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1 INTRODUCTION 

 

In the eHome Healthcare@North Calotte project, a common Nordic home care work 

approach was developed in four regions: Kemi-Tornio, Luleå-Boden, Rovaniemi-Ranua 

and Tromsø. The purpose of the project was to develop availability of in-time information 

from home care clients by utilizing mobile information transmission. Portable PCs, 

handhelds and different kinds of data communication solutions were tested for information 

transmission according to individual needs in different regions. 

 

Development challenges in information transmission are the growth of elderly population, 

long distances in the Nordic countries and a decreasing number of professionals working 

with elderly care. As the elderly population grows, there will be increasing need for care 

and services among the elderly, due to diseases and feebleness. 

 

During the coming decades, the amount of over 80-year-old people will increase in all 

Nordic countries. The amount of 80-year-old people in the population of the year 2000 was 

of 4.4% in Norway, 5.0% in Sweden, and 3.4% in Finland. In 2025, the corresponding 

amounts are estimated to be 5.3% in Norway, 6,6% in Sweden, and 6.1% in Finland. 

According to statistics, the growth of the number of elderly people is most rapid in 

Finland. Elderly people want to live in their own homes and familiar surroundings as long 

as possible. According to studies, familiar surroundings support the capability, 

independence and autonomy of ageing people best. When elderly people are able to live in 

their own home, this will increase their quality of life and strengthen their identity. Due to 

long distances and rural surroundings, the northern regions set special challenges in terms 

of availability of home health care and home service, and multi-professional cooperation. 

 

Due to better information transmission in home care processes, the utilization of 

information technology (ICT) is believed to benefit clients and their relatives just as much 

as the  professionals around the client. In order to reach the target, it is essential to take into 

account aspects both of empowerment and of competence-building already during the 

planning process of ICT implementation. 
 

 

The cooperation partners in the project were Kemi-Tornio Polytechnic, Rovaniemi 

Polytechnic, Luleå /CDH and Tromsø Telemedicine Centre. BUG participated in the 

project in the beginning. The participants in each region were home care workers, their 

cooperation partners and enterprises. The project financiers were Interreg III A North, 

State Provincial Office of Lapland, County Administration of Norrbotten, Tromsø County 

Council, and participating organisations. The project was carried out 1.1.2004- 31.12.2005. 

 



 

2 BACKGROUND 

2.1 Home health care 

 

In the Kemi-Tornio trial, the concept of “homecare” includes the services that are offered 

by the board of health care, and social work to the inhabitants in each municipality. The 

concept of home care includes all services offered by home health care and/or home 

service at the clients' home or in circumstances similar to living at home, e.g. sheltered 

accommodations or old people’s homes. Home care includes home service, nursing at 

home, preventive health care and supporting services. Home service offers care and 

assistance with everyday activities like cooking and personal hygiene. Support services 

refer to services that are meant to support daily activities of a client, like meal, transport 

and/or laundry services. Those can be organized at home or centralized in some other 

place. The occupations of the staff in  home services can be e.g. assistance nurse, home 

help or home aid. The education of the home health care staff is that of health visitor, nurse 

or assistance nurse. 

 

Home care in Sweden is organized according to the “Ädelreformen” as a cooperation 

between two organisations steered by two legal mechanisms. The county council (in this 

case that of Norrbotten) organizes healthcare which is steered by the law on healthcare 

(Hälso- och sjukvårdslagen - HSL). The municipality (in this project that of Luleå) is 

responsible for care, in this case home care in people’s own homes. The law of social care 

(Socialtjänstlagen - SoL) steers this organisation. The organisation of home care in the 

Luleå community and the participants in the Luleå Trial are represented in fig 3. 

 

The home care service in the municipality of Tromsø is organised into eleven separate 

units. There are five nursing homes with a total of 346 users. The nursing homes are named 

Hvilhaug, Kvaløysletta, Kroken, Tromsøysund and Mortensnes. In addition there are 24 

short-term places where 18 are earmarked for rehabilitation. There are 156 apartments for 

eldercare, and people living there receive services from home care 

(www.tromso.kommune.no, data retrieved 18.11.05). In the project eHome Health 

Care@North Calotte, three of eleven home care units participated: Brensholmen, Sjursnes 

and Lakselvbukt. All units are located far from the city of Tromsø. It takes a drive of about 

one hour  from the city of Tromsø to get there. 

 

Each of the eleven units has its own management and budget. Each unit has a small 

amount of money available for competence building. Daily work in home care is 

characterized by shift work, extensive use of substitutes and a constant change in the 

clients' condition. Due to these facts, there is a need for continuous access to updated 

information, good communication routines, both internal within the home care area and 

external between the home care and the hospital, pharmacy and the relatives/families of the 

clients. 

 

Health professionals often do their work alone with the clients. The daily routines of health 

professionals are regulated according to daily routines governed by the clients' needs. As a 

result of this, daily work often entails busy days. The clients may be in need of care, 

treatment and rehabilitation. Some of them are in need of total care and treatment, and the 

situation of the client may change from stable to unstable. Taking this into account, the 

health professionals need to be flexible, able to improvise and have access to information 

and competence. 

http://www.tromso.kommune.no/


 

Only some information is available from within the home of the client. There is a need for 

easier access to updated and relevant information especially when acute situations occur. 

 

Services available 

The following services are distributed from the health care service in the municipality of 

Tromsø: 

- home care nursing 

- home help 

- residence at nursing home 

- short-term stay in nursing home 

- care home 

- food delivery 

- safety alarm 

- salary to family member, relatives or others taking care of the user 

- private relief 

- service at day centre 

- support contact person 

- user control personal assistant 

 

2.2 Patient-Centred Care (PCC) 

 

Patient-centred care (PCC) is a concept that is used when the focal point is a better 

understanding and incorporation of the patient’s perspective in care delivery (Mark et.al. 

2002). This is also an approach that sees the patient as an active problem solver and 

valuable collaborator instead of a passive recipient of treatment recommendations (Mark 

et.al. 2002). Research focusing on a patient-centred clinical method has literally 

“exploded” in the last decade (Stewart et al. 2003) The patient-centred clinical method has 

six components: exploring both the disease and the illness experience; understanding the 

whole person; finding common ground; incorporating prevention and health promotion; 

enhancing the relationship; and being realistic (Stewart et al. 2003). 

 

The right to information is of the utmost importance for self-decision-making and supports 

patient empowerment. If interaction between patient and caregiver is to be on equal terms, 

there must be a dialogue in which the patient has access to information. In this project the 

focus is on the professionals’ access to information and development of technical solutions 

that will be a tool for better communication between professionals as well as between 

clients and professionals. 

 

2.3 Empowerment 

 

There is a high expectation that Information and Communication Technology (ICT) will 

solve today’s problems with a growing elderly population and fewer employees within 

elderly home care. One of these expectations is that, if decision-making is closer to the 

individual, the individual person will become more empowered, which will be a 

predisposition for keeping healthy. Research shows that if one is able to steer one's own 

life and to influence one's own care and rehabilitation, then this will influence one's health 

in a positive way. 

 

 



 

 

How is it possible to become more empowered? 

 

“Empowerment is a process that gets its beginning /starts from a person him/herself. 

It is simultaneously a personal and communal (social) process, and it is not possible 

to give empowerment to another person.” (Siitonen 1999.) 

 

That means that it is an interactive process between personnel and clients. Empowerment 

can be seen as a process of personal growth and development. (Kuokkanen & Katajisto 

(2003). Hence personnel can also get empowered by obtaining more knowledge and 

control. 

 

In a helping partnership it is a process of enabling people to choose to take control 

over and make decisions about their lives. It is also a process which values all those 

involved.  (Rodwell 1996.) 

 

The objective of the project is to provide a quality service to the elderly persons in society. 

Having more informed and more competent personnel who are part of decision-making 

and have control in their work is not enough to give the client empowerment. It is most 

important to investigate the needs of the elderly person and also to have an ongoing 

iteration with the clients about how the developing service is going to affect them.  

 

According to Rodwell (1996) related concepts to empowerment are: autonomy, 

responsibility, accountability, power, choice, advocacy, motivation and authority. Health 

care professionals cannot empower people, people can only empower themselves. The 

empowerment process can provide the resources, skills and opportunities to develop a 

sense of control. Mutual trust and respect, education and support, participation and 

commitment are connected to the concept of empowerment. (Rodwell 1996.) 

