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Abstract Objective This study explores the postacute-stroke management problems, particu-
larly for patients with total dependency (Barthel Index<20), in home care service of Dr.
Sardjito Hospital (SH) from the hospital personnel’s and caregiver’s points of view.
Materials and Methods In-depth interviews with a semi-structured interview guide
were conducted with hospital personnel and patients’ caregivers based on the
purposeful sampling. There were 10 hospital personnel that were interviewed: the
director of medical service, head of home care unit, neurologists, general practitioners,
nurses, and physiotherapist. There were eight caregivers who participated in the study.
Statistical Analysis Data from the interviews were analyzed using systematic text
condensation using Nvivo 12 plus.
Results Our findings showed that all health personnel in SH agreed that home care
service is a part of an integrated health care service for continuation of care. However,
the preparedness by the hospital management is still lacking in infrastructures, such as
standardized operational procedure, quality control, and financial system, as well as in
terms of competent human resources and their welfare. In addition, the patient’s
family and caregiver are lacking in knowledge and independency to take care of the
patients with the need of home care services’monitoring to deliver the expected home
care for postacute-stroke’s patient regularly.
Conclusion Home care service is an act of implementing hospital obligation to fulfill
the patients’ rights. An established hospital policy to ensure a comprehensive home
care service delivery is necessary. The capability and welfare of the health care
personnel should be put into account for the standardized human resources.
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Introduction

Stroke is a sudden focal or global neurologic deficit caused by
vascular disorder that lasts for more than 24hours or ends in
death.1 Stroke cases tend to increase every year and are
the second leading cause of death after heart disease, with a
mortality rate of 18 to 37% for the first stroke and 62% for
recurrent strokes.2 The main causes of death for all ages in
Indonesia are stroke (15.4%), tuberculosis (7.5%), hyperten-
sion (6.8), and injury (6.5%). The proportion of communica-
ble diseases in Indonesia in the past 12 years has decreased
from 44 to 28%, but the proportion of noncommunicable
diseases has increased significantly from 42 to 60%.3

Stroke causes disability, and some of them are total
dependency indicated by Barthel Index<20.4 The dependent
postacute-stroke patient needs comprehensive care from
health providers and caregivers. The care management of
postacute-stroke patients should be maintained at home
after hospital discharge. In some countries, medical home
care is managed and provided by the ministry of health,
while nonmedical care is provided by other ministries (in
Indonesia, by the Ministry of Social Affairs). However, medi-
cal and nonmedical components of home care are managed
under one integrated management from the two ministries
in the Special Region of Yogyakarta with an integrated care
pathway.5

Thereareseveraldefinitionsofhomecare.Homehealthcare
is a system of health care and social services provided at
home to people with disabilities or people who must stay at
homebecauseof theirmedical conditions.6Homecare can also
be interpreted as a unit that allows health services to be
performed simultaneously or in combination with various
health professions as a team to achieve and maintain optimal
client health status.7 Home care for patients with postacute
stroke, particularly for thosewith total dependency, is required
to ascertain the maintenance of stroke care and risk factors,
preventionofcomplications andmajor vascular events, and the
continuity of rehabilitation. For a good-quality home care
performance, health care providers as well as family and
caregivers should collaborate in harmony. Unfortunately,
home care service in Indonesia is still a luxury with only few
peoplebenefiting from the service since it is not coveredby the
Indonesian National Healthcare Insurance.

Despite the presence of the Home Care Unit in Dr. Sardjito
Hospital (SH), amain referral hospital in the Special Region of
Yogyakarta, only minority of postacute-stroke patients use
the service of this unit. This study aims to explore the policy
of Home Care Unit in SH, particularly whether Home Care
Unit in SH is prepared for the service used by postacute-
stroke patients and whether family or caregivers would
prefer this service.

Methods

We considered that qualitative study is an appropriate
approach for this research. We performed in-depth inter-
viewswith health care personnel involved in Home Care Unit
of SH and patients’ caregivers.

Sample
Data were collected between January 2017 and June 2018 in
Dr. Sardjito Hospital (SH). Based on purposeful sampling
methods, the populations of this study were the health
care personnel consisting of the director of medical service
of SH, the head of Home Care Unit of SH, two attending
neurologists, two general practitioners, two nurses, two
physiotherapists, as well as three family caregivers and
five caregivers of the postacute-stroke patients (►Table 1).
The stroke patients were selected from the postacute ische-
mic-stroke patients who received home care service from SH
between the periods of January 2017 and June 2018. Sam-
pling was continued to the point of data condensation.

