

5 Vyvojem v situaci médme na mysli jak zménu v pfdnich, pfedstavich klienta, tak i jeho potfebdch, mj.
iv duasledku vyvoje jeho zdravotniho stavu.
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Obrizek 1: Ilustrace rozhovort v procesu planovani péée v zavéru Zivota

A PriibéZné vedeni rozhovori - sbér informaci
= = S = — = s e = O
PRIJEM
do DpS ZHORSENI
zdrav. stavu
~J

ZHORSENI
zdrav. stavu

v

vyvoj zdravotniho stavu v ¢ase

@ Piijem do DpS: Jaké jsou postoje seniora k hospitalizaci? Jaka ma piani,
hodnoty, postoje k zavéru zivota?

@ Zhorseni zdravotniho stavu: Co si pieje obyvatel? Co rodina? Z jakych
intervenci (kurativnich; zaméfenych na lécbu onemocnéni) bude
profitovat?

© Zhorseni zdravotniho stavu: Jsouzmény v pianich, predstavach v kontextu
vyvoje onemocnéni u obyvatele? U rodiny?

O Terminalni faze: Jaké jsou cile péée v zavéru zivota? Shodli se na nich
vSechny strany (klient, rodina, pecujici tym, Iékar)? Jaké ma prani klient,
rodina ohledné smrti a zaopatieni po smrti?

© Priibézné vedeni rozhovord: Jak pfinasi obyvatel, rodina téma zavéru
zivota? Co je pro né dulezité? Jak reaguji na Gmrti dalSich obyvatel
domova?

Zdroj: autofi

Jak casto se maji rozhovory o pé¢i v zavéru zivota otevirat?

Prvni rozhovory k pfedstavim o budouci pééi by mély probihat co nejdiive (napi. Thoresen et al.,
2016), a to kdykoliv v priibéhu Zivota (Rietjens et al., 2017). PPZZ by pak mélo zalit v momenté,
kdy jsou jesté lidé schopni vyjadfit svd pténi ohledné péce o sebe (Ampe et al., 2017) a béhem
nasledujici doby se k planu pfi vhodnych piilezitostech vracet. V kontextu pobytovych socidlnich
sluzeb tak idedlné poprvé pii pfijeti, ndsledné pfi zméndch zdravotniho stavu (Ampe et al., 2017),
dile v moment€, kdy se obyvatel dostane do terminalni fize onemocnéni. Nase zkusenosti fikaji,
ze nékteré otazky, napiiklad postoj k hospitalizacim a otevienost vii¢i hovorim o zévéru Zivota, je
mozné citlivé zjistit jiz pfi socidlnim Setfeni ¢i pfi pifjmu klienta.

Tak, jak ¢lovék Zije v pobytovém zafizeni, se vhodné piileZitosti k rozhovortim objevuji kazdodenné.
Spoustééem mohou byt situace, kdy zemie spolubydlici nebo jiny obyvatel v domové. Kdy rizné
okolnosti dovedou ¢lovéka k tvahdm o nemocech, které jeho Zivot provizi. Nebo také tehdy, kdy
senior dochdzi Zivotniho bilancovini. Vhodnym prostfedkem téZ muiize byt ziskdvani biografie.
Kvalitné ziskand biografie pracuje nejen se Zivotopisnymi daty, ale i s emocemi spojenymi s Cdsti



Zivotnich etap, umoznuje porozumét spiritualité ¢lovéka, jeho hodnotim, preferencim, Zivotnim
rolim, z4jmiim a zalibam, tomu, co bylo pro ¢lovéka v Zivoté i Zivotné dulezité (Prochdzkovd, 2014).
Prilezitosti k ziskdni pfedstav o preferencich ¢lovéka v priibéhu jeho Zivota v domové je mnoho.
Mohou u nich byt rtizni pracovnici. ProtoZe se rozhodnuti, postoje i hodnoty kazdého ¢lovéka méni,
je dulezité, aby se vsichni ucastnici procesu PPZZ spole¢né vraceli ke stvrzovini a pfipadnému
piehodnocovini domluveného (Rietjens et al., 2017).

Kdo ma byt zahrnut v procesu plinovéni péée v zavéru zivota?

V procesu PPZZ by méli byt zahrnuti ti, ktef{ se na péci v zdvéru Zivota podileji. V prvni fadé
obyvatel a pecujici persondl, déle blizci obyvatele, 1ékat, piipadné i dalsi aktéfi. Kazdy z ucastnika
ma v procesu svou roli.

Jak je uvedeno vyse, na prvnim misté v procesu PPZZ by mél byt zahrnut obyvatel. S nim by mély byt
vedeny pribézné rozhovory, stejné jako shrnujici rozhovor. TéZ by s nim méla byt diskutovéna otazka,
kdo z blizkych, a zda, by se mél PPZZ acastnit. Se seniorem by téZ v rdmci rozhovoru méla byt
diskutovina otdzka, kdo by mél za néj rozhodnout v piipadé, ze nebude moci informované rozhodnout
0 péci & 1é¢be, kterd mu ma byt poskytnuta. At uz v disledku akutniho zhorSeni stavu, napf. cévni
mozkové piihody, delirantnich stavi aj., nebo postupného zhorsovini kognitivnich schopnosti. Pravé
s ohledem na proménlivost schopnosti o sobé rozhodovat hovoii zahraniéni zdroje o vyuziti konceptu
tzv. sdileného rozhodovini (Coulter, Collins, 2011). Obyvatel by mél byt partnerem pro rozhodovani
o tom, jakd pé¢e mu bude poskytnuta. Mél by mit informace o moznostech 1é¢by i péce, o tom, co
s sebou volba té které moznosti pfinese. Ukazuje se, Ze i obyvatelé ve stadiu stfedné tézké demence
jsou v jisté mife schopni se k ur¢itym otdzkdm vyjadfit (Piers et al.,2018). Vyjadfenim pak rozumime
nejen vysloveni se, ale i gestikulaci ¢i mimiku ozfejmujici souhlas ¢i nesouhlas s ur¢itym postupem.
V ptipadé Zivota s demenci zpravidla existuji vykyvy v psychickém i mentdlnim stavu v prabéhu dni.
Proto je ucelné se v praxi ke stejnym okruhim vracet, a to i opakované.

I pokud se jiz obyvatel neni schopen o sobé informované rozhodnout, méli by dlastnici pii
sestavovan{ pldnu péée v zdvéru zZivota stile dbét na dfive vyjadfend prani pacienta’, opirat se pii
tom o hodnoty a postoje ¢lovéka, pro kterého plin péce v zdvéru Zivota sestavuji (Brazil, 2018).
Vyse uvedené pak bude oporou pro pfipad, kdy bude tfeba v ur¢itém momentu rozhodnout.

Lze fici, ze ¢im vice se zhor§uje kognitivni stav seniora, tim vétsi dileZitosti nabyva role blizkych.
Ti by méli byt do procesu systematicky zapojovini (Holmerova a kol., 2007). Pfi dulezitych
rozhodnutich by méla byt pfitomna minimélné kontaktni osoba. Osvéd¢uje se vSak zapojit i dalsi
blizké, kteti do domova dochdzi..