 

More detailed information about empowerment is available in Deliverables 3.2 and 3.3. 

 

2.4 Competence building 

 

Competence as a concept often points at the constructive and creative parts of a person. 

These are the abilities one wants to release when planning for competence development 

within an organisation. 

 

Often, competence is looked upon as formal knowledge according to working life. 

Historically there is a tendency to talk about competence as theoretical knowledge only; 

education, courses etc. This type of knowledge is called explicit knowledge. Yet: this is a 

narrow way of understanding the concept. Competence also has to do with how a person or 

a group of people conduct various working procedures, the ability of in-time reflection 

over incidents, organisational adjustments and the attitudes a person carries out. This kind 

of competence is gained through practice and experience. This competence is called 

implicit knowledge. Michael Polanyi argues that a lot of things we do is based on implicit 

knowledge. When implementing new routines in the working practice the new routines are 

taught explicitly. When the new skills and new routines are integrated they will hopefully 

become parts of the implicit knowledge among the workers.  

 

In brief, one can say that competence consists of four components: 



 

- knowledge 

- skills 

- attitude  

- performance (Krøgenes et.al: 2003) 

 

In addition to this, we have factors like motivation, emotions and personal values, which 

also influence competence in various situation.  

 

When securing and maintaining competence in an organisation it is important to constantly 

focus on competence development, both on the individual level and on the collective. 

Collective competence is an outcome from the interplay between all individual 

competences in the organisation. When introducing a new technological tool for 

communication the home care personnel need well-grounded information. This means the 

personnel must be included in the implementation process. The more they feel familiar 

with the new tool at an early stage, the more likely it is that the project will succeed. In this 

process, personnel must be given time and space to communicate their experiences with 

this new way of acting in their daily work, as well as to practice and use the new technical 

tools. The way in which the health workers reflect upon the information made available 

from the use of ICT, must be made explicit among personnel, so that it contributes to 

developing knowledge and competence within the home care units. 

 

The concept of competence obtains a variety of characteristics that, taken together, form 

every individual's competence as well as organisational competence. Incorporating ethics 

and values as elements of competence, recognizing the need for reflective practice, the 

importance of context, and the possibility that there may be more than one way of 

practising competently, is important when understanding the idea of being a competent 

health worker.   

 

According to a holistic approach to competence, a nurse faces challenges in several fields 

in the future. The nurse has to be competent both in an implicit and an explicit way. 

Among other things, a nurse must have the ability to work in a team and to interact with 

different actors involved in the service. She/he must also be able to take part in 

development within the service, both on the technological and organisational level. 

Nursing and health workers' practice requires the application of complex combinations of 

knowledge, performance, skills, values, and attitudes.  

 

In the eHHC project we talk about competence according to three groups: clients, close 

persons, and health workers.  

 

More detailed information about competence building is available in Deliverable 4.1. 



 

3 GOALS OF THE PROJECT 

3.1 Overall objective 

 

The objectives of this project were to develop and test methods using ICT (especially 

mobile solutions) across the northern regions, to improve the quality of life for elderly 

people and to allow for more flexible and effective home care services. The project also 

aimed at bringing together public organisations and business initiatives so as to contribute 

to a more effective use of resources in home healthcare. 

 

In this project we planned to enable ubiquitous management for home healthcare patients 

and assist home care professionals in coping with patients' needs in remote regions. This 

meant to bring together the regional requirements and business initiatives to measurably 

improve communication and service provision safely in home care using ICT. Sharing 

experiences of the common and different challenges and developing technological 

solutions and methodologies across the northern regions should contribute to a more 

effective use of  resources in the home care system, so as to make the services accessible at 

the right time in the right place. One of the goals was also to provide increased 

empowerment for clients and their informal caregivers. 

3.2 Intended results 

 

Increased empowerment of the home care team (patient, relatives, caregivers, 

professionals) 

 

 A methodology for empowering all actors in home care (customer, caregiver, and 

administrator) on the technical, medical and personal level. 

 A comprehensive document that recommends methods for improving overall 

effectiveness and quality of the activities in home care and that is transferable to 

different situations. 

 

Increased competence for all and regardless of distances 

 

 Report on the current state of education in home care. 

 Recommendations/work plan for improving home care education. 

 Course for trainers of home care:  

o The education was arranged in trials. Courses on how to use implemented 

home care systems were given to the professionals involved in the project 

 

Information/communication system/platform for home care - created, tested and evaluated 

 

 Different access to information at different levels for different groups of the Care 

Team (patient, caregivers/professionals, relatives, friends). 

 Interactive generic platform.  

 Information on a patient’s health and security status. 

 Access to reliable resources of knowledge (for professors, patients, relatives etc.). 

 Patient network (people who have similar diseases). 

 Access to up-to-date information. 

Tested a home care team model which can also be used after the project 

 



 

A report on how these objectives were fulfilled will be given at a later stage in this report. 

 

4 ORGANISATION 

4.1 Project consortium 

 

Coordinator 

 

Kemi-Tornio Polytechnic, Finland 

 

Partners 

 

Luleå University of Technology, Sweden 

BUG - Byautvecklingsgruppen i Östra Kiruna, Sweden 

Rovaniemi Polytechnic, Finland 

Nasjonalt senter for telemedisin, Norway  

 

Changes in the project consortium 

 

After the trial definition phase, Byautvecklingsgruppen i Östra Kiruna (BUG) faced 

difficulties to run trial implementation. The original cooperation did not work out despite a 

provisional prior agreement with the municipality of Kiruna. BUG then negotiated to 

establish a  new cooperation with other organisations. These negotiations did not succeed 

as quickly as required, however. The schedule of the project did not leave any option of 

running  the trial in practice.  

 

The Project Steering Group (PSG) discussed this issue in several meetings. The consortium 

granted some time to fix the situation in Kiruna, but finally there was no other possibility 

than suspending the acceptance of project costs. Work carried out before these problems 

occurred was done satisfactorily.  

 

All financiers have been informed about the situation.  

4.2 Work Packages 

 

The cooperation and work share have been realised according to project plan. 

 

Work Package 1 (Project Coordination). KTP has had the responsibility for WP1 

leadership and  project coordination.  

 

The Operational Management Team (OMT), which consists of WP Leaders and trial 

leaders, have had meetings regularly by video conference (mainly every second week).  

 

Work Package 2 (Information and Communication in Home care).  KTP has had the 

responsibility for WP2 leadership.  

 

Work Package 3 (Methodology for Empowerment). LTU has had the responsibility for 

WP3 leadership.  

 



 

Work Package 4 (Competence Building). NST has had the responsibility for WP4 

leadership. 

 

Each WP has had regular meetings, where actions were planned and then the progress of 

the  trials discussed. Each partner has participated in these meetings regularly.  

 

4.3 Steering group 

 

Kemi-Tornio Polytechnic 

 Eero Pekkarinen, chairman   (Riitta Alajärvi-Kauppi) 

 Rauno Pieiläinen/ Leena Leväsvira (Arto Rautajoki) 

 

Rovaniemi Polytechnic 

 Kerttu Oikarinen  

 

Luleå Tekniska Universitet 

 Anders Granström  

 

Nasjonalt senter for telemedisin 

 Per Angermo/ Kai Vidar Falao/ Lisbeth Abelsen/ Gunn-Hilde Rotvold 

 

BUG - Byautvecklingsgruppen i Östra Kiruna 

 Britta Berglund  

 

The Association of Care Giving Relatives and Friends 

 Tiina Autio 

 

The City of Tornio  

 Tuomo Hokkinen (target group representative) 

 

Project Coordinator 

 Mika Petäsnoro, Kemi-Tornio Polytechnic, secretary 

 

4.4 Financing 

 

Interreg IIIA / 1.2 Gemensam IT-ytnyttjande 

 

Co-financing 

 

The State Provincial Office of Lapland 

Kemi-Tornio Polytechnic 

Rovaniemi Polytechnic  

Nasjonalt senter for telemedisin 

Luleå Tekniska Universitet 

Kiruna kommun 

 

 



 

5 ACTIVITIES OF THE PROJECT 

 

Activities in the eHome Healthcare @ North Calotte project were carried out within four 

different work packages: management (WP1), trials (WP2), empowerment (WP3) and 

competence building (WP4). The work package leaders formed the operational 

management team (OMT – group), which ran the day-to-day activities of the entire project. 