Data Collection
Qualitative datawere collected through focused group discus-
sion (FGD) followed by semi-structured in-depth interviews
with the director of medical service of SH, head of Home Care
Unit of SH, attending neurologists, general practitioners,
nurses, and physiotherapists; and in-depth interviews with
stroke patients and their caregivers. The research questions for
FGD and in-depth interview were designed using semi-struc-
turedguide. Byusingopen-endedquestions, FGDand in-depth
interviews explored the participants’ roles, experiences, and
knowledge in home care services in SH. Interview protocol-
consisting guide for the interview implementation and inter-
view guide listing the research questions were reviewed and
refinedby the research group (►Supplementary Appendix S1,
available in the online version only).

FGD and in-depth interviews were conducted by a team
that was trained in qualitative research technique under the
supervision of two authors. The team consisted of two
persons, the first person was the main interviewer who
had the conversation with the participants and the second
person was in charge for recording and time keeping. All
participants were informed and consented before the begin-
ning of the FGD and in-depth interviews regarding the
research purpose and confidentiality. FGD and in-depth
interviews with the health personnel were performed in
the meeting room of SH at the agreed time and lasted for 60
to 120minutes. On the other hand, in-depth interviews with
the stroke participants and their caregivers were conducted
separately at the participant’s house, according to the agreed
time. The meeting was performed for 60 to 90minutes for at
least one session and some participants were interviewed
twice to explore themes that seemed unclear or ambiguous.
To ensure the validity of this study, triangulation was
conducted.8

Data Analysis
Data analysis was performed to identify the studied phe-
nomenon based on existing data on the audiotapes using
Nvivo 12 plus (QSR International Inc., Massachusetts, United
States). Existing data were transcribed word by word and
then analyzed by the authors through several stages: (1)
reading through all the experiences to get an overall picture,
(2) rereading the description, (3) identifying the transitional
units of the experience, (4) clarifying and elaborating the
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meanings by connecting constituents to one another thor-
oughly, (5) transforming native language into concepts, (6)
condensing and summarizing the concepts, and (7) integrat-
ing and synthesizing the insights gained into descriptive
structures to get the meaning of experience.9 The analysis
was compiled in a document that was used as a source for all
authors to discuss. The results of this qualitative data analysis
were triangulated between the interviews with health care
personnel, families, and caregivers.

Ethics
Ethical approval for this studywas obtained from The Ethical
Committee of Faculty of Medicine, Public Health, and
Nursing, Universitas Gadjah Mada No. KE/FK/0782/EC/
2020. All participants were well informed about the study,
including the right to withdraw at any time, and gave their
written consent at the time of recruitment.

Results

Fromour interviews,we found that all health personnel in SH
agreed that home care service is important since it is part of
an integrated health care service. The director of SH had
issued a director’s regulation on the establishment of Home
Care Unit in SH in 2012. However, obstacles were met in
many aspects during the implementation of this policy. Our
findings showed that the infrastructures, ranging from stan-
dardized operational procedure, medical record, quality
control, and home care financial system, as well as compe-
tent human resources and their welfare might be the main
problems that the health personnel had been facing at the

home care service of SH when they performed their roles. In
addition, the caregivers of the postacute-stroke patients
were lacking in understanding and capabilities to indepen-
dently take care of the patients at home after hospital
discharge. The collaboration of the hospital personnel in
home care service and the willingness of the caregivers to
take care of the patients are needed tomaintain the patients’
well-being.

Home Care Service Policy Is the Hospital Obligation to
Fulfill the Patients’ Rights
One of the premises to establish a home care service in SH is
the obligation to fulfill the Government Regulation No.
44/2009, Article 32, about patients’ rights in the hospital.10

The aim of the home care service is to make sure that the
patients’ care is continued properly at home. Although the
service is given at the patients’ residents, a legal informed
consent is made at the hospital before the commencement of
home care service by the Home Care Unit of SH. The concept
of the home care service in SH for postacute-stroke patients
is mutual understanding between the health care providers,
patients, and patients’ caregivers to provide care, not to
promise a cure or increase outcomes.

“So one of the things that must be built in understanding
the concept of rights and obligations between patients
and hospitals is mutual understanding, yes, mutual
understanding. Secondly, it must also be understood
that health services are not promising outcomes or
results, but promising efforts. … Once again, close rela-
tionship between health workers and their families and

Table 1 Characteristics of the health personnel and caregivers (N¼ 18)