Pokud m4 obyvatel uréeného opatrovnika, at jiz z fad blizkych, nebo opatrovnika vefejného, tento
by téz mél byt v PPZZ zahrnut a byt pfizvan k rozhodovéini v oblastech Zivota, jejichz rozsah
uréuje soud. Nalezeni shody s uc¢astniky na cilech péce je klicové, pokud méd domov naplnit pfani
obyvatele (Piers et al., 2018). Urceni vefejného opatrovnika téZ muze byt v uréitych situacich
feSenim pro pfipad, Ze obyvatel nema zadné blizké piibuzné, piipadné Ze s nimi neni v kontaktu.
V praxi se osvéd¢uje otevirat témata zdvéru Zivota s obyvatelem i blizkymi opakované, s opakovanym
prostorem pro moznost ptit se. Vhodnym zpisobem, jak tuto diskusi otevfit, je zminit ji béhem
predstavovani péce u piijeti seniora do domova s tim, Ze se k tomu vritime pozdéji, ale Ze i tato
oblast je pro nds dulezitd. Pfi dalsi pfilezitosti pak navézat: ,Jak jsme zmifovali pfi pfijeti do
domova, ridi bychom s Vami nékdy mluvili o tom, jak byste si pfedstavoval péci v situaci, kdy by
se Vas zdravotni stav nékdy v budoucnu zhorsoval a také v aplném zdvéru zivota. V ndvaznosti na
Vis rozhovor s 1ékafem / informace ve zpravé — byla by na to ted vhodn4 chvile?*

¢ Zde mame na mysli jakykoliv projev viile obyvatele o tom, co by si v zavéru Zivota ptil. Tento projev
vile pro nds nemusi mit ndleZitost tzv. dfive vysloveného piini, jak jej zakotvuje zdkon ¢. 372/2011 Sb.,
o zdravotnich sluzbach, ve znéni pozdéjsich predpisti, v § 36.
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Dulezité je rovnéz aktivni zapojeni vSech pracovniki pfimé péce, ktefi pecuji o obyvatele. Hloubka
rozhovoru se bude lisit dle schopnosti a dovednosti pracovnika, miry komfortu s tématem,
kompetenci dané pozice. Kazdy pracovnik by mél byt schopen pfedat informaci, Ze obyvatel téma
oteviel. Pokud pro néj neni komfortni o tématu s obyvatelem hovofit, pak obyvatele vyslechnout,
soucasné se ho vhodnou formou dotizat, zda mize pfedat informaci pfislusnému kolegovi,
aby s nim na rozhovor navézal, pokud obyvatel bude chtit. Sou¢asné by v organizaci mély byt
v tymu urcené kompetence, o ¢em je$té mize ten ktery pracovnik hovotit. Kupfikladu pracovnik
v socidlnich sluzbdch ¢&i socidlni pracovnik by neméli hovofit o otizkdch spadajicich do odbornych
kompetenci v§eobecnych sester a naopak. Vseobecné sestry o vécech, které ndlezi do kompetence
lékate (viz dale).

Nedilnou souddsti PPZZ musi byt i 1ékat. At uz o3etiujici, nebo, v urcitych piipadech, paliatr.
Ulohou lékate je vysvétlit obyvateli i blizkym diagnézu a prognézu stavu, moznosti 1é¢by a varianty
budouci lékaiské péce, a to takovym zpusobem, ktery umozni porozuméni a informované
rozhodnuti’. Pokud je to v daném case aktudlni, mél by pfislusny lékat s obyvatelem (pokud je
to mozné) i blizkymi prodiskutovat tzv. limitace péle. Lékaiské ptikazy umoziiujici nezahdjit
nebo neposkytnout urcity druh péce ¢i 1é¢by®. Vysledkem shody na uréitych cilech pro lékaiskou
péci a navrhovany postup by pak méla byt i 1ékaiskd zprava ¢i zdznam uloZeny ve zdravotnické
dokumentaci obyvatele domova. Dle néj se pak fidi véeobecné sestry v zafizeni. V kazdém piipadé
je zapojeni lékafe — optimdlné praktického — do celého procesu PPZZ zdsadni a nutné. Vsichni
pracovnici, ktefi pecuji o konkrétniho obyvatele, by méli mit pfistup k souhrnnému plinu péce
v zdvéru Zivota. Stoji mimo zdravotnickou dokumentaci. V plinu by méla byt zapsina alespoil
obecnd informace, Ze obyvatel, piip. jeho blizci, byli lékafem pouceni o diagnéze a prognéze stavu,
ptipadné Ze byly zapsdny urcité limitace péce.

Co ma byt obsahem shrnujiciho rozhovoru o pééi v zavéru Zivota?

Shrnujicim rozhovorem médme na mysli setkdni o otdzkach péce v zavéru Zivota, ze kterého vyjde
konkrétni domluva na cilech péce, dile na tom, jakym zptisobem bude péce i 1é¢ba déle probihat
(Hrda, Tollarova et al., 2018). Za diilezité povazujeme, aby se pii domlouvini a rozhodovini
0 pédi i 1é¢bé zvazoval senior v kontextu jeho Zivota. Thoresen et al. (2016) upozorriuji, Ze
shrnujici rozhovor by mél obsahovat hovor nejen o zdravotnich a lékaiskych aspektech, ale také
o vztahovych, existencidlnich a dalsich otdzkach. Vystupy shrnujiciho rozhovoru by mély byt
zapsiny do dokumentace obyvatele.

V ptipadg, Ze se shrnujiciho rozhovoru netcastni sim obyvatel (napiiklad na zékladé predchazejici
domluvy ¢&i z divodu pokrocilé demence), miize byt uzitecné jej zalit shrnutim relevantnich bodu
z biografie obyvatele (Prochdzkovi, 2014). Ta zprostiedkovavd zaméfeni pozornosti a Gvah jak na
zivotni piibéh daného ¢lovéka, tak i na jeho preference, hodnoty a postoje. Pracovnici domova
znalosti biografie klienta také ukazuji, Ze védi, o koho pecuji. Vhodnymi otdzkami lze nendsilné
zavést rozhovor na témata zdvéru Zivota, piikladem mohou byt otizky tykajicich se blizkych
obyvatele, vyrovndvani se s onemocnénim aj. Biografie se téZ muZe stit snadnym mostem pro
zhodnoceni sou¢asného nastaveni péce a celkového stavu obyvatele.

P1i zhodnoceni souc¢asného nastaveni péce se otevird prostor pro sjednoceni piedstav, co se v péci
o obyvatele déje, jakou péci domov blizkému poskytuje, a to z pohledu raznych profesi. Praxe
ukazuje, Ze se ndhledy na poskytovanou péci mohou lisit, a to i v pfipadg, Ze rodina do domova
pravidelné dochdzi. Celkové nastaveni péce by mélo usilovat o co nejvyssi kvalitu Zivota obyvatele.
Nihled rodiny a jeji niméty a pfani mohou byt v tomto ohledu cennym pfinosem.

7 Pokud jiz 1ékaf seniora poucil, véeobecnd sestra smi dale, v rimci svych odbornych kompetenci, s pa-
cientem na hovor vedeny lékafem navdzat. Jako dilezité se ukazuje znovu ovéfovat, jak obyvatel lékafi
porozumél a jak rozumi vyvoji svého stavu.