Each project partner had its own representative in each work package. The work packages 

held video meetings regularly, i.e. every other week. Common face-to-face meetings of the 

project were arranged five times during the project time. The tasks of these four WPs were 

to coordinate activities towards the goals of the project and to prepare all the reports 

required of the project. 

 

Each project partner organised their own trials together with their local home healthcare 

and ICT partners, taking into account empowerment and competence-building 

perspectives. 

 

5.1 Activities in the Kemi-Tornio area 

 

In the Kemi-Tornio area, cooperation took place between home healthcare and social 

service professionals and administrators at the municipalities of Keminmaa, Simo and 

Tornio, and also the healthcare professionals of ward 5A of Länsi-Pohja central hospital. 

The trial took place in close contact with the Aluetietojärjestelmä – project of Länsi-Pohja 

central hospital and with the cooperating partners of the project participants. The trial was 

coordinated by Kemi-Tornio Polytechnic. 

 

The trial was carried out in close contact with the participating organisations. The 

participating municipalities and Länsi-Pohja central hospital had their own representatives 

in the expert group, which held regular meetings during the entire project duration. The 

task of the group was to act as an expert in planning the architecture and implementation of 

the trial. Each member of the group carried out the trial of his/her own organisation and 

participated in the continuous evaluation of the trial. The home healthcare professionals 

participated in the meetings of the expert group from spring 2005, when the trial was 

carried out.  

 

In the Kemi-Tornio area, the project started with a kick-off meeting on 27 January 2004. 

At that meeting, local goals were defined and the planning of the architecture of the trial 

was started. During the first project year, the architecture of the trial was set up, the 

cooperation agreements were planned, the purchasing processes of the necessary software 

and devices were made and the private network was created.    

 

The implementation of the trial started in January 2005 with a day dedicated to planning 

the implementation. During that day, detailed schedules, tasks, and persons in charge were 

agreed upon. The implementation of the trial started by mapping basic information from 

the participating organisations. After that, the main users and professionals in charge, 

home care professionals, administrators and invoice clerks of the municipalities were 

instructed to use the chosen Pegasos software. Teachers at Kemi-Tornio Polytechnic also 

participated in this training. The main users in Simo and Tornio trained their own home 

service staff to use the software. The main user of Länsi-Pohja central hospital instructed 

the professionals of Ward 5A to use the Pegasos software. The main users also gave 



 

support to the home healthcare professionals of their municipality by solving problems that 

may occur, together with the software producer if needed. During spring 2005, the 

participating organisations built up the data security systems and loaded the basic 

information onto the test server, where the system was tested and trained. The system was 

in educational use at Kemi-Tornio Polytechnic. The software was in operational use from 1 

May 2005. It was available in mobile form on home visits after training was arranged on 

10 May. It was decided to test the system on 12 laptops to begin with.  

 

Before the implementation of the trial a questionnaire was made for home healthcare 

clients, their relatives and the professionals. The questionnaires were created in 

collaboration with the Swedish and Norwegian project partners. The aim of the 

questionnaires was to map the current situation of information transmission in care and 

service of home healthcare clients in the North Calotte area. 

 

Refresher and complementary training were arranged in autumn after the summer vacation 

period. It was stated that the chosen system was, with small extra adjustments, a usable 

solution. The expert group decided to purchase nine additional laptops. This made it 

possible to test how the system would support multi-professional cooperation. The board 

of elderly care of Keminmaa decided that the home service professional of the 

municipality of Keminmaa would also join the project.  

 

The project manager and the WP4 leader of the Kemi-Tornio trial followed the 

implementation of the trial in project practice during spring and autumn 2005. These and 

the person in charge of project evaluation collected evaluation information from the 

clients, home healthcare professionals, home healthcare managers and main users.  

 

In the Kemi-Tornio area, different work packages worked in close contact with each other. 

During the planning and implementing processes, empowerment and competence building 

aspects were taken into account. The main users gave each personnel group of home 

healthcare the training they specifically needed. The trial was implemented according to 

the needs of the users. 

 

5.2 Activities in Luleå 

 

Continuing from the schedule discussed in Deliverables D2.3 and D2.4 during the period 

from April 2005 to the end of the project, the work proceeded in setting up the systems, 

educating the staff, deploying and testing the set-ups in addition to implementing the 

evaluation procedures and assessing the trial outcomes. 

 

In April the integrated system was installed and tested; the overall system was fine-tuned 

and bugs were fixed. At the same time, evaluation procedures developed throughout the 

project were implemented prior to a pre-trial, interviews carried out and questionnaires 

distributed and gathered. 

 

In May the first education phase was carried out with home care staff and the Head of Unit 

at the Flora home care team. This education consisted of an introduction to the use of the 

handheld device, and was delivered by the technical providers. A manual was also 

produced to support the care personnel in using the device. 

  



 

A pre-trial phase was carried out to prepare the home care team for a fuller deployment 

later in the year. The system was tested and enhancements made to its performance. 

 

From the final week in June a built-in hold was started for the Swedish vacation period. No 

trials were conducted during this time, although the technical support continued to monitor 

the systems and provide more fine-tuning. Following the vacation hold, it was considered 

necessary to conduct a second (refresher) training phase starting on 16th August, in 

preparation for the full trial phase; in both cases this education took place face-to-face and 

also by means of a specially-produced manual. 

 

The full trial phase ran from 22nd August to 30th November. All the data for the evaluation 

was produced in this highly active phase, with daily use of the handheld device and the 

work allocation and coordination software. Data formed the core basis for the evaluation. 

 

Interviews for the evaluation were conducted in late October and early November. For the 

more detailed results of these interviews, please refer to the Luleå part of Section IIB, 

Evaluation, in this document. 

 

5.3 The activities in Tromsø  

 
The project eHomeHealthCare@NorthCalotte (eHHC) started at NST in January 2004.  

During the first year, the cooperation agreement within the project was planned (Norway, 

Sweden and Finland), the technical solution chosen, and the cooperation agreement 

established with partners and companies. The cooperation agreement for the project was 

signed in 2005.  

 

The home care district zones that were chosen in the project were Sjursnes, Lakselvbukt 

and Brensholmen. They are located 57 km (Brensholmen), 61 km (Sjursnes) and 69 km 

(Lakselvbukt) from the centre of Tromsø.  

 

The technical solution was developed and implemented together with Tromsø 

Municipality's IT department.  The technical solution developed for eHHC was also used 

as the mobile solution in a project at NST called SES@m Tromsø 

(http://www.telemed.no/index.php?id=265507).   

 

The technical solution included 9 laptop PCs with mobile connection, secure login and 

software. The laptops communicated by a mobile network to get access to servers at 

Tromsø Municipality. The solution included a login into the home care program (Profile), 

a secure e-mail connection to the regular general practitioners for the home care clients, 

and a secure e-mail connection to a wound polyclinic at the local hospital. 

 

The chosen technical solutions demanded a lot of adjustments and therefore a need for 

highly skilled technical personnel both from NST and from the municipality’s IT 

department.  During 2004, Tromsø Municipality built a new city hall. Moving into the new 

premises also demanded a great deal of work from the same persons in the IT department. 

For a period of time, no IT staff members were available to work with the development 

and implementation of eHHC. These facts delayed our project for three or five months 

beyond the original plans. 

 

http://www.telemed.no/index.php?id=265507


 

Early in 2005, a questionnaire was prepared together with our project partners in Sweden 

and Finland. Copies of the questionnaire were distributed to home care clients, their 

relatives or other people close to them, and to health care professionals. The aim of the 

questionnaires was to survey the current situation regarding the exchange of information 

for care and service for these three groups. In the second half-year of 2005, a second 

“questionnaire” was developed. This time, the responses were obtained through interviews. 

One healthcare professional was interviewed in the Tromsø trial. The results from these 

two rounds of questionnaires were used as input to deliveries in Work Package 3 

(Empowerment) and Work Package 4 (Competence building). 

 

The training of professional healthcare workers started in the beginning of July 2005 and 

lasted until mid-November 2005.  The training was arranged by NST at the district zone of 

Brensholmen. Training sessions were provided for a maximum of two healthcare 

professionals each time. The students were taught how to log in and how to use the system. 

One of the professional healthcare workers qualified as a “super-user”. Tromsø 

Municipality is responsible for the support of this technical solution. 