Subject Age Sex Education level Profession Race Religion Marital status

P1 55 M Master Hospital director Javanese Islam Married

P2 60 F Bachelor Head of Home Care Unit Javanese Islam Married

P3a 56 M Doctorate Neurologist Javanese Islam Married

P3b 50 M Master Neurologist Javanese Islam Married

P4a 32 F Bachelor General practitioner Javanese Islam Married

P4b 30 F Bachelor General practitioner Javanese Islam Married

P5a 38 M Bachelor Physiotherapist Javanese Islam Married

P5b 26 F Bachelor Physiotherapist Javanese Islam Married

P6a 25 F Bachelor Nurse Javanese Islam Married

P6b 26 F Bachelor Nurse Javanese Islam Married

P7a 60 F High school Family caregiver Javanese Islam Married

P7b 55 F High school Family caregiver Javanese Islam Married

P7c 36 F Bachelor Family caregiver Javanese Islam Married

P7d 24 F High school Caregiver Javanese Islam Married

P7e 36 F High school Caregiver Javanese Islam Married

P7f 23 F High school Caregiver Javanese Islam Married

P7 g 25 F High school Caregiver Javanese Islam Married

P7h 20 F High school Caregiver Javanese Islam Married
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patients is important. That standardization needs to be
developed.” (P1)

“We just follow the rights and obligations that are used in
the hospital. But we have an informed consent form in
registration process. So there are signed forms regarding
patient’s approval after being given clear explanation.
We’re just following the usual arrangements.” (P2)

As for the care of postacute-stroke patients, home care
service is provided for the total dependence patients. It is now
considered that thedemandofhomecare service is increasing.
In addition to continuing the care management of the patient,
home care service is also directed to include promotion,
prevention, curative, and rehabilitation programs.

“Dr. Sardjito Hospital is obliged to ensure that patients
treated in Sarjito are receiving continous[sic] care, where
there are about 20% of stroke patients with total depen-
dence requiring further treatment, by providing home care
services.” (P1)

“Its development has never declined, it has continued to rise.
… So, in my opinion, it really needs to be managed profes-
sionally, because it is indeed their interest.…What is clear,
because the needs of the community are high, so I hope
quality of service is the number one priority… The service
must be professionals, and that home care is not only for
palliative, but also promotive, preventive, curative, reha-
bilitative and palliative.” (P2)

From the hospital’s perspective as a business strategy,
home care service is certainly expected to make a positive
contribution to the hospital, in terms of financial aspects and
reputation. However, to date, home care service is not
considered as the primary service offered by the hospital
to attract many patients.

“This means that, public service can not only be valued from
the moment of generating profit or not. But in a certain
period of time, from the business perspective it’s not only
daily transactions, but weekly and monthly transactions.
Just look at it after we have new home care service or other
services, the transactions at Sardjito are not only the home
care, Sir… That’s what we build, networking. In the home-
care, but later on, we can get profit from overall health
spending. So don’t be narrow-minded and focus on the
performance of just one unit.” (P1)

The Infrastructure Problems of Home Care Service in
RSUP Dr. Sardjito Hospital for Postacute-Stroke Patients

Standardized Operational Procedures of Home Care
Services
During the implementation of any program in an international
standardizedhospital, a standardizedoperational procedure is
necessary. Although it has already been established in outpa-

tient and inpatient services, there is no standardized opera-
tional procedure inhomecare service ofHomeCareUnit in SH.
It is necessary to establish a standardized operational proce-
dure for home care service. Thus, operating the home care
service according to the standardized operational procedure is
legally and practically safe.

“So, there is SOP (standardized operational procedure) in
standardization, there is an existing policy. In standardiza-
tion, there should be control, monitoring, and evaluation.
So, it means that the standardization that can always be
revised in accordance with the evaluation results and
evolving needs. Then, what is more important is how to
set-up patient facility at home. How to make compatible
environment for safe service delivery. For example bath-
room design, bedroom design, closet design in patients who
need home care is precisely the highest patient safety factor,
which is now still not much appreciated, so there should be
one agency or another team that assess the readiness of the
design, a particular design of the spoon must also be
considered.” (P1)

“I only followed JCI. But, actually, JCI is designed for outpa-
tient and inpatient care, there is no home care. So, I keep
making, but by my own opinion, I adjust it. Oh, this is the
standard in inpatient services. I guess it’s the same at home
care. Some that are similar, I took it.” (P2)

“Yes, with hospital by law, everything is safe. It means that it
is protected by law. So, less emergency case is managed at
home care, if it’s still, if there is still emergency, then it
should be treated at the hospital.” (P3b)

Medical Recording Problems
In the past 7 years, to face the 4.0 industrial revolution era,
SH has developed integrated e-medical record managed by
medical record installation. It is now making the medical
services, both inpatient and outpatient, more effective and
efficient. However, Home Care Unit is not yet linked to the
integrated e-medical records. This resulted in poor home
care service collaboration and difficulty in reviewing the
patients’ conditions.