8 P¥ikladem jsou piikazy nehospitalizovat, neresuscitovat, ne intenzivni péci a dalsi.
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Na zacitku shrnujiciho rozhovoru je vhodné zacit popisem stdvajiciho stavu obyvatele a napf.
Gilissen et al. (2018) doporucuji zaméfit se na to, jak jej vnimaji vsichni jednotlivi ucastnici.
Porozuméni termindlni povaze onemocnéni a predpoklidanému vyvoji stavu je dilezitou
podminkou pro Uspéch planovini péée v zdvéru Zivota. Utelem je blizkym citlivé vysvétlit, jak
pravdépodobné bude vyvoj onemocnéni jejich blizkého vypadat a co mohou ¢ekat, véetné priibéhu
termindlni fize onemocnéni. Na tomto zakladé, pfi zvazovani pfdni, hodnot a postoji obyvatele, se
pak musi zic¢astnéni domluvit na spole¢ném postupu v riznych situacich, které s sebou onemocnéni
pravdépodobné pfinese. Pfikladem muze byt diskuse o podminkach hospitalizace, uziti antibiotik,
potiebé nastaveni pfislusné medikace, resuscitaci apod. V této chvili podotykime, Ze hloubka, do
které bude moci jit hovor o vyvoji zdravotniho stavu a dalsich krocich, bude zdvisld na tom, zda
blizci jiz méli moznost rozhovoru s lékafem, ¢i nikoliv. Zda je 1ékat shrnujicimu rozhovoru v této
fazi ptitomen, ¢i nikoliv (viz ddle; Hrd4, Tollarovi et al., 2018). Dle situace miize byt téz relevantni
oteviit otdzku provizeni blizkého pfi umirdni a také diskutovat p¥ani obyvatele s ohledem na
poumrtni péci.

V zévéru shrnujiciho rozhovoru by mélo dojit k zopakovini domluveného, k vysvétleni, jak bude
v praxi dochdzet k napliiovini plinu. Jasné by mélo zaznit, Ze v plinu muize dojit ke zméndm.
At uz proto, ze kazdy domov md své moznosti (viz déle), nebo proto, Ze obyvatel nebo blizci
z jakéhokoliv divodu zméni sviij nézor.

Pri realizaci plinu péce v zdvéru Zivota je komunikace toho, co je v domové mozné, zcela zdsadni.
Za kli¢ové povazujeme, aby obyvatelé i blizci pochopili, Ze ne véechno mohou domovy poskytnout,
i kdyby jejich pracovnici chtéli. Piikladem hranic mohou byt moznosti v zajisténi lékafské
a oSetfovatelské péce, kdy domovy zpravidla nemaji dostupnost kvalifikovaného rozhodovéni
lékafe v rezimu 24/7°, nékteré nemaji ani zaji§ténou stile dostupnou osetfovatelskou péci. Dalsim
piikladem limitu je pfechod do termindlni fize u vétdiho poltu obyvatel najednou, také viak
nezkusenost osetfujiciho persondlu. Kone¢né mohou existovat i limity v technickém a materidlnim
vybaveni a nenadalé situace komplikujici provoz zafizeni (typicky chfipkové a jiné epidemie).
Zkusenosti fikaji, Ze oteviend diskuse hranic napomdhd pfedchézet napéti pii dalsi realizaci péce.
Je tlevou jak obyvatelim, tak blizkym, tak pe¢ujicimu tymu.

Seniofi i jejich blizei by méli védét, na koho se mohou obracet s dal$imi otdzkami, které jim
zédkonité pfijdou na mysl, pfipadné s dal§imi podnéty.

Vystup shrnujiciho rozhovoru by mél mit pisemnou podobu. Optimalné by jej mél dostat kazdy
z castniki setkdni. Domov by pak mél mit nastavené procesy, jak pldn realizovat a v odpovidajicich
intervalech revidovat.

Kdo ma vést shrnujici rozhovor o pééi v zavéru zivota?

Napfi¢ literaturou nalezneme rizné modely PPZZ s ohledem na to, kdo shrnujici rozhovory vede.
Nékde je to osetfujici 1ékaf, jinde paliatr, sestra specialistka v péci o osoby s demenci nebo jind
povéfend osoba (Saini et al., 2016).

Podle nasi zkusenosti zalezi pravé na vy$e zminénych cilech shrnujiciho rozhovoru, Gcastnicich
setkdni, probiranych tématech a personalné-provoznich moznostech daného zafizeni. Pokud se
dand ¢dst shrnujiciho rozhovoru tykd 1ékaiské péce, je tato jednoznaéné v kompetencich lékafe.
At uz praktického, nebo oSetiujiciho v nemocnici, nebo paliatra. Nicméné i nelékaf, v rdmci svych
kompetenci, mize obyvatelim pomoci zformulovat otizky, které se tykaji zdravotni péce, a tim
usnadnit ndsledujici komunikaci s 1ékafem.

Pro velky podil zdravotni péce se v ¢eskych domovech zpravidla PPZZ s rodinou t¢astni vedouci
¢i vrehni sestra konkrétniho zafizeni. Dile by mél byt pfitomen socidlni pracovnik. Mohou byt
pfitomny ale i dalsi odbornosti dle otizek a potieb blizkych, napf. psycholog, kaplan, nutri¢ni

? Vyjimkou je poskytovini péce v zavéru Zivota ve spoluprici s poskytovatelem mobilni specializované
paliativni péce v rezimu sdilené péce.
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terapeut ¢i dalsi. Nékdy se role facilititora téZ ujimaji tzv. koordindtofi paliativni péce, pokud
jsou v organizaci urceni. V nékterych domovech je role koordindtora soucasti dalsi pozice (napf.
socidlniho pracovnika, sestry ve vedeni, psychologa aj.), ale miZe téz stit samostatné. K samostatné
pozici koordindtora paliativni péce Saini et al. (2016) uvadi, Ze pro rodinu miize byt snazsf vést
konverzaci s ¢lovékem, ktery nemd v organizaci dalsi roli, téZ tento pracovnik mize dit novy
ndhled na potieby obyvatele. Také umoznit plénovani péce ve vétsim rozsahu a klidu.

Literatura téz diskutuje, kdo by mél byt pfi rozhovoru pfitomen. Kromé vyse uvedenych pracovnika
by to mél byt v idedlnim piipadé ten, kdo ma s blizkym navizany vztah. Thoresen et al. (2016)
upozornuji na potfebu omezeného poétu pracovniki, ktef{ se maji shrnujiciho rozhovoru dcéastnit.
Vysoky pocet totiz muze byt pro blizké nepifjemny, na piekdzku ve vytvofeni pocitu bezpeéi
i interakeim. TitiZ autofi (2016) déle doporucuji, aby se shrnujiciho rozhovoru ucastnili jen ti
pracovnici, ktefi do néj néjak pfispéji. Zkusenosti fikaji, Ze poet pracovnikd z domova by nemél
prekrocit tii.

V piipadé shrnujiciho rozhovoru pouze s obyvatelem se z divodu zajisténi komfortu jevi jako
vyhodnéjsi, pokud rozhovor vede pouze jeden povéfeny pracovnik, kterému obyvatel duvéfuje a se
kterym md navdzany vztah. Ucelné rovnéz miize byt rozdélit setkdni na vice kratsich celka dle
potieb seniora.