 

In December 2005, there is only one laptop in use at the district zone Brensholmen. The 

remaining implementation of laptops and training of healthcare workers will take place 

within the SES@m Tromsø project during 2006. 

 

 



 

6 THE TRIALS 

 

Every participant of the project had their own trial to test in the home care of elderly 

people. In every trial there were a group of ICT and home care experts who were in charge 

of the planning and implementation process of the trial. The staff and persons in charge of 

home care in each trial site participated in testing the system. In Rovaniemi the elderly and 

their relatives tested the application. Before the implementation of the system the staff was 

trained to use the software and the tools. 

 

The purpose of the trials was to develop a seamless service chain, which would make it 

possible to transmit updated information  on the care of home care clients regardless of 

time and place. Those involved in the project tested the information transmission between 

the home care workers and the others who participated in the care of home care clients, 

such as the nurses at the ward,  health centre and hospital. In Luleå they also tested how to 

transmit the alarm information of the clients. In Rovaniemi and Ranua they developed 

information transmission between the clients, their family care givers, and the service 

producers. It was hoped that the systems would facilitate division of work, availability of 

nursing instructions and multi-professional cooperation. One of the aims was to decrease 

double documentation and transportation between the home of the home care client and the 

home care office. 

 

The tested systems transmitted the basic information of the client that is needed for his/her 

care and service. The systems also provided information about the client's care and service 

plan and the implementation of care and service. The systems offered also a possibility to 

check the nursing instructions. In the Kemi-Tornio region the system was also used for 

administration in home care, statistics and client invoicing. In Tromsø it was also tested 

how to transmit a picture from home to the hospital. The participants were using a secure 

protected e-mail connection as a part of a flexible service chain. 

 

Information was transmitted in every region by mobile systems. Both in Norway and in 

Finland portable PCs where used for information transmission. Handhelds where tested in 

Sweden. Criteria for choosing the tested system were user-friendliness and security of the 

systems. 

 

Privacy protection and data security solutions were planned according to each participating 

country's own laws and regulations and. VPN connections and Citrix Metaframe servers 

were used to set up data security firewalls. Data privacy was set up by means of user 

profiles, keywords and passwords. 

 

Experiences from the trials were shared during the entire project duration between 

participants in regular video meetings, project meetings, and in reports. Neither has the 

BUG representative participated in common project meetings after spring 2005 nor have 

they had any system to test in Kiruna.   

 

More detailed information about the trials is available in Deliverable 2.5. 

 

 



 

7 INFORMATION, PR OF THE PROJECT 

 

In all regions, the authorities, healthcare professionals, students, and the public audience 

have been informed about the project, the goals, the progress of the project, and of its 

results.  

 

Presentations were made at several conferences, such as the International Telemedicine 

Conference in Tromsø and the Nordic Conference on Telemedicine in Umeå. Press 

conferences were organised in several regions. Information has also been shared via the 

project website and the partners’ websites, respectively. 

A poster and brochure have been published.



 

8 EVALUATION OF THE PROJECT 

 

The evaluation of the project was an essential part of the work conducted in all work 

packages. In addition, a special evaluation team was set for the implementation of 

evaluation. At least 2 to 3 persons from each trial participated in the evaluation group. The 

principles of the evaluation were agreed upon during the video meetings and face-to-face 

meetings during the project. The trial participants also dealt with evaluation issues from 

their own perspective.  

 

During the project, continuing evaluation was considered to be an important part of the 

developmental work of the project. The active developmental role of the staff of home 

healthcare in the participating communities was also seen as very important. The home 

healthcare staff and ICT professionals participated in the regular meetings of the project at 

local level. In the beginning of the implementation of the intervention, all partners from the 

evaluation group collected data from the care professionals, and this data was the basis for 

the evaluation of the effects of the trial.  

 

8.1 The purpose, goals and research problems of the study 

 

The purpose of the first part of the evaluation was to obtain information from the home 

healthcare personnel about their skill  level in terms of use of ICT tools and their need of 

training, as well as their options for utilizing those tools in their work. Information on the 

possibilities to use ICT tools was also gathered from the clients of home healthcare and 

from close persons. All these partners were asked their opinion on information exchange 

and cooperation in home healthcare, and about their own possibilities to influence the care 

and services. At the end of the project, information was collected from the home healthcare 

clients, close persons, and from home healthcare professionals, with the purpose of 

evaluating how the interventions had affected the information exchange in home 

healthcare.  

 

The research problems of the final evaluation:  

 

Research problem 1: How has ICT influenced the communication processes among: 

a. Professionals 

b. Professionals and clients/close persons 

c. Clients and close persons? 

 

Research problem 2: How have the work procedures been influenced by the introduction of 

new ICT systems? 

 

Research problem 3: How have the clients, relatives and professionals experienced the 

introduction of new ICT systems in home healthcare and service? 

 

Research problem 4: What are the ethical considerations for using ICT in home healthcare?  

 

Research problem 5: How did the technical systems work? 

 



 

8.2 Data collection and target groups 

 

In the Kemi-Tornio trial the target group of evaluation were the clients of home care of the 

participating municipalities Keminmaa, Simo and Tornio, close persons, the staff of home 

care and of Länsi-Pohja central hospital, ward 5 A. In the final evaluation the supervisors 

of home care and the main users of ICT tools were also interviewed. 

 

In the Rovaniemi trial the target groups of the first evaluation were clients and their 

caregivers living in Ranua, and rehabilitation professionals in the Ranua area.  

 

In Luleå the common questionnaire before the trial was sent to elderly persons and their 

relatives in the community who were part of the Flora home care service. After the trial 

had been running for 3 months another survey was made by interviews. Three clients and 

two relatives, and also the Flora personnel were interviewed. 

 

In Tromsø the first questionnaire was sent out to health workers, clients and close persons. 

Only one client had been introduced to a mobile computer in the Tromsø trial and she was 

interviewed for the final evaluation. 

 

The first data collection was conducted with three semi-structured questionnaires 

(appendix 1, 2 and 3) which were made together with all trials. Data was collected from all 

target groups: clients, persons close to them, and professionals of home healthcare and 

services. Questionnaires were planned so that it was possible to evaluate both the technical 

facts and empowerment and competence building issues.  

 

In Luleå and Tromsø data was also collected by using the focus-group method. During the 

group discussions, home care clients, persons close to them and professionals discussed the 

present state of home care, and the possibilities to affect the quality of home care by using 

information technology. Questions about how to gain more opportunities to influence care 

were also dealt with during the focus-group discussions.  

 

In Luleå all participants (customers, home care professionals, district nurses etc.) were 

addressed with a view to defining the needs for changes in the working processes and the 

technologies needed for these improvements, through intensive workshops. From these 

workshops storyboards were created together with the professionals and clients. These 

storyboards outlined in detail the ideal scenarios for delivering and maintaining the home 

care service. These storyboards were brought together with the technical knowledge from 

the companies and IT departments, and a set of technical requirements for carrying out the 

trial was established. 

 

In the Kemi-Tornio trial the same topics were discussed during the project meetings as in 

the focus-groups in Luleå and Tromsø. Experiences of the professionals during the project 

were dealt with in all project meetings, and the professionals were given the opportunity to 

make proposals for developing the devices and software under test. During the whole 

project, the project manager made home visits with nurses who used a mobile PC. During 

those visits she had the possibility to support, motivate and guide the nurses with the use of 

devices and software. At the same time she collected data for the evaluation of the project. 

The same type of visits was made to ward 5 A at the central hospital.  

 

The final evaluation was conducted using the semi-structured interview method 

(appendices 4 and 5). By using a qualitative research methodology it was supposed to be 



 

possible to get a thorough insight into the experiences of the informants. In June 2005 at 

the Tromsø meeting, the common research questions and the most important theoretical 

concepts for the final evaluation were formulated. According to that agreement in the 

beginning of autumn 2005, the evaluation group created the interview guide for 

professionals and clients of home healthcare and services.  

 

The structure of the interview guide follows the research questions. The informants were 

asked how they had found the effects of ICT used during the project. The topics were: 

communication processes of home healthcare, possible changes in working procedures, 

experiences of the partners in using new information technological solutions, ethical 

dilemmas of using information technology, and how the technical solutions had worked. 