“In the future we will, once again, we will further imple-
ment the use of E-Medical Records including IT and devel-
oping technology related to internet, including data that
will later be collected from these services will also be
recorded in the big data. … Once again, Sardjito has
gradually implemented the E-Medical record.” (P1)

“Medical record… here at half to eight everyone is ready, at
quarter to eight we usually already hold the morning
meeting, in preparation to go to the field. Well, because it
is early morning usually medical records installation will
not be willing to serve us that early so we have to deal with
that… we manage medical records by ourselves, like
that.”(P2)
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“The quality of stroke patients management that is carried
out post-hospitalization by the home care team does not
only depend on clinical problems. But it is also non-clinical
or administrative. Thus it needs is a standard medical
record integrated with the hospital medical record to
confirm the medical record during his hospitalization at
Sardjito Hospital. Medical records forms for stroke patients
should be created or developed by the hospital home care
team, including what contents are necessary, how the
follow-up is handled, who performed it.” (P3a)

Home Care Service Quality Control
Home care service quality control in SH is stated in the policy
of guideline development in every service activity for
patients. It is necessary to refer to the clinical care pathway
to control the medical service quality. However, the home
care service in SH was lacking of an integrated clinical care
pathway.

“To provide the service, we follow clinical pathway, whether
it is available or not yet available, it is indeed a homework
that has to be done, but there are also SOP. So, it means, the
core is the clinical pathway, but later on for procedures
there are SOP, it must be created and updated continuously.”
(P1)

“Stroke management guidelines conducted by the Sadjito
Home Care Team, the management is also general. So, if it is
a stroke patient, to be honest, there is no specific guideline
yet. The obstacle is that there is no clinical pathway for
homecare service here.” (P3b)

“For stroke patients specifically there are No. specific
guidelines, we only rely on our competence. If it is neces-
sary, we still consult the attending neurologist. Because
the problem of stroke patients themselves is usually not
because of the disease, but the result of stroke itself, for
example stroke complications.” (P4a)

“Not yet doc. For stroke, not yet.” (P5a)

“For specific … for specific case, not yet.” (P5b)

“Oh, for physiotherapy, we have, doc. But, we don’t specifi-
cally have for this … very specific we have our own … No.”
(P6a)

“Yes, the evaluation is through the medical record form that
describes the subjective, objective, assessment and plan-
ning. What date did he come, when was he scheduled to
come, whenwas the control and so on. Even if it is necessary,
if found other things or complication, it can be referred by
neurologist to other relevant specialists.” (P3a)

“In practice … we have the ADL (activity daily living). We
evaluate the ADL, yes.” (P3b)

As a result, there was no standardized care during home
care visit for postacute-stroke patients. There was no stan-
dardized operational procedure among doctors, nurses, or
physiotherapists when they performhome care visit. Besides
providing continuous care, the main role of home care
services is to educate the patients and their families. Every
health personnelwould performhome care visit according to
their own understanding of what the patients may need
because there is no standardized operational procedure,
integrated clinical care pathway, specific care plan, and
integrated medical records. Furthermore, it would be diffi-
cult to evaluate the results of the care from the previous
home care visit since there is no integrated medical records,
specific care plan, or standardized evaluation tools for every
patient, since different health care providers visit and per-
form home care service for the patients in a determined
period of time, either daily, weekly, or monthly.

“At first we explain to the patient’s family about the
dependency of post-acute stroke patient, because the gen-
eral public’s paradigm thinks why the patient was dis-
charged when they had not been able to carry out daily
activities. Therefore, explanations must be given related to
the dependency of these patients is a residual symptom of
the stroke, and this home care service aims to improve the
patient’s condition. Then we look at the patient’s environ-
ment, because the patient is a high risk patient, so we must
educate the patient’s family, and evaluate the diet.” (P4a)

“The first thing we do is a complete examination, including
patient awareness, vital signs and we explored all. At
thebeginning of the examinationat home,weusually evaluate
the problems that were brought home from the hospital, make
sure wehave data and remember the patient’s problems. After
we evaluate and provide treatment for the patient, we also
educate the patient’s family. Because the progress of the
patient also depends on the support of the family itself.” (P4b)

“We often see it from the wound care, with a target of three
months for wound improvement, that we already have.
Because we mostly do wound care, doc. Wound care and
NGT that take a long time. Even though it’s slow, it’s usually
improving.” (P5a)

“For evaluation procedure we also ask for family approval
first. For example, the family wants it to be only once per
week.” (P5b)

“Yes, depending on the progress. So, nowaiting, don’t have
to wait for me, sometimes the condition is fluctuative.
Some are stable, some are unstable.” (P6a)

“For patients, especially physiotherapy evaluation is done
every month. Initially we set the goal of ADL improvement
for these patients. In practice, it hasn’t been achieved, it
doesn’t matter, but we have ADL or measurable goals. So, it
depends on us.” (P6b)
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Financial Problems
Indonesian National Healthcare Insurance did not cover the
fee for home care service. Therefore, according to thehospital
policy, home care services cost should be reasonable com-
pared with the cost of inpatient care.