Pracovnici, ktefi se PPZZ aastni, by méli mit pro tento proces i piislusné lidské kvality, odborné
kompetence a opravnéni vymezené organizaci. Pokud hovofime o schopnostech a dovednostech,
literatura (napf. Beck et al., 2017; Gilissen et al., 2018) uvédi, Ze nastaveni efektivntho PPZZ muze
podpofit vzdélavini persondlu (tedy znalosti i praktické dovednosti) ve tfech oblastech. Konkrétné
se jednd o vzdélavini ve vedeni rozhovord, také vsak v préavnich aspektech, tykajicich se PPZZ.
Pravé v oblasti pravni se setkdvime s mnoha nejistotami a obavami tykajicimi se pravnich postihi.
Konecné Beck et al. (2017) dodavaji, ze PPZZ je tzce propojeno s poskytovinim paliativni
péce, tedy i znalosti a dovednosti v geriatrické paliativni pé¢i mohou byt pro poskytovini PPZZ
nidpomocné.

Kde se maji shrnujici rozhovory vést?

Saini et al. (2016) jako podpirny faktor pro vedeni PPZZ uvidi potiebu ¢asu a klidného mista.
Takovym mistem v domovech mohou byt kanceldfe, zasedaci mistnosti & sesterny, také vsak pokoj
obyvatele, je-1i zde zaruc¢eno soukromi. Pokud hrozi riziko vyruseni, daji se na dvefe umistit rizné
napisy a visacky typu ,prosime, nerusit*.

Jak ma vypadat piedavani informaci v procesu planovani péée v zavéru zivota?

Jak jsme uvedli vyse, informace dulezité pro plinovdni péce v zdvéru Zivota se mohou dostat ke
kterémukoliv z pracovnika. Proto by mél byt pfipraven dokumentaéni systém, ktery umozni tyto
informace zaznamendvat.

Dokumentaéni systémy jsou v domovech rizné. Nékde vie zaznamendvaji do elektronickych systémi,
jinde vyuzivaji papirovou dokumentaci, nékde pak kombinaci obou. Zpisob zaznamendvini, stejné
jako pfeddvani informaci tak zavisi na nastaveni kazdého domova (Hrd4, 2018).

V ptipadé, ze dojde ke shrnujicimu rozhovoru, informace o domluveném postupu by se méla
dostat také ke vSem, kdo pecuji. Informace by mély byt jednoduse pfistupné a zépis tak jasny
a srozumitelny, aby se rizni pracovnici, ktefi tfeba nebyli pfitomni pii shrnujicim rozhovoru,
nemohli li§it v interpretaci a nemohla tak vzniknout nejistota o tom, jak ve chvilich, které
vyzaduji rozhodnuti, postupovat (Gilissen et al., 2017). Vyzvou v prostfedi domovi pro seniory
je srozumitelnost napfi¢ odbornostmi multidisciplindrniho tymu v¢. pracovnikd v socidlnich
sluzbéch, ktefi zpravidla nejsou shrnujicimu rozhovoru pfitomni. V praxi se dile setkdvime
s potfebou o$etieni kompetenci s ohledem na potiebu dalsi komunikace a spoluprice s rodinou.
Tedy vyjasnéni si otazky, které informace muze ktery ¢len multidisciplindrniho tymu predavat
a komu, déle uréeni osoby, na kterou se ma rodina obracet.



Domov by pak mél mit rovnéz nastaveny systém pravidelné revize vzniklych plinu. Jak jsme uvedli
vyse, preference i podminky se v priibéhu ¢asu mohou ménit.

Jak pracovat s tim, pokud néktefi z castniki nechtéji v procesu plinovéni péée v zavéru Zivota
participovat?

Neochota participovat se muze objevit na strané kteréhokoliv z ucastnikd. At uz se jednd
o obyvatele, jeho blizké, pracovniky organizace, oSetfujictho lékafe & dalsi subjekty. Ucast na
PPZZ by vzdy méla byt dobrovolnd. Jak Thoresen et al. (2016) podotykaji, zajisténi dobrovolnosti
muze byt vyzvou.

Na strané obyvatel jsme jiz zminovali nedostate¢né kognitivni kapacity. Chan a Pang (2011) dile
zminuji rozdily samotnych seniort v pfistupu k rozhodovini o pééi v zavéru zivota od aktivniho
piistupu, pfes vyhybéni se rozhovorim, po ddvini odpovédnosti lékaftim (srov. Gilissen, 2017).
Ttebaze se jednd o studii z Hongkongu, a tedy jiny kulturni kontext, studie nabizi prostor pro
uvédoméni si, Ze mezi seniory existuji rozdily.

Pokud se jednd o neochotu zapojit se do PPZZ na strané blizkych klientd, diivodem muze byt
neporozuméni nevylélitelnosti onemocnéni (Saini et al., 2016). Pfibuzni téZ mohou pocitovat,
ze nemaji dostatek informaci k ucasti na planovani (Thoresen et al., 2016) ¢ se neciti, ze by méli
byt témi, kdo by méli rozhodnout. Problematické téz muaze byt, pokud piibuzni neciti divéru
v pecujici tym & kvalitu poskytované péce (Piers et al., 2018). Rovnéz pokud blizci citi vinu ¢&
citi, Ze by uréitym rozhodnutim zklamali své blizké, mohou byt neochotni participovat (Gilissen,
2017). Efektivni podporou se ukazuje zdiraziiovini toho, Ze tkolem rodiny je pomoci persondlu
pochopit to, co je diilezité pro jejich blizkého a co by si pfdl, pokud by k planovini péce mohl jesté
sdm promluvit, nikoli rozhodovéni za néj.

U pracovnika i lékaia se mizeme setkat s tim, Ze nerozumi dileZitosti a vyhoddm PPZZ, pfipadné
nejsou otevieni k diskusim o tématu umirdni a smrti (Ampe et al.,2017; Gilissen et al.,2017). Sami
mohou mit potiZe vyrovnat se smrti a umirdnim. Objevuji se téZ obavy z toho, aby nezarmoutili
ty, o které pecuji. Aby senior rozhovor zvladl (Spatenkova a kol., 2014). Téma PPZZ s sebou také
nese fadu etickych dilemat, kterd mohou odrazovat pro diskomfort, ktery pisobi. V tomto ohledu
je dobré znat evidenci, kterd nepotvrzuje negativni dopad rozhovori o cilech péée na psychicky
stav zacastnénych (Bernacki, Block, 2014). I kdyz tyto rozhovory mohou byt obtizné, pokud jsou
spravné vedeny, jsou pro klienty velmi dilezité a Casto je pro nemocné horsi zistivat se svymi
obavami sim a nemit moznost o svych uzkostech mluvit s druhymi.