 

In each trial the interviews were carried out during October or November 2005. There were 

both individual interviews and group interviews, focus-groups. In the Kemi-Tornio trial 

individual interviews were used. In Kemi-Tornio the interviews were collected from the 

personnel and clients of home care, and also from the supervisors of home care and main 

users of the tested devices. The nurses were those who had used the devices during the 

project. The clients were selected by the nurses, so it was possible to find informants who 

were clients of the nurses who had used the devices during home visits. All the informants 

gave their voluntary permission to their participation to the study. The staff leaders were 

also those who had participated in the project.  

 

The professionals were interviewed mostly at their offices, some during the project 

meetings, and the clients were interviewed at their homes. Interviews were performed by 

project personnel or students. In the Kemi-Tornio trial the interviews lasted from about 30 

to 45 minutes. The data was recorded by writing down information during the interviews. 

The interviews went well and the attitude of both professionals and clients towards the 

interviews was very good.  

 

In Luleå the final evaluation was carried out with qualitative focus-group interviews 

conducted in late October with care assistants, district nurses, rehabilitation personnel, and 

an alarm team, as well as semi-structured interviews with clients and persons close to 

them, but also with one care assistant and the Head of the Flora Care unit. The evaluation 

was also built on observations of care assistants in the field. 

 

In Tromsø the researcher placed herself in an observatory role, only interrupting when 

natural in the interplay between the health worker and the client. There were no structured 

questions to be asked, only a few questions regarding the treatment the client was 

receiving, and the use of computer and wound picture service.  

 

8.3 Analysing methods of the data 

 

The statistical data of the first evaluation was analysed with a quantitative method by using 

SPSS on Windows. The analysing methods were numbers and percentages. All the project 

partners conducted their own analysis. The SPSS file was created in Kemi. The answers to 

open questions were analysed by means of a qualitative method, the content analysis 

method. The answers were first written down as the respondents had written them. After 

that the text was arranged according to the research problems to the groups. The next phase 

consisted of summarising the results.  

 



 

The data of the final evaluation was analysed by the content analysing method, using the 

same system as with the first data.  

 

8.4 Results of the study 

 

8.4.1 State of the art of home healthcare in Kemi-Tornio 

 

Clients and relatives: 

 

In the first data collection the response rate of the clients and relatives was quite low: 48 

clients and 43 relatives filled in the questionnaire. The average age of the clients was 76.5 

years (ranging from 31 to 96 years). 83% of them were women and 17% men. Most clients 

felt that they could influence the planning of their care, but some thought that they did not 

have that opportunity. Reasons for not having this option were stated as for example no 

one had asked them to participate, or relatives did it on their behalf, or they were in such a 

bad condition that it was not possible. They felt that they could get information if they 

asked for it.  

 

Most of them answered that their opinions were taken into account in decision-making, but 

one had also experienced that the client had to fight in order to get her own opinions taken 

into account. Most clients felt that the home care personnel had enough time to discuss 

with them, but the fact remains also that the lack of nurses prevented that possibility. 

According to the results there are problems with information exchange among the different 

caring institutions where the clients had been patients. Quite many of them were not able to 

answer those questions at all; they did not know about these matters. In the trial sites in 

Kemi-Tornio the clients were very satisfied at the services they had: they did not want 

more information about their care and services. The clients did not use ICT tools 

themselves: only two mentioned using a computer.    

 

The average age of the relatives was 56.3 years (ranging from 25 to 88 years). Most of 

them (75%) estimated that the home care personnel were easily or quite easily contactable 

and that they had the opportunity to participate in the planning and decision-making 

process (81%) of their close ones’ care. They were also satisfied with receiving 

information about care, at least if they were active themselves. The most active participants 

with regard to information exchange had been the professionals.    

 

Some of the relatives thought that it was important that they themselves were active in 

participating in the decision-making process. They wanted more information about matters 

concerning their relative’s care and service: they also needed more guidance and 

supervision in these matters, so that it would be possible to participate in planning the care. 

They needed more information about diseases and treatments, doctors’ orders, results of 

tests, and also about what services their relative might receive. 

 

Some relatives hoped that the personnel could contact them for example by phone, e-mail, 

or in some other way. Also joint meetings would be one good way to increase 

communication between clients, relatives, and the personnel of home care. A summary of 

the results of the relatives is that they can rely on the care, but that they also need more 

information about matters concerning their relative's care and services, and with the active 



 

participation of the personnel. On the other hand, they confessed that they themselves 

could be more active, too. 

 

 

Personnel: 

 

In the Kemi-Tornio trial the response rate of the professionals in the first data collection 

was good, 82% (N = 28). Most of the professionals (82%) estimated that they had good or 

rather good computer skills, but they still hoped for more training in that field. More than 

half of them had daily access to the Internet. Though they already used the computer for 

many tasks in their daily work, they hoped for more documents in electronic form, more 

effective information transmission between colleagues, clients and their relatives, avoiding 

double documentation and having the opportunity to communicate electronically with 

partners. Most respondents (85%) thought that they had in-time information on the clients 

at their disposal, but they also felt that the lack of information had caused them uncertainty 

at work.  

 

The ethical problems with using ICT in home care most often mentioned were data 

security problems and problems in privacy protection. The respondents felt that they could 

influence the content of the care very much or much. Most of them felt that cooperation 

promoted their strength at work very much or much. They saw some important benefits of 

the use of ICT in home care: it helps to have in-time information on the clients and 

information is available to all participants of the care. These suggestions were very well in 

line with the goals of the project.  

 

8.4.2 Results of the final study in Kemi-Tornio 

 

Clients and relatives: 

 

The final evaluation was carried out after the intervention. Three clients and one relative 

were interviewed in Tornio, two clients in Keminmaa and two clients in Simo. The clients 

had only little experience of the nurses using the mobile PC. They had sometimes seen the 

nurse with the PC, but some of the clients did not know why she was carrying it with her. 

The respondents who had seen the nurse using the PC during the home visits answered that 

ICT had not influenced the interaction process between the professionals and the clients. 

The comments of the clients were such as:  

 

“I have got the information by asking as before. The PC has not disturbed 

talking with a nurse” or “I would like to get more information about the 

treatments, medication e.g.” (relative of a client).   

 

The clients had not seen any changes in work procedures of the home care professionals. 

They answered: 

 

 “The nurses take good care of me; they are not concentrating on the PC”  

 

 “It would have been possible for me to check the information if I had 

wanted” 

 



 

 “It is good and important that the client knows the results, so she knows what 

to expect in the future.” 

 

 The relative of a client thought that: 

 

  “It is more secure from the nurses´ and relatives´ point of view, when you 

have the information in use”. 

 

The clients as a whole saw that there had been many positive chances when the nurses had 

used the PC in home healthcare. 

 

Professionals: 

 

Altogether 12 nurses in three participating municipalities were interviewed. The results are 

summarised and presented according to the research questions.  

 

The average working experience of the respondents in the home care field was 22.7 years, 

ranging from 8 to 41 years. The average age of the respondents was 47.6 year, ranging 

from 27 to 57 years.  

 

The experiences of the staff during the project had been mainly very positive and 

motivating. They felt that they had the opportunity to learn new and interesting things, and 

the project had brought them a new kind of work, and new responsibilities. The 

respondents also felt that they had been committed to the project. Critical points were for 

instance that the project had caused haste and extra work for them.  

 

During the project the staff had noticed many positive effects on the information flow. 

Good information flow saves time. Everyday information, such as results of laboratory 

tests, medication of the clients, doctors’ reports and orders, were now accessible during the 

home visit. This had brought flexibility and client orientation to their work. Documentation 

had also  improved already. The staffs of the home services were not yet so familiar with 

using the Pegasos software, but there would be training for them at a later date in each 

municipality. The effects on cooperation and communication would become more concrete 

when all participants in home care started using the system. The use of the portable PC did 

not disturb the care and cooperation with the clients, most of the clients did not pay much 

attention to it. Some of the persons close to the clients had been interested in the PC and 

the software. 

 

Home healthcare nurses were more active in using the mobile PC than nurses in home 

services. In Simo, for example, the whole staff in home healthcare turned to mobile use, so 

that they conducted all documentation during the home visits. The staff in the home 

services still documented at the office: for example, in Tornio they mainly used the 

Pegasos software with statistics on the home visits, but in Simo they used the software also 

for documentation.  