“Home care servicemust be cheaper than inpatient services,
if indeed it is needed, two things can be done: 1. Sell the
premium, service will be covered. 2. We must involve the
community.… If the patient doesn’t havemoney, we have to
facilitate the patient’s family to be independent. Self suffi-
cient is the keyword at the Ministry of Health. So, in
principle we cannot force National Health Insurance to
cover home care services.” (P1)

Without the coverage of Indonesian National Healthcare
Insurance, home care service is certainly unattractive for
patients. To date, home care service is an out-of-pocket
service directly paid by the patient. It had not been integrat-
ed with the hospital’s financial system and there is no
standardized payment.

“There is no standardisation of the payment procedure for
home care personnels who do home visit. So far, it still uses
the fees determined by the hospital, but not based on unit
costs. So rather not consider if there is any complication, do
not consider distances, do not consider how many people
are involved in. It should be calculated in unit costs. Now
this is a financial obstacle. Well, and even then there are
other financial constraints that the type of the payment is
from individuals to individuals. Ideally, it is from patients to
institutions.” (P3a)

According to the mutual understanding between the
health care personnel and patients or patients’ caregivers,
the payment system is also informed and consented. The
home care service manager preferred the payment to be
made in advance of the provided service to avoid any
misconduct from both parties.

“Well, in the past the payment was paid later after the
service had been given. But, I was cheated till I could not
collect millions of money. So pity for the healthcare person-
nels who had alreadyworked hard. Like that. So, now Imake
a deposit system. Indeed I did not make a package, because
every patients needs are different.” (P2)

Human Resources and Their Welfares Affecting Home
Care Service in Home Care Unit of Dr. Sardjito Hospital

Lack of Capable Human Resources in Home Care Service
Unit
SH already had systems and regulations in terms of human
resources development to catch up with the development of
the latest medical science and technology. However, weak
leadership becomes an obstacle in continuing the medical
education for knowledge and skill improvement of every

health personnel. On the other hand, there is a need for each
health personnel to be able to perform their tasks with the
same standards.

“… Informally, I have also stated to the directorate of
medical and nursing that each employee must be able to
master one new skill each year. If the skills improvement is
related to the line of work, we will afford it financially. Our
employees are currently have difficulty in learning, in other
words, Learning Disability.” (P1)

“Now, we hope for this home care unit personnels, each
member has a specialization related to the task specifica-
tion, to optimize the care for stroke patients in particular.”
(P3a)

All general practitioners and nurses who are working in
home care services of SH have received training for the
management of neurological patients. However, lack of
continuing medical education routinely for specific knowl-
edge and skill refreshing made the health care personnel
focused only on patient’s general care, such as managing the
noticeable wound care without performing thorough exami-
nations on possible other complications of poststroke.

“Not too often attending seminar about stroke manage-
ment, last time it was 1 year ago.” (P4a)

“Wound care course, basic neurology, mostly in the wound
care, twice in wound management.” (P5a)

“Maybe just some seminars, the topic… neurology once. But
already in the 2014s.” (P5b)

“Uh, the last time if I may say it in order, eh Bobath course.
That was introductory, just the beginning. Then followed by
integrated and multidisciplinary approach on physiotherapy
at, eh, Singapore General Hospital, precisely at the academia
during the 2018 stroke congress. In addition, there are several
courses related to management on, eh… eh… Rehabilitation
and Integrated Cancer Course in Singapore 2017.” (P6a)

Human resources’ quality and quantity are necessary to be
improved for further development of home care services
unit, given the potential public interest in the home care
services. This, in turn, will affect the quality of the provided
home care services and the performance of the home care
services unit in SH.

“Lack of human resources is a burden for home care services,
so the primary need is human resources, we have a lot
patients to serve and are spread in many areas.” (P4a)

“It is very often that we are getting sick alternately, among
us. For example, I have to take a day off since I am too sick to
work, usually catching a cold or getting dizzy, my friend
would got overloaded with work for several days to also
cover my work. And then, in turn, he will need to take a day
off after that.” (P5a)

“Do you mean in a week? That depends on the initial
management plan. Then, depending also on, what the
term is, restrictions are possible. But ideally for the acute
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phase of stroke that I know of, I would be scheduled for 2-3
visits per week within the first 3months of stroke phase. But
usually we fulfill only 2 times because of limited person-
nels.” (P6b)

Home Care Services Unit Staffs’ Welfare Needs More
Attention
Currently, there is no standardized incentive for home care
staff. This makes home care service unattractive for staffs to
be involved in.

“Yes, so far because it is a social indication. And the
variability is high. There are those who just say thank
you, only give gifts, and some money only around 200
thousand to 300 thousand Rupiah (13-20 USD) per visit.
The highest is only 300 thousand Rupiah (20 USD), without
considering the distance. So, that sometimes increases the
inconvenience. In the end, we just say ’we only got that
much, instead of split it and get too little, let’s just buy some
food’ usually just like that.” (P3b)

General practitioners andnurses as themainpersonnelwho
performed the medical tasks in home care services expected
more consideration from management regarding safety and
incentive according to the level of risks that they faced daily.
Thenursessaid thatoverall theyweresatisfiedwith thecurrent
condition, but there were several things that can certainly be
improved, especially in terms of benefits and incentives.