Neochota participovat téZ mize byt dina neznalostivlastniho procesu a souvisejicich obav z pravnich
postiht. Déle neznalosti trajektorii odchdzeni a pfedstavou, Ze je na pldnovani péce v zavéru Zivota
dostatek Casu, pi{padné Ze dané onemocnéni neni Zivot ohrozujici (pfipad pracovniki). Velkou
oblasti, pro kterou se muiZze objevit neochota vstupovat do procesu, je nedostatek komunika¢nich
schopnosti a dovednosti a sebedtivéry pro vedeni pribéznych rozhovort i shrnujiciho rozhovoru
(Bernacki, Block, 2014). Dilezitym faktorem je i pocitovany nedostatek kapacity pro PPZZ. Za
neochotou vstupovat do procesu PPZZ muze byt i pocitovany nesoulad v nizorech mezi blizkymi
navzdjem i mezi blizkymi a pracovniky domova (Gilissen et al., 2017). Ucast v PPZZ miize
pomoci s rozdilnymi nizory pracovat a hledat shodu. Pokud existuje zdsadni rozpor o tom, jak
by péce v zavéru Zivota méla vypadat, management domova se bude muset rozhodnout, jak bude
postupovat pii dalsi realizaci péce. Zda napfiklad umozni, aby obyvatel v domové zemfel, ¢i nikoliv.
K rozhodnuti se véze riziko potencidlni Zaloby. Management by mél za svym rozhodnutim stét
a dét potiebnou jistotu svym podiizenym (Hrda, Tollarova et al., 2018).

Na zékladé dukladného porozuméni divodim neochoty participovat lze plianovat dalsi kroky.
I pokud kterykoliv z aktéri Gcast v PPZZ odmitd, domov by nemél pfestat tuto pfilezitost nabizet.
Postoje se mohou ménit u kazdého z Glastnika vlivem raznych okolnosti, napfiklad progresi
onemocnéni nebo komunikaci mezi blizkymi mimo zafizeni.
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ROLE SOCIALNIHO PRACOVNIKA V PLANOVANI PECE V ZAVERU ZIVOTA

V soucasné dobé se v ¢eskych domovech utvafi praxe poskytovani plinovini péce v zavéru Zivota.
S tim se i otevird otizka kompetenci ¢lend multidisciplindrniho tymu v ném. V této &4sti pfindime
kratké zamysleni nad moznou roli socidlniho pracovnika v celém procesu.

Jak jsme ukdzali vySe, proces PPZZ je velmi komplexni. Sestdva ze sbéru informaci (po celou
dobu procesu), domluvé o cilech péée v priibéhu shrnujiciho rozhovoru, dokumentaci plinu péce
v zdvéru Zivota a koordinaci jeho napliiovéni v¢. piipadnych revizi. V kazdé z fézi muze mit socidlni
pracovnik své misto.

Ve fézi sbéru informaci ma socidlni pracovnik pfileZitosti i ndstroje pro vedeni rozhovort
s obyvatelem i rodinou, k tomu i vyhodné postaveni vzhledem ke vztahiim, které navazuje. Socidlni
pracovnik vede jedndni se zdjemcem o sluzbu (Matousek, Kodymovd, 2005), v priibéhu kterého se
jiz daji ziskat prvni informace tykajici se napf. postoje k hospitalizaci ¢i existenci diive vyslovenych
pfani. To plati v prabéhu celého jedndni se zdjemcem o sluzbu i pfi piijeti zdjemce do domova.
Socidlni pracovnik se v tomto i dal§im obdobi stdvd komunikaéni spojkou pro obyvatele i jeho
blizké, navazuje s nimi vztah, ktery, jak jsme uvedli vySe, je zdsadni, pokud se maji vést rozhovory
o zévéru zivota. V pribéhu poskytovini sluzby ma celou fadu pfilezitosti k otevieni rozhovord,
témi se mohou stit napiiklad hodnotici schizky, jejichZ cilem je zhodnotit prabéh poskytovani
sluzby a jeji optimalizace, také vSak formdlni i neformalni setkdni s rodinou i obyvatelem za icelem
zaji§téni Fadného poskytovani sluzby. Vhodnou prilezitosti k vedeni rozhovort se téZ mohou stét
otazky tykajici se feSeni postupného ubytku kognitivnich schopnosti obyvatele, tedy se nabizi
i otdzka rozhodovini o zdravotni a dalsi péci.

V predchézejici kapitole jsme hovofili o souvztaznosti individudlniho plinovini a plénovdni
péce v zavéru zivota. Pravé socidlni pracovnici se ¢asto — alesponi metodicky — podili na vzniku
individudlnich plént (Matousek, Kodymovd, 2005). V nékterych domovech rovnéz koordinuji
jejich napliiovani, coz je zcela v souladu s kompetenénim modelem socidlniho pracovnika
v ramci multidisciplindrniho tymu podle Urbana (2013). Proto se nabizi i jejich mozn4 role jako
koordinatort realizace pldnu péle v zdvéru Zivota.

Diky svému vzdélani ma socidlni pracovnik dostatek znalosti z ostatnich odbornych disciplin (napt.
pravo, otdzky zdravi, ekonomie, management aj.), aby mohl formulovat o¢ekévani vii¢i ostatnim
disciplinim a porozumét obsahu sdélovaného. Socidlni pracovnik nahliZi na situaci obyvatele
a déni kolem né&j komplexné. Umi anticipovat pfekdzky ve vazbdch mezi klientem, rodinou, tymem,
ptip. vnéj$im prostiedim organizace a dalsimi subjekty, koordinovat realizaci plinu véetné sbéru,
pfedévani informaci, pfipadné i revize plant. Mél by mit dostate¢né kompetence i pro vedeni
ndro¢nych rozhovori.

Trebaze se PPZZ nékde v ndvaznosti na vykon paliativni péce profiluje jako zdravotnické
téma, chceme poukdzat na potencidl vyznamného zapojeni socidlnich pracovnik, ktefi jsou pro
koordinaci celého procesu z povahy své profese odborné zpiisobili. V mezindrodnim kontextu je
tato role pravé od socidlnich pracovnikid oekdvina (Hughes, Firth, Oliviere, 2015).

At uz koordinace PPZZ pfipadne socidlnimu pracovniku nebo jinému ¢lenovi tymu, mél by tento
¢lovék mit dostatecné uvolnéné kapacity pro fadny vykon této specifické role. V neposledni fadé je
tieba procesné pomyslet i na vzdjemnou provézanost mezi zdravotnickymi a socidlnimi profesemi
tak, aby mohl byt plin péce v zavéru Zivota naplnén.

DOPORUCENI PRO IMPLEMENTACI PROCESU PLANOVANI PECE V ZAVERU ZIVOTA

DO DOMOVU PRO SENIORY

Planovini péce v zavéru se ukazuje jako dulezity prostfedek k vyjadieni hodnot, preferenci, postoji
osoby, tak i k posileni autonomie a zvyseni kvality Zivota. S ohledem na skute¢nost, Ze pfiblizné
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¢tvrtina obyvatel pobytovych socidlnich sluzeb pro seniory kazdy rok umird, md jako soucdst
paliativniho pfistupu tento ndstroj své misto i zde. Cilem snah by mélo byt, aby se PPZZ stalo
béznou souddsti poskytované péce (Gilissen et al., 2017). Implementaci PPZZ pak muize uvniti
organizace usnadnit fada faktord.

Na drovni sluzby se jednd o nastaveni vnimani PPZZ jako bézné soucisti péce. K tomu, aby se tak
mohlo stdt, je tieba, aby prostfedi organizace bylo oteviené tématu umirani a smrti (vice viz Hrd4,
Tollarova, 2018). Dile by organizace méla vyhradit dostatek zdroji. Jednd se o finance, as a lidské
zdroje (Gilissen et al., 2018).