 

Home healthcare nurses estimated that double documentation had decreased during the 

project, but in home services (Tornio) the respondents thought that it had increased due to 

the statistics for follow-up of their use of time, which were already written in the care plan 

of the client.  

 



 

Those nurses who had already used the software widely, estimated that the quality of the 

care rose when they had in-time information in their use during the home visits. Home 

service staff said that their timetable was so busy that it was difficult to use the mobile PC 

during the home visits. It had increased their office time due to the documentation of the 

length of the home visits. Some home healthcare nurses had noted that use of the system 

had saved them time, and now they could make more home visits as the system saved time 

at the office. 

 

Better and quicker information flow had improved continuity of the care. The quality of 

the care had improved because all participants of the care had the same information about 

the clients. The professionals thought that also the clients were now more aware of their 

care than before. 

 

Most of the professionals were satisfied with the training and the amount of it during the 

project. Some professionals were satisfied by the support from the employer's side; they 

felt that they had been shown a positive and encouraging attitude. Some of the respondents 

had experienced that the employer was only interested in obtaining more efficient 

statistics; documentation of the care and service was not in focus.  

 

During the project, the safety and security of the nurses who had used a portable PC and 

the Pegasos software had increased very much, because they had quickly received 

information about the clients. They also felt that they had got support in their decision- 

making. They knew more about their clients than before. Sometimes the problems with the 

program had caused them a feeling of insecurity. The respondents had not felt any ethical 

problems during the project. They trusted the security systems of the software. Also the 

clients had been very confident with the software, and they had been satisfied with the 

possibility of checking their information during the home visit. In the nurses’ opinion, the 

security of the clients had increased during the project.  

 

There had been some technical problems with the Pegasos software during the project, but 

those problems had decreased with time. User-friendliness was not the best possible 

because the software was still a bit complicated, and the nurses hoped that those aspects 

would be corrected in the software.  

 

 

Supervisors of the home care: 

 

For the final evaluation four home care supervisors were interviewed. One was the leader 

of elderly care, one was the supervisor of home healthcare and two respondents were 

supervisors of home service. The home service supervisors had not used the software much 

due to lack of time. They thought that the system had not influenced their work and that it 

had only caused extra work. 

 

The respondents had used the software for administrative purposes. According to them 

only the home healthcare nurses had documented client information on software. The 

home service workers mainly compiled statistics of the home visits. At the end of the 

project they had also learned to send e-mail. 

 

The home care supervisors saw that the system had improved information accessibility and 

that the patient documents are now more in-time than before. The accessibility of the 



 

cooperation partners had improved because of the portable PC, even though all workers 

were not yet able to use it.  

 

The respondents could not say wether the system had reduced double documentation. 

Substitute persons who did not have keywords and passwords to the system were still 

documenting twice. However, they saw that paper documents would soon be history. 

 

The supervisors saw that the effectiveness of care and service will increase if all the 

participants have up-to-date information. The number of needless home visits and phone 

contacts will decrease. They suggested that the effective use of the system will require time 

and mutual agreement on how and where each partner documents information. The 

respondents were not yet able to answer whether the quality of home healthcare and 

service had changed on behalf of this project or not. 

 

The fact that the implementation of the system was scheduled just before the summer 

vacation period had caused problems. In Tornio they had no extra resources for the 

implementation of the trial. One problem was also that the home care professionals were 

not yet able to utilise all the possibilities offered by the software. 

 

8.4.3 The results in Rovaniemi  

 

Clients and caregivers: 

 

The clients’ age varied from 66 to 85 and the carers’ from 64 to 80. The carers were mostly 

spouses of the clients. Only a few of the carers were children of the clients. There was only 

one family which used the home care services, who stopped using the service in the middle 

of the project and had to start using it again before the project ended. Most of them 

managed to stay at home without any help. The most common service that the families 

made use of was that of cleaning, which they bought from private companies.  

 

Most clients and caregivers did not have any expectations from the home care service 

because they did not use them. Only some of them said that they had an opportunity to 

influence the nursing and rehabilitation plan. The clients and carers wanted to receive more 

information about which services they have a right to use, and about the private sector 

services in their area. The carers wanted to have more information on the disease and  

rehabilitation, especially rehabilitation methods at home. 

 

The carers in the Rovaniemi trial hoped that they could see the same professional in 

healthcare every time. They would like to receive a phone call from healthcare or home 

care once in a while. That would give them a feeling of security and confidence that 

someone is paying attention. The carers would like to have more contacts with the other 

carers, via  meetings, phones or computers. They felt that this group support would be 

good for them. 

 

The clients and carers were satisfied with the trial. They have gained new experiences and 

received a lot of important information. They experienced that the professionals and 

students were interested in their issues. 

 

 



 

Personnel: 

 

The rehabilitation professionals were working at the Ranua Healthcare Centre, not in home 

healthcare. The professionals had computers and they used them everyday. Their job 

description was a little bit different and that is why they had a variant of the software in 

use. The client information was in the software which they used daily. There was also 

software for administrative work. The professionals used the computer daily, but hoped for 

more computer and software training as well as more time to be spent on that training.  

 

During the project there were two training sessions for the professionals in order to train 

them to connect relatively easily. The structure of the connection was the same as via 

mobile phone, with the result that it was really easy to use. The use of ICT has become 

more common at the healthcare centre within the last years. The healthcare centre 

administration encouraged the professionals to learn to use ICT. The professionals made 

more use of the connection at the end of the trial. It became more familiar for them and 

they developed more self-confidence in using it. The connection was at the office of the 

rehabilitation ward. In the beginning the professionals were worried about how to maintain 

their privacy. If there were other clients in the ward there was also a possibility to the 

connection via headset, so that no one could hear the client.  

 

The students had courses on using computers and software. The students had relatively 

good ICT skills. In the beginning of the project, there were several training days for 

students on how to use the software planned for the project, such as Mawell Care and 

MediMaker. The project was behind schedule and this education took place too early for 

the students.  

 

The students used laptops when meeting clients and carers. The GPRS connections did not 

work very well in every part of Rovaniemi. The connection was very easy to learn how to 

use. It was a good tool for guidance and counselling. In the beginning of the trial there 

were problems with making a connection. After obtaining new, powerful computers, there 

were no more problems of this kind. 

 

8.4.4 State of the art in home healthcare in Luleå 

 

Clients and relatives: 

 

The survey with the common questionnaire before the trial was sent to 73 elderly persons 

in the community that were part of the Flora home care service. Only 10 were answering 

the questionnaire so these results were not able to be generalised. Their age was from 67 to 

92 years old (mean 84 years). Home care assistants reported that the clients had difficulties 

in understanding the questionnaire and we had decided in the project that the care 

assistants should not help with the answering because that might influence the results. 

These few answerers showed however that the informants thought that they got mostly 

good information and could mostly be engaged in decision-making. They also stated that 

private-life information would not be shared with others. Others said that there was no 

information that could not be shared by others. They felt mostly engaged in planning and 

decision-making and when this was not the case they said that they could not influence 

home care when it came to amount and content. One informant commented that the care 

assistants always were in a hurry and had too little time. 

 



 

The number of relatives answering the questionnaire was also low, 24 out of 73 

questionnaires were answered. Their ages were between 46 and 91 years (mean 61 years). 

Most were children of clients who did not live together with client. Many of the children 

were living in other parts of Sweden. Contacts were mostly by telephone and a few visits. 

Those who lived closer to the client visited more often, of course. The relatives thought 

they had good contact with home care and that they had different options for participating 

in the planning process. They also thought that their opinions were taken into account.  

 

There were different opinions with regard to information. A group of 7 persons never 

received any information on rehabilitation; medicine etc., while others did receive 

information. They also thought that the hospital had updated information. An important 

aspect for some relatives was that, as long as the client has information that s/he can tell, 

the relatives do not need any information from the personnel. Some also found that it is too 

much information and that they do not know which information they have the right to 

obtain. Information is needed about content and amount of home care (One suggestion was 

once/year or twice/year). It is difficult to reach home care personnel by phone at a suitable 

time for relatives (relatives living far away from the client). They also had some 

suggestions for improvements: 

 

 ”Collect all information in a database that can be reached by those who need 

 it.” 

 

 “More rehabilitation is needed.” 

 “Too many persons are involved. Need to get to know them.” 

 

 “Clearer communication with district nurses around the client's care.” 