“The trip to the patient’s house for each visit could take a
half to an hour, from onehouse to another house. Sometimes
it’s hot or raining, but we keep on going. So, hopefully there
will be more appreciation for us as home care doctors.
Transportation is also an obstacle. Hopefully, the director
can provide a means of transportation for home care
services.” (P4b)

“(I am) satisfied. Even though I heard that our takehome pay
is less than they are who take shifts in the ward. But, so far,
we are quite satisfied, because we understand they also
have night shifts, we have different levels of stressors. So
with this takehome pay, I am quite satisfied. Yes, at my own
risk. The vehicle are still fully on our own.” (P5a)

“The welfare of the staffs… I don’t think so… yesterday we
have proposed … for example, we ride our own vehicles to
reach the patient’s house. There is also no consideration of
risk and takehome pay. There is transport allowance. But
the payment is uncertain, that’s why.” (P5b)

“Yes, improvement in everything is needed. In terms of
human resources too, then eh, welfare.” (P5b)

The Caregivers’ Perspectives and Obstacles on the
Home Care of Postacute-Stroke Patients
In taking care of the postacute-stroke patients, the primary
caregivers would be someone from the family, for example

the patient’s son or daughter, also called as family caregiver,
or someone who is hired by the patient’s family to take care
of the patient, also called a trained caregiver. The family
caregiver would usually be around the patient for 24hours
everyday while the trained caregiver could be shifted into
day or night shift.

“We were there for the patient, 24 hours, everyday.” (P7a)

“Yes, almost 24 hours, 10 hours for day shift and 12 hours for
night shift.” (P7c)

“For me, I do it almost every hour, the problem is to give the
food, it is really hard, really hard.” (P7h)

Generally, both family and trained caregivers’ knowledge
of stroke is still limited. They felt some difficulties in under-
standing what is going on with postacute-stroke patients.

“I think the disruption of body function. So, apparently the
next disturbance was more … more than eee. At that time
my husband was told of a disturbance … um … what is a
clot…what is it called…Wehave to be careful if next stroke
attack might happen.” (P7d)

“I don’t really know anything about strokes, I know frommy
experience, I mean after I … am taking care of my mother,
nothing happened, suddenly … eee … for example she fell
off, disturbed body function, one of the nerve function in
any part… eee… the disturbancemakes the patient unable
to move or walk.” (P7f)

As a result, caregivers’ knowledge to take care of the
postacute-stroke patients in the prevention of recurrent
stroke is not comprehensive. Mostly, caregivers who use
the home care services would only rely on the health
personnel to thoroughly care for the patients and evaluate
the patient’s general condition.

“I don’t know, but from that doctor … eee … the doctor
who examined, I mean the home care doctor who peri-
odically come, it has something to do, with the condition
… So, if a stroke patient is … it’s awry, so sometimes we
give medicine.” (P7c)

“For the treatment, it is usually from the doctor who
managed the patient, that’s the first, then from the family
as well, then from physiotherapist too.” (P7a)

For example, to prevent decubitus ulcers, caregivers
would mostly rely on antidecubitus mattress and applying
oily cream on the patient’s back. They rarely performed
simple passive mobilization to put the patient in his/her
side to avoid chronic pressure on the patient’s back due to
supine position. In addition, caregivers’ treatment to the
patient is only based on information from health personnel
who come to visit the patients. They rarely seek information
from other sources, such as Internet.
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“Yes, so usually there is. But, sometimes I have ideas. ’Oh if it
is applied, it turns out like this. My mother seems more
comfortable like this’. Sometimes I don’t change, sometimes
I add. For example, sometimes ’if she was applied with oil,
because it’s been a long time’ it seems she felt bored.” (P7b)

“The thing is we are afraid that we will be blamed, there was
someone said to me, “How dare you do that,” even though
actually we were doing our best…” (P7e)

“Yes, from me, the point is… that’s …. we give it, this is the
simple one, we gave oil. We have to do it every day, we put
the patient on his side, left side, right side, together with the
nurse.” (P7f)

The biggest obstacle experienced by the caregiver is
communication with patients. For trained caregivers, the
communication with the patient’s families was difficult,
sometimes. In addition, the patient’s and family’s psycho-
logical condition could also be a barrier in delivering the care
for the patient.