Vedeni rozhovort o péci v zdvéru Zivota je v mnoha ohledech ndro¢né — jak lidsky, tak odborné.
Organizace by proto méla mit vyhrazené prostfedky na vzdélavini. Beck et al. (2017) dodévaji,
ze podporou je i poskytovini paliativni péce. V §irsim nahledu tedy jeji implementace v kontextu
kiehké geriatrie miize zakotveni procesu napomoci. V to zahrnujeme i spoluprici s poskytovateli
specializované paliativni péce, ktefi mohou vystupovat jako ti, kdo PPZZ providi, také vsak jako
ti, kdo edukuji (vice ¢i méné formalizovan€) ve vedeni PPZZ.

Pro zdirny prabéh PPZZ je téz nezbytni podpora managementu. Jeho tdlohou je nastavit,
monitorovat i posouvat vlastni proces. Déle byt oporou pracovnikim: hledat cesty, jak jim PPZZ
usnadnit, dévat jim jistotu (Gilissen et al., 2018).

Z hlediska implementace PPZZ v praxi mize vyznamné napomoci, pokud je v organizaci uréen
zaméstnanec, ktery méd v odpovédnosti vedeni rozhovord o péci a 1éc¢bé v zavéru Zivota. Jak
podotykaji Ampe et al. (2017), proces by soucasné mél byt v odpovédnosti pracovniki riznych
odbornosti i trovni s dostate¢nym vycvikem. V praxi maji rizni pracovnici rizné divérné vztahy
k obyvatelim i blizkym. V nékterych momentech muze byt tedy i nepraktické, aby pracovnik
dtvérny rozhovor prerusil a el hledat jiného ,,odpovédného® pracovnika. Také plati, ze ¢im vice
pracovniki vezme proces PPZZ za své, tim spise se tento proces udrzi v kultufe organizace i po

jejich pfipadném odchodu.
ZAVER

V tomto ¢ldnku jsme rozebrali klicové otazky tykajici se podstaty procesu pldnovani péce v zdvéru
Zivota v pobytovych socidlnich sluzbich pro seniory. V odpovédich jsme kromé zkuSenosti
vyuzili poznatkd ziskanych reSersi zahrani¢nich zdroji. Vysledny text mize domovim slouzit
jako inspirace k zavddéni procesu pldnovéni péce v zavéru Zivota i jako prostfedek k reflexi své
zkusenosti.

Oblast plénovini péce v zdvéru zivota v Ceském prostfedi nabizi mnoho podnéta ke zkoumdni.
Jednim z nich je méfeni irovné plinovini vdomovech, dile soulad pfini se skute¢nosti poskytované
péce. V ndvaznosti pak zptsob zahrnovéni rodin a obyvatel do tohoto procesu.

V zahranici bylo pilotovanych nékolik programu i metodik pro PPZZ, v ¢eském prostiedi pro
pobytové socidlni sluzby pro seniory doposud nevime o Zddnych, které by byly vyvinuty a vyzkouseny.
Na zdkladé vlastnich zkusenosti z projektu, zvyseného zdjmu o kurzy souvisejici s poskytovanim
paliativni péce v domovech', sdileni zkudenosti na konferencich, vznikajicich pracovnich skupin aj.
muzeme konstatovat, Ze se v ¢eskych domovech zejména v poslednich tfech letech ¢astéji objevuji
snahy o implementaci paliativni péce, s tim i tzce souvisejici snahy o zakotveni procest pldnovéini
péce v zavéru Zivota. Soustfedény vyzkum specifického prostiedi pobytovych sluzeb muze proces
implementace podpofit a usnadnit cestu dalsim domovam.

10 Viz napt. Certifikace paliativniho pfistupu v socidlnich sluzbéch: http://www.apsscr.cz/cz/projekty/
certifikace-paliativni-pece, kurzy Centra paliativni péce: https://paliativnicentrum.cz/kurzy/paliativni-
-pece-v-domovech-pro-seniory a dalsi.
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SHRNUTI DEFINICE A DOPORUCENI PRO PLANOVANI PECE V ZAVERU ZIVOTA (PPZZ)

PPZZ je proces komunikace o hodnotich a pfinich klienta s ohledem na péci v zavéru Zivota
sestavajici z priibézného ziskavini informaci a opakovanych rozhovord na toto téma. Vystupem
PPZZ je plin vznikly v souladu s vili vdech zicastnénych na zdkladé procesu sdileného
rozhodovini, respektujiciho hodnoty, postoje a preference obyvatele a jeho blizkych a moznosti
a limity organizace. Dobfe vytvofeny plan ddvd bezpecny ramec pro rozhodovini v momenté, kdy
je to tfeba.

* Vhodné piilezitosti pro rozhovor o hodnotéch, postojich, preferencich se mohou objevit
pfirozené — pfi zméndch zdravotniho stavu, Zivotnim bilancovéni, dmrtich, smute¢nich
rozlouéenich aj.

* Zahrnout je potiebné i obyvatele, ktefi Ziji s kognitivnim deficitem, a to v nejvy$si mozné
mite.

* Rozhovory budou v domové vést pravdépodobné rizni pracovnici, proto musi byt nastaven
vhodny systém pfedavini informaci.

* Nejpozdéji v momenté, kdy obyvatel prechdzi do termindlni fize onemocnéni, je vhodné
usporddat tzv. shrnujici setkdni, jehoz vystupem je plin péce v zdvéru Zivota.

* Mel by ho vést kompetentni pracovnik — lidsky i odborné — tzn. i s odbornosti pro
vedeni rozhovori (komunikacni dovednosti), znalostmi pravnich aspektii a problematiky
geriatrické paliativni péce — s navizanym vztahem s obyvatelem a rodinou.

* Je zddouci, aby se shrnujiciho rozhovoru s blizkymi G&astnilo vice pracovniki v kombinaci
socidlnich a zdravotnich profesi — dle cilu setkdni. S klientem spiSe jeden, ke kterému ma
on davéru a je schopen se mu otevfit.

* Soudisti shrnujiciho rozhovoru ma byt i 1ékaf, optimalné prakticky, ktery pouéi o diagnéze
a prognéze stavu, prodiskutuje limitace péce a piipadné je zaznamend do dokumentace
obyvatele.

* Pro vedeni shrnujiciho rozhovoru by organizace méla mit zajistén klidny a neruseny
prostor — mistem i ¢asem.

* Pokud néktery z u¢astniki nechce participovat, je tfeba porozumét tomu, pro¢. Prilezitosti
k rozhovoru nepfestat nabizet, také vSak respektovat, pokud se néktefi icastnit nechtéji.

* Pracovnici potfebuji jistotu, Ze management za domluvenymi plany stoji.

* Procesu PPZZ napomuze téz soustfedénd implementace paliativni péce v domove.
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6. Diskuze

Cilem predkladané prace bylo porozumét faktorim, které vedou k rozhodnuti o terminélni

hospitalizaci obyvatel pobytovych socidlnich sluzeb pro seniory. Studie, jejichz hlavnim

tématem jsou terminalni hospitalizace, tedy kapitoly ¢. 3 a 4, popisuji a ¢aste¢n€ i exploruji

oblast terminalnich hospitalizaci v pobytovych socialnich sluZbach pro seniory v Ceské

republice. Tim i davaji moznost naplnit doporuceni uvedené v prehledové studii Allers et al.