 

 “Improve information about home care, a brochure or a web page.” 

 

Also on how ICT can be used: 

 

 “Send e-mail, SMS or use the Internet for information.” 

 

 “Homepage with relevant information about the client.” 

 

 “A database with personal login with client information.” 

 

 “The client's different meetings could be sent to me by e-mail.” 

 

 “Mail when you do not make contact by phone.” 

 

 “Use the telephone more often.” 

 

 

8.4.5 Results of the final study in Luleå 

 

Results from the clients and relatives: 

 

After the trial had been running for 3 months another survey was made. This time 

interviews were used as a method. Three clients and two relatives were interviewed. 



 

 

The communication between personnel and client has changed with regard to one issue: if 

the client asks the personnel at what time and who will be providing the service the 

following day, the personnel cannot answer, as they only know where and whom they are 

serving on that specific day. Many clients have not noticed that the staff was using the 

handheld device, as the staff decided to use the device outside the clients’ homes, while 

concentrating on delivering service in the home. Some clients had asked questions, and the 

staff was able to show them the device and the information available. Some clients also 

described that the care assistant (contact person) had shown them the device and explained 

the project purpose; these clients showed a positive attitude to the data being on display 

regarding their needs. 

 

Two close persons were interviewed (one daughter and one spouse). These close persons 

knew of the project, but did not notice anything regarding use of the handheld device. One 

relative did not think that the client had noticed this either, but believed, however, that its 

use had had a positive effect, as the client was not worried about the home care staff being 

late, for example. This close person remarked that the staff had either been on time or able 

to communicate that they would be late. Overall the daughter was very positive to this 

development, and believed that this might provide the personnel with more time to talk 

with her mother; she also thought that the personnel were more likely to be prepared to 

know what to do, which might lead to improved quality time with the client. This might 

also prevent the client from being irritated by new personnel being unfamiliar with the 

procedures. The spouse believed that the handheld device would be a possible advantage 

for the staff, but that the main point was that the home care staff would be able to do their 

job; there may be an age factor here, as the older person (spouse) was less interested in the 

technology than the goal of providing care, while the daughter was interested in the use of 

the device. 

 

The relatives reported that they did not need direct information from the home care team, 

as the clients themselves were able to receive that information, and the proper person to 

manage that information. However, if there was an event or instance where the client was 

not able to deal with that information, the close persons would like to receive this 

information, for example via e-mail or phone (SMS). 

 

Results of the personnel: 

 

Information for decision-making: 

All information about the client is in the handheld device. If something has happened with 

the client and the relatives need to be contacted, information about relatives and next of kin 

is accessible in the QTEK; earlier it was necessary to search for the “red map”, a notebook 

that could be stored anywhere in the apartment in order to get hold of the information 

about relatives. When using the QTEK it is possible to check and send messages, for 

example sending information to the work leader, if the client has been admitted to the 

hospital. The work leader can also send messages concerning clients that will be coming 

home from the hospital, or allocate work directly to the QTEK.  The care assistants (Flora 

personnel) find the access to other personnel much easier. Since the QTEK is a phone, the 

personnel can phone each other and their clients in real-time, thus increasing the flexibility 

and quality of care. The Flora personnel said that this gave a feeling of security and they 

said that they now know that they can always contact other personnel if they need help, 

especially when they work evenings and weekends. They can always get hold of a 

colleague who is using the QTEK. 



 

 

 

Communication and participation: 

The interviewed personnel at Flora think that the communication between them and other 

professional groups has not changed. They contact other professionals by phone calls, just 

like before the trial. One reason for this, they said, is that the district nurses have not been 

using the device (QTEK). The district nurses believe that the idea behind the QTEK use is 

very good, however, especially for the home care service. The care assistants´ work 

manager experienced that direct information handed to the personnel has increased during 

the project. Changes regarding the client have been communicated faster to her because of 

the use of the QTEK, and also from her to the personnel.  

 

The Flora personnel experienced that the start of their working day was a lot calmer and 

less stressful. They think that they have an overview of their own workload, compared to 

what it was like before. During the trial they had all information readily available in the 

QTEK. On the other hand, they think that their overview of everybody else’s work tasks 

has decreased since all information about the working schedule is now directed to every 

individual's own handheld device. They cannot see the whole schedule for all personnel at 

the same time. They experienced this as both positive and negative: positive, because they 

could concentrate on their own work that specific day and did not have to think of the 

workload for the next day, and negative, because they could not tell the client which 

personnel would be delivering the service the following day. The Head of Unit believes 

that the clients have the right to know who is delivering the service the next day, as the 

service is performed in their own homes; this is something she believes needs to be 

developed in the handheld device 

 

Participation: 

Here it should be noted from the beginning that all professionals involved in this trial have 

provided a great deal of input into the design phases of the integration process, 

contributing valuable insight into how the devices should be structured and function, what 

kinds of information needed to be exchanged and stored (and according to priority of 

information) and, in general, how the trial would ultimately happen. For this reason they 

were in a good position to evaluate the introduction of the system, having shaped this 

introduction themselves.  

 

While all staff members made this contribution to the design, the care assistants of the 

Flora Care Team made an especially great contribution (in fact, two staff members were 

specifically given the task of design by the Head of Unit, who worked closely with them 

while, as these two staff members worked closely with the other staff, they also 

represented the findings of the larger group). 

 

The Flora personnel did not have as much contact with the rehabilitation personnel because 

there were not as many tasks allocated to them at the Flora district during the project, so 

they could not really test the system. The rehabilitation personnel at the municipality and 

in primary care believes that, if they really went on a home visit, the QTEK would be 

useful as they would have all information about the client on the device. This group 

decides on priorities every day, and prioritising the project was not possible. Also, the 

district nurses could not join the project, as it had been meant to happen from the start. 

They said that they could not receive extra time for working in a project and, because of 

their heavy workload and their logon and startup problems with the QTEK, they did not 

use it; they explained that the system would have to work well from the start when one has 



 

a heavy workload, and they always prioritised their patients when there was a lot to do. 

They also think that it was unfortunate that they were involved in two projects at the same 

time (eHHC and SIV), as both projects clashed and they did not have time to participate in 

both. From the beginning they had thought that the two projects were one and the same, 

and that they would understand the procedures better later on. Unfortunately in this project 

the district nurses involved were the ones that serve the clients in the Flora district; 

therefore, there could be no other district nurses than themselves in the Flora project, while 

at the same time they had started to work in the SIV project.  

 

Influence: 

The Head of the Flora unit’s work has changed: she is now planning, scheduling, allocating 

and coordinating work at the Flora with the new system. She is also coordinating the 

information between rehabilitation personnel, district nurses and the Flora personnel. The 

rehabilitation personnel did not consider this to be a problem even though they belong to 

another department and some also to another organisation. The rehabilitation staff 

considered the Head of the Flora unit to be the “spider in the web”, and they did not mind 

having some work tasks allocated by her.  

 

The only one that can reallocate work tasks today is the Head of the Flora unit; before the 

trial this task was conducted by the personnel themselves. They had the duty of planning 

and scheduling work for the personnel, one month at a time. Before, when this planning 

was done on paper, everything had to be memorised (250 tasks that ought to be planned 

every day!). It was also easy to lose (forget) clients in this rescheduling. During the trial 

this was programmed into a system, and the system does not forget clients, which could 

happen when the staff did the scheduling manually. The Flora personnel can not see where 

other personnel are located, when they need help etc. - the personnel’s control is cut off. 

Knowing where others are located is a matter of feeling safe and conducting work in a 

proper fashion.   

 

Mobility:  

The Flora personnel think that the route they walk between different clients is better 

planned today, because the TES system takes distance and time into consideration in the 

planning and the Head of the Flora unit noted that the staff does not have to run back and 

forth to the office as they did before. 