“The obstacle, for me, is the mood, the mood of the patient.
He actually wanted to be treated by his children… to take
care of all his needs. But, because the children are indeed
busy at work, so it was given to me. We found it difficult to
care for him if his mood is not good.” (P7e)

Discussion

This study highlights the infrastructures, systems, and readi-
ness of SH related to home care services. All health care
personnel, including the director of medical service, head of
home care unit, neurologists, general practitioners, nurses,
and physiotherapist, agreed that home care service is neces-
sary in SH as it is a hospital obligation to make sure the
continuation of patient’s care, even after being discharged
from the hospital. Despite the establishment of the director’s
regulation regarding the home care service in SH, the stan-
dardized home care service is not yet provided due to many
obstacles. Although the home care service in SH is faced with
many obstacles, the health care personnel still conduct home
care visit for patients with total dependency since it is neces-
sary to continue the care for the patients and the education for
the patients’ caregivers.

Infrastructure Improvement is Necessary for Better
Home Care Services in SH
Home care as a unit allows health services to be performed
simultaneously or in combinationwith various health profes-
sions as a team to maintain optimal health status, maximize
the degree of independence, and minimize the disease con-
sequences of the patient.7 This aims to facilitate promotion,
prevention, curative, and rehabilitation programs. Home care
services improve the patient’s recovery because health care is
performed at home, a place filled with a sense of comfort, and
also the relationship between physical and emotions.11

Compared with hospital visit, home care services are more
preferred by the patient’s family or caregiver.12 In fact, home
care services are beneficial for caregivers as they can
reduce the number of caregiver burden scores and increase
quality of life, especially in mental dimensions and
vitality.13–16

Home Care Services in SH: Policy vs Reality
The Government Regulation No. 44/2009, Article 32, stated
that every patient has the right to obtain humane, fair,
honest, and high-quality health services, without discrimi-
nation in accordance with professional standards as well as
effective and efficient standardized operational procedures
to avoid physical and material losses, and receive informa-
tion regarding his/her diagnosis, medical procedure, the
purpose of medical procedure, alternative procedure, possi-
ble risks and complications, prognosis, as well as estimated
cost of treatment. In addition, patient has the rights to
complain about hospital services that are not in accordance
with service standards through print and electronicmedia in
accordance with statutory provisions.10

One of the patient rights that must be fulfilled by the
hospital is to get services with standards in accordance with
the provisions of the applicable laws and regulations. Despite
the policy, not all patients’ needs were fulfilled properly
because the ratio between patients andmedical staff available
at the home care services unit is not ideal. Patients’ rights are
fulfilled by creating mutual understanding and negotiating
between management and patients. This includes risk assess-
ment, patient identification and risk management, incident
reporting and analysis, the ability to learn and follow-up on
incidents, and implementing solutions to reduce and mini-
mize risk occurrence. Integrating human rights training for
health care providers at all levels is essential.12 To maintain
patient safety, it is recommended that negligence errors
should be a safety priority, including focus on preventive
health care interventions and implementing of the following
five steps that can improve patient safety by changing physi-
cian behavior. According to Cook et al (2004),17 the five steps
are: (1) environmental scanning, (2) understanding current
behavior, (3) target behavior for change (why, what, when,
where, andwho), (4) adopting effective strategies for changing
behavior, and (5) synergize.

Regulation of the Minister of Health of Republic of
Indonesia No 1438/MENKES/PER/IX /2010 Regarding Medical
Service Standards, Article 3, stated: (1) Medical service stand-
ards include National Medical Service Guidelines (NMSG) and
standardized operational procedure (SOP); (2) NMSG as
referred in Clause 1 is a national Medical Service Standard
and ismadebyprofessional organizations andapprovedby the
Minister; and (3) SOP as referred in Clause 1 is made and
determinedby theheadof thehealth service facility. Article 10
stated: (1) The head of the health service facility shall initiate
SOP development according to the type and level of the health
service facility he leads; (2) NMSGmust be used as a reference
in thedevelopmentof SOP in thehealth service facility; (3) SOP
must be used as a guide for all health workers in health care
facilities inprovidinghealth services; (4)SOP isprepared in the
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form of Clinical Practice Guidelines that can be supplemented
with clinical pathways, algorithms, protocols, procedure, or
standing order; and (5) Clinical Practice Guidelines as referred
to in Clause 4 must contain at least the definition, history
taking, physical examination, diagnostic criteria, differential
diagnosis, supporting examinations, therapy, education, prog-
nosis, and literature.18

Despite the policy, care pathway and standardized opera-
tional procedures in Home Care Unit of SH are not yet
established. To commence the quality improvement process,
it is necessary to apply the following steps: (1) problem
identification, (2) analysis of the causes of the problem, (3)
solution development, (4) implementation, evaluation, and
solution refinement, and (5) permanently implementing the
health system and improving the solution.19