(2019), a to k predchazeni hospitalizacim vytvafet feSeni Sitd na miru konkrétnimu

w N

zdravotnimu a socidlnimu systému. Pro velké odliSnosti v téchto systémech (Sifeji 1

kulturach) napfic staty i1 regiony totiz nelze dat obecna doporuceni.

Za hlavni vysledky studii povazujeme nasledujici:

1.

Odesléani do hospitalizace je vysledkem vycerpanych moznosti, které odesilajici,
zpravidla vSeobecna sestra, v dobé rozhodovani méla. I pokud vSeobecnd sestra
veédéla, ze klient v hospitalizaci zemte, do hospitalizace odeslala, a to 1 pfes to, Ze
mohla mit s poskytovateli zdravotni péce — zdravotnickou zachrannou sluzbou ci
nemocnici negativni zkuSenosti.

Pobytové socidlni sluzby pro seniory maji znacné rozdilné moznosti tykajici se
moznosti piedchdzeni hospitalizaci. Maji rozdilné materialné-technické zabezpeceni
(stran podéavani infuzi, dostupnosti oxygenatori, moznosti podani medikace aj.) i
personalni zabezpeceni (lisi se pocet personalu, jeho dostupnost, postoje k umirani a
paliativni péci 1 jeho dovednosti). Lisi se sluzby, které jsou mistné dostupné, mezi
jinymi spoluprace s praktickymi lékari, spoluprace s poskytovateli specializované
paliativni péce, dostupnost lI€karského rozhodovani, dostupnost 1ékarenskych sluzeb
v ptipad¢ potieby, zkusenost spoluprace s nemocnici aj.

Kompetence vSeobecnych sester, tedy to, co mohou d¢lat, jsou limitované na to, co
jim lékaf indikuje — bez indikace naptiklad nemohou podat léky, rozhodnout o zméné

postupu u pacienta.
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4. Zasadnim procesem je planovani péce v zavéru zivota — pokud byla zndma piani
klienta a existovala dohoda s blizkymi, jak se bude u klienta v zadvéru zivota
postupovat, mé¢l senior zhruba 6 x vyssi Sanci, Ze zemfe v pobytové sluzbé, nez kdyz
u seniora nebylo znamo ani jedno. Vysledky se tak ptidavaji k mezinarodni evidenci
o dulezitosti procesu planovani budouci péce (Chambers et al., 2023). Vysledky
kvalitativni studie (Pechova, Loucka, 2023) naznacuji moznou neukotvenost
v jazyku, tedy 1 premysleni vS§eobecnych sester.

5. Vyborna troven paliativni péce zvysSuje Sanci (pfiblizn€ 3x) na to, Ze senior zemie
v pobytové sluzbé. V Ceské republice se velmi rychle rozviji spoluprace domovi
s poskytovateli mobilni specializované paliativni péCe (Abakus, 2023).
Z individualnich ptfibéhti domovii muzeme dovodit, Zze spoluprace napomaha
snizovani terminalnich hospitalizaci (v makro datech poskytnutych UZIS (nevefejné,
nepublikovano) neexistuje dostateCny pocet zdznami o probehlych spolupracich, tj.
cast sdilené péCe neni poskytovateli mobilni specializované paliativni péce
pojistovnadm vykazovana).

6. Z vysledku studii vyplyva, ze ¢asti hospitalizaci (odhadem respondentii 15 %) se da
piedejit. Z pohledu kvality zivota seniora by bylo nezddoucim jevem, pokud by
snahou bylo piedejit hospitalizacim vSem. Domovy maji svoje limity (materialni,
personalni, financni, kapacitni, dal$i). Pro vyznamnéj$i sniZeni terminélnich
hospitalizaci by se musely proménit vnitini moznosti domova i vnéjsi podminky.

7. Podminkou pro zménu vnéjSich podminek je proména zdravotniho a socidlniho
systému, vytvoreni sdilené strategie dlouhodobé péce vcetné péce paliativni, ktera

bude mimo jiné osetiovat i otdzku péce o zdravi seniort (Pivodic et al., 2020) zijicich

v domovech a ktera bude sdilen€, v gesci ministerstev, potazmo kraju, realizovana a

alokovany na ni potfebné zdroje.

V kontextu tématu dizertacni prace je zajimavym zjisténim, Ze se ndm nepodafilo dohledat

studii, kterd by se vénovala specificky faktortim podilejicich se na rozhodnuti o termindlnich
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hospitalizacich. Reseny byly $ifeji hospitalizace, piipadné hospitalizace v zavéru Zivota.
Moznym vysvétlenim je skuteCnost, ze u seniorti je umrti v hospitalizaci v podvédomi vzdy
potencidlné moznym vysledkem — dle ptehledové studie Allers et al. (2019) na medidnu
tietina obyvatel domovii zazije hospitalizaci v poslednich 30 dnech Zivota. Znacné cast
obyvatel (mezi 6 % (Kanada) a 77 % (Japonsko)) pak zemie b&hem hospitalizace. V Ceské
republice je procento rovnéz vysoké, a to 45 %. Tim, ze je moznost umrti klienta
v hospitalizaci stale pfitomna, bude spiSe zdlezet na individudlnim pfistupu téch, kdo
odesilaji. Z vypovédi respondentli v provedené kvalitativni studii (Pechova & Loucka, 2023)
vyplyva, Ze pti zvazovani hospitalizace klienta je v poptfedi zdjmu spiSe mozny benefit

hospitalizace ve smyslu lepsi kvality Zivota nez feSeni mista imrti.

Problematika hospitalizaci, a to 1 t€ch terminalnich, je multifaktorialni. Intervence vedoucti
k ptfedchazeni terminalnich hospitalizaci i hospitalizaci obecné musi byt vedeny systémove
na urovnich makro (systém-kraje), mezzo (region-poskytovatel) i mikro praxe (poskytovatel
— pfirozeny systém klienta). Studie realizované v ramci dizertacni prace umoziuji navrhnout
intervence v rdmci ¢eského systému zdravotnich a socialnich sluzeb. Na zaklad¢ hlavnich

vysledkit mizeme doporucit nasledujici:
Na systémové urovni

- Vytvorit strategii dlouhodobé péce, ktera zahrne i oblast péce v zavéru zivota a zameri
se 1 na seniorskou populaci. K realizaci strategie alokovat adekvatni zdroje.

- Ceska populace starne, bude se zvy$ovat potieba péde (Cesky statisticky Giad, 2014).
Vzhledem k snizovani poc¢tu osob v produktivnim véku vici t€ém v postproduktivnim ¢i
jeste neproduktivnim lze ocekévat, ze 1 kdyby pobidky ke studiu obort, které nachazi
uplatnéni v péci o seniory v socialnich a zdravotnich sluzbach motivovaly a vychazelo
ze kol vice uchazecli nez v téchto letech, stale nebude pecujiciho personalu dostatek, a
to 1 v dasledku odchodu do diichodu stévajicich silnych generaci vSeobecnych sester (viz
napiiklad analyza Horeckého & Prasy (2019) ¢i sdéleni Ladislava DuSka na XIV.

Celostatni konferenci paliativni mediciny (2023)). Proto je nutné upravit i kompetence
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pomahajicich profesi — vSeobecnych sester i pracovnikd v socidlnich sluzbéch. Jinak
uvazovat o zajisténi péce.