Another infrastructure problem of home care services in
SH is the disintegrated medical records from the hospital’s
e-medical records. Medical records are compilations of scien-
tific data from various sources, coordinated into documents
andavailable for variouspersonaland impersonaluses.Accord-
ing to Government Regulation of Republic of Indonesia No.
44/2009, SH is required to organize medical records, as a form
of reflection of accountable health services.10 Conventional
medical records are writings/notes/documentation that chro-
nologically and systematically describe and explain the medi-
cal history of a person’s diseases. Difficulties in filling medical
record in home care services always become a burden, for
instance when home care nurses must maintain interaction
with the patients, including eye contact and other services,
making it difficult for nurses to fill out medical records while
providing home care services. A strategy to overcome this is to
rememberwhat needs tobedocumentedandwrite it later.20,21

Electronic health record (EHR) can also be implemented in
home care service. A study reported that with the implemen-
tation of EHR, there was a high level of satisfaction from
clinicians especially in the sub-items of completeness and
data accuracy. In addition, the highest impact was found on
the timeliness of filling the EHR and the ease of insurance
claims.22 The focus of patient care process optimization is the
utilization of Internet-based and interconnected information
technology systems to attain efficient and effective services.23

According to SH’s policy, home care services cost must be
more efficient than inpatient care with mutual cooperation
principle. Until now, the income of the home care services
unit has been directly paid by patients and has not been
integrated with the hospital’s financial system. Home care
services are not covered by Indonesian National Healthcare
Insurance and only covered by private insurances. This needs
to be reconsidered. In European countries, home care
services are provided by the government and continue to
grow realizing the importance of home care services,
although some countries such as Germany, Netherlands,
and Spain still have not implemented home care services
into centralized health financing.11

The average total cost for home care services is lower than
outpatient services in hospitals. Standard rate calculation should
consider complication, risk factor, and worsening of clinical
condition. Patients who received home care services had higher

average increase in the Barthel Index than who received out-
patients’ care. From qualitative perspective, patients and their
families were quite satisfied with home care services and prefer
home care services rather than outpatient services in hospitals.24

Improvement in Human Resources’ Capabilities and
Welfare is Necessary
According to Setyawati (2004),25 home care team includes
the following staffs: (1) health professionals group, including
nurses or professional nurses, doctors, physiotherapists,
occupational therapists, speech therapists, nutritionists,
radiologists, medical laboratory technologists, and psychol-
ogists; (2) nonhealth professional groups, including social
employees and spiritual leaders or religious experts; and (3)
nonprofessional groups, including nurse assistants who
serve as assistants waiting to serve the needs or daily
activities of the client (caregiver). This group works under
the supervision and direction of the nurse. However, it is not
easy tomaintainmany parties involved in home care services
due to diverse clinical and organizational decisions, and the
difficulty of uniting medical personnel.26

The constraints regarding the human resources in home
care services were insufficient number of staff and lack of
human resources recruitment strategies. This can be seen
from four aspects: (1) compensation, that is, staff felt not
getting enough compensation and compensation also varied
across countries, (2) education and training, (3) quality
assurance, and (4) working environment conditions. Consid-
ering these four aspects, the strategy that can be employed in
recruitment should include giving trial periods for applicants
and offering training programs. In addition, in terms of
compensation given there are also recommendations for
attracting applicants, along with other benefits.27,28

Staff welfare has been regulated in a performance-based
take-home pay system. However, staff still felt the amount is
unattractive because it does not consider the risks of provid-
ing services outside the hospital. Service quality is directly
affected by employee benefit policies and sustainability.
Incentive is a good way to motivate performance and loyalty
of employees, especially employees from service sector.29

The reward system expresses and reinforces the values and
norms that shape company culture. A careful consideration of
reward system design can help decision-makers succeed by
modifying organizational culture. Reward system is basically a
powerful mechanism that can be used by managers to com-
municate desired attitudes and behaviors to members of the
organization. It is believed that over time, culture can accept
change through clear communication of performance, as well
as consistent criteria and application of rewards.30

Conclusion

Home care services that are provided by a hospital is neces-
sary, according to the health care providers as well as
patients’ caregivers, as an integrated health care service to
ensure the continuing care for patients in need, such as
postacute-stroke patients with total dependency. It is an
act of implementing hospital obligation to fulfill the patients’
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rights, as stated in the Indonesian Constitution and Govern-
ment Regulations. However, many challenges are met upon
the implementation of this policy.

A good-quality home care service depends on the pre-
paredness of the home care services unit to provide good
care for maintaining the patient’s welfare after hospital
discharge. Although the system is based on mutual under-
standing between the hospital and patient’s family, an
established hospital policy to ensure a comprehensive
home care service delivery is necessary, such as standardized
operational procedure, care pathway, medical recording, and
integrated financial system. The capability andwelfare of the
health care personnel should be put into account for the
standardized human resources.
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