- Nadale podporovat rozvoj a dostupnost vSech poskytovatelli obecné i specializované
paliativni péce tak, aby paliativni péce v potiebnych formach byla dostupnéd ve vSech
regionech Ceské republiky.

- Podporovat vznik a skalovani inovativnich feseni spoluprace domovi a poskytovateli
zdravotni péce. Inspiraci mize byt napiiklad studie INTERCARE ¢i OPTIMISTIC,
spoluprace se zachrannou sluzbou, vyjezd i1 konzultace 1ékaiti pohotovosti v domovech
a dalsi (viz naptiklad Chambers et al., 2023). Dale podporovat implementaci programi

paliativni péce 1 planovani budouci péce do domovt.
Poskytovatelim

- Implementovat paliativni péci. Soucasti je 1 implementace planovani budouci péce. Lze
se naptiklad inspirovat programem Abakus — Nadac¢niho fondu zakladatelli Avastu ke
zvyseni dostupnosti paliativni péce v pobytovych socialnich sluzbach pro seniory.

- Zam¢éfit se na poskytovani kvalitnich zdravotnich sluzeb v domové. S tim souvisi 1
systematické vzdélavani zdravotnickych i nezdravotnickych pracovnikl v potiebnych
oblastech (napiiklad rozezndvani nepohody, vyhodnocovani symptomi a jejich
intervenci, podavani infuzi) a nastaveni procestt k multidisciplindrnimu poskytovani
péce.

- Podporovat své zaméstnance béhem procesu zavadéni zmén a vhodnym zptsobem je
zapojit v potiebné promeéné organizacni kultury.

- Zajistit dostateCné materialni a technické vybaveni v¢. pohotovostni 1ékarny.

- Navazat spolupraci s podptirnymi poskytovateli zdravotni péce — praktickymi l€kati
piip. poskytovateli obecné 1 specializované paliativni péce, zdravotnickou zachrannou
sluzbou, lokalni nemocnici a hledat zptisoby spolupréce k pfedchazeni hospitalizaci.

- S tématem ptedchdzeni hospitalizaci zachazet védomé.
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Roli socidlniho pracovnika v uvedeném tématu vnimame v souladu s obCanskou socidlni
praci (anglicky citizenship social work practice), jak ji predstavil Payne (2017). Muze
pusobit na vSech vySe jmenovanych trovnich. Ve vztahu ke klientovi a jeho blizkym aktivné
podporuje vyjadieni preferenci s ohledem na zavér zivota, facilituje vytvoreni planu péce
v zaveru zivota, strazi, aby zaznival hlas klienta v pribéhu péce, byla respektovana jeho
ptani. Iniciuje spolupraci dalSich poskytovatelt socialnich a zdravotnich sluzeb, aby senior
mohl zit kvalitni a distojny zivot; ztohoto titulu se i podili na feSeni ptredchazeni
hospitalizacim. Je si védom, Ze socialni a zdravotni sluZby jsou svéty, které se sice prolinaji,
ale realita — zvyklosti, normy chovani, jsou v nich konstruovany odlisn¢ (Payne, 2021). Proto
vstupuje i jako prekladatel téchto svétd, aby mohly dojit porozuméni a ucinné spoluprace.
Advokuje za zmény praxe, podporuje a participuje na vzniku strategickych dokumentt,
protoZe tyto ovliviiuji kazdodenni praxi. Kone¢né podporuje vnimani umirani jako pfirozené

soucasti zivota (Payne, 2017).
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7. Limity dizertacni prace

Limitem dizerta¢ni prace jsou zvolené zptisoby zkoumdani terminalnich hospitalizaci, kdy
nebyli zahrnuti klienti domovl ani jejich blizci, ale data byla sbirdna pouze z pohledu
poskytovatele péce. Dale nebyli zahrnuti poskytovatelé mimo zaméstnance pobytovych

socialnich sluzeb s vyjimkou praktickych lékait, kteti v domovech maji ¢i méli své pacienty.

U respondentt studii v kapitole 3 a 4, jichz je predkladatelka dizerta¢ni prace prvni autorkou,
nelze vyloucit, Ze s G€asti na studiich souhlasili, protoze jim je téma osobné¢ blizké. Tim
mohlo dojit ke zkresleni vysledkti. Dale mohli respondenti odpovidat tak, jak si mysleli, Ze
autofi studie chtéji, aby odpovidali. Jedna se vSak o standardni limitace tohoto typu vyzkumu
a vramci mitigace rizik jsme vyuzili ndhodny vybér pro osloveni organizaci, v ramci
kvantitativniho hodnoceni jsme pak ve statistické analyze vyhodnocovali i individudlni

demografické faktory a peclivé reportovali mozné souvisejici intervenujici proménné.
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8. Zavér a doporuceni pro dalsi vyzkum

Predkladand dizerta¢ni prace méla za cil porozumét faktoriim, které vedou k rozhodnuti o
terminalni hospitalizaci obyvatel pobytovych socialnich sluzeb pro seniory. Dizertacni prace
byla slozena z ¢lankt, které vznikly mezi léty 2019-2023. V prubéhu realizace studii se
objevila témata, kterd by byla nosnd k dalSimu zkoumani. Mezi jinymi vniméni role
vseobecnych sester v domovech ve vztahu k ne/ptfitomnosti 1€kate, déle jejich porozuméni
procesu planovani péce v zavéru zivota vzhledem ke skutecnosti, ze jako takovy jej
vSeobecné sestry nejmenovaly. Potencidlné by se mohlo jednat o specifickou piekazku
implementace planovani péce v zavéru zivota. Prekvapivym zjisténim byla skutec¢nost, ze
klienti domovil se zvlaStnim rezimem maji 3x vyss$i Sanci, Ze zemfou v misté pobytoveé
sluzby oproti klientim domovii pro seniory. Moznou hypotézou jsou vyssi dovednosti
zaméstnancu téchto domovi, zejména vSeobecnych sester, ve zvladani zmén zdravotnich
stavll seniorti. Nemén¢ pirekvapivym zjisténim byla skutecnost, Ze zatimco vékova skupina
86-90 let ma 3 x vy$si Sanci na umrti v domové nez vékova skupina mladsi, pro kategorii
seniorti 91 + neni vysledek signifikantni. Pravdépodobné tedy vstupuje skrytd proménna. Ve
svétle stavajici diskuze o zapojeni praktickych 1ékaitt v domovech mize byt uzitecné zjistit,
které¢ Cinnosti praktického lékate pii poskytovani péfe nejvice napomdhaji ke sniZeni
hospitalizaci v¢. téch terminalnich. Dalsi vyzkum by rovnéz bylo uzitecné smétovat do

vyvoje a testovani spolupraci poskytovatelii zdravotnich sluzeb a domovti.

Vétime, ze predkladana prace prispéla k lepSimu porozuméni komplexnim souvislostem,
které provazeji rozhodovani o hospitalizacich u obyvatel pobytovych socidlnich sluzeb pro
seniory v zavéru zivota. V praci byly identifikovany konkrétni oblasti a faktory, které mohou
pomoci snizit tento jev. Pro jejich naplnéni je mimo jiné potieba efektivni multidisciplinarni,
meziagenturni, meziresortni spoluprace. Jsme piesvédCeni, ze pravé socialni pracovnici

mohou byt facilitatory a nositeli tohoto poslani.
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