 

Knowledge: 

The Head of the Flora unit also mentioned that through use of the planning system (TES) 

work has been made visible. When everything has been put into the system it is not so hard 

to use the system. It will take some time to put in all parameters that are needed, but after 

that is done planning becomes very fast. When introducing new technologies and 

procedures of this kind, the initial need was for training. The Flora personnel considered 

the education they received during the project to have been satisfying. They experienced 

the refresher training after the summer as very valuable. The other personnel groups in the 

project did not have the same experience of the education; they believe that the first 

occasion of education was unsatisfying, not pedagogical and too fast. This might have been 

due to the fact that the educators did not understand that those being trained had different 

professions, and they had concentrated the education on Flora personnel. There are, 

however, many of the personnel that believed the education had been too fast. The Head of 

the Flora unit mentioned that although the personnel are not used to using technical 

devices, some of them had not been able to participate in the education. Nevertheless, they 

used the manual that was distributed and they have not had any problems with the QTEK; 



 

therefore, the Head of the Flora unit believes that it is not only a matter of education. She 

believes that there are many other factors that are important, such as interest, personality 

and curiosity when it comes to managing a new system. When the training for TES was 

supposed to take place, she said, the computer the municipality used did not have the 

capacity to run the TES system. Some subsequent training was given to the Head of the 

unit, but she was also required to learn much of the system by practising on her own. It is 

considered to be important for more than one person to be able to use the system and 

adequate training to be given. 

 

Ethical considerations: 

Using the QTEK requires entering a password, while on the paper-based schedule from 

TES everything about the client is written down – there is a question about what might 

happen if the papers were lost. The Flora personnel mention that earlier, when they worked 

with pen and paper, they just wrote down surname, code and time, not the address. When 

the Flora personnel go off their shift, they put the paper-based schedule in the shredder. 

The Head of unit explains that guidelines on how to act when a paper-based schedule is 

dropped or lost, need to be developed. 

 

8.4.6 State of the art in home healthcare in Tromsø 

 

The first questionnaire was sent out to three groups: 48 clients, 48 close persons and 37 

health workers. The percentage of answers in the different groups varied.  

 

Although the Tromsø trial had to focus on only one of the units due to delays in the 

project, the evaluation material from the first inquiry is based on questionnaires sent out to 

all three units participating at that time. The reason for including it here is that the material 

gives an overall picture of the status in the Tromsø home health care service. 

 

The client group: 

 

We received 45 out of 48 answered by the clients. The data revealed that many of the 

clients were not able to answer the questions according to their state of mind. Many of the 

clients needed help form the health workers. Therefore many questions were left out. This 

means that no conclusions can be drawn from this data. The material can however serve as 

an indication on trends within this group.  

 

The age of the clients varied from 60 to 100 years. 28 clients were aged between 80–100 

years. 71.1% live alone. The others live together with their family members. 24.4% are in 

need of help to manage their daily tasks. 53.3 % have visits from home healthcare staff 

more than once a week. 12 of them have visits more than once a day.    

 

Quite a few of the clients were satisfied with the information they receive, i.e. 59.4%. 

42.2% of the clients seldom participate in the planning process. One of the clients said it 

was difficult to understand the information given.  

 

Information is crucial when talking about empowerment and competence building. A little 

more than 30% said that the health workers do not have enough time for talks during their 

visits. So the clients experience that the health workers have limited time for information 

sharing. In addition to this, 30% believe that the different parties in the health service do 

not have access to the same information:  



 

 

 “…it seems to me that the parties don’t cooperate. They don’t speak the same 

 language”.   

 

The close persons: 

 

This was the most difficult group to reach out to with the questionnaire. This is probably 

because we had to send the questionnaires by post and this means that there is a higher risk 

for the replier not to return answers. 28 out of 48 close persons answered the questions. 

 

14 are living together with the clients. The others said that they are in contact with the 

clients 4–6 times a week. 12 said that they never participate in the planning process of the 

treatment and service for the client. Still a majority, 25, said that it is easy to get in touch 

with the health workers by phone.  

 

Despite the fact that it is easy to get in touch with the health workers, 35–45% say that they 

seldom or never receive sufficient information regarding medication, test results, diet, 

home and health care services. About 50% believe that the hospital is updated on 

information when the client comes from the home care service.  

 

It is interesting to see that 40% of the close persons experience that they are the ones who 

primarily take the initiative in the communication process with the health personnel. 33% 

have experienced problems in this communication relationship. These problems are related 

to sudden changes in the client’s medication, which the health personnel did not inform 

them  about.  

 

Half the group had access to Internet. All of these saw a potential for using the web for 

information sharing. It was hard for them, however, to give examples of how the web can 

be used for this purpose. The suggestions were related to using e-mail between the health 

system and the close persons. In addition, the web can be used for information sharing 

between those persons in contact with the home care service.  

 

 

Health workers: 

 

Altogether 37 health workers answered the questions. The typical healthcare worker 

presented in the three home care units in Norway is a woman, age more than 50 (43.2%) 

and she has more than fifteen years of work experience. 24.3% of the staff were between 

41-45 years old, 10.8% were between 46 and 50 years old and only 2.7 % were under 30. 

37.8% had work experience of between 6 and 15 years. Men were totally absent in the 

home care service. 

 

The educational background of the health workers in the home care sector varies. Within 

the three units, 40.5% of the health professionals have finished comprehensive school and 

35.1% have finished upper secondary school. Only one person had a university degree and 

8 persons had a college education. Only a few of the staff are educated nurses and several 

are unskilled. 

 

56.8% of the health personnel answered yes when they were asked if they were trained to 

use a computer. 66.7% did receive computer training at their job, 14,7% during school, 

3.7% during vocational education and 14.8% during leisure time. The answers to how they 



 

feel about using computers, 25.7% answered good, 60% answered somewhat bad or very 

bad, and 14.3% answered neither good nor bad.  

 

The results shows that 75.7% of the health workers have access to the Internet at the home 

care unit. The frequency of Internet use is at 18% of daily Internet use, 25% of weekly or 

monthly Internet use, and 57% use it less than weekly and monthly. Only 22.2% of the 

health workers use the Internet to search for health-related information. One reflection on 

this practice is that the health workers in home care have not integrated the use of 

computer and Internet into their daily routines yet. 

 

The results from the questionnaire regarding how often the health worker has access to 

updated information about the client revealed that 24.3% answered always, 62.2% 

answered mostly, and 13.5% answered sometimes or seldom. Only 2.9% had access to 

updated information about the client in the clients’ home. 29.4% mostly or sometimes had 

access to information in the clients’ home, and 67.7% never had access. The results show 

the need for access to updated and relevant information about the client when visiting the 

patient in his/her home. 59.5% of the health workers say that they have felt uncomfortable 

with the situation because of lack of information on the patient.  

 

When asked how ICT solutions can make a valuable contribution to secure and develop  

information transmission, the health workers answered that e-mail to the hospital and the 

doctors are being wished for. Furthermore, an implementation of ICT solutions can give 

easier access to the hospital, doctors and other key persons involved in the treatment of the 

client. In addition to this, Internet was mentioned as a potential source for health-related 

information. 

 

8.4.7 Results of the final study in Tromsø 

 

Only one client had been introduced to the mobile computer in the Tromsø trial. In this 

context, a researcher from the Norwegian centre for telemedicine (NST) went together 

with a home healthcare nurse to visit her.  

 

The researcher placed herself in an observatory role, only interrupting in the interplay 

between the health worker and the client when it happened naturally. There were no 

structured questions to be asked, only a few questions regarding the treatment the client 

was receiving, and the use of the computer and wound picture service.  

 

The interview focused mainly on one of the services that can be conducted with the mobile 

computer. This particular service is the software programme that makes it possible to send 

wound pictures to the hospital for professional guidance and feedback.  

 

The client: 

 

The client was an old woman living alone. She receives home health care services 

regularly every week. She has a long history as a receiver of health services. She had a hip 

operation in 1959. Her hips are not in good shape and make it hard for her to move around. 

In addition to this she is suffering from erysipelas, also known as Saint Anthony’s fire. 

This is a wound-disease which makes it necessary for her to visit the wound-polyclinic 

service at the university hospital in Tromsø quite often.  

 



 

Introduction to the mobile computer 

The nurse brought the computer into the home of the client. The client had limited 

knowledge of ICT, but she was interested and revealed many interesting thoughts about 

telemedicine. Starting up the machine took a little while. During this process the nurse, the 

researcher and the client were talking about the home care service. 

  

When the nurse had finished logging into the machine she wanted to show the client some 

pictures she had taken of the clients’ wounds. The nurse explained about the pictures: 

“here you see the wounds. Not all pictures are entirely clear though”. The nurse told the 

client where on her body these pictures were taken, namely on the heel. The client 

responded by saying: 

 

  “Yes, there I see the toes. They are white. Ten times worse when they are 

 blown up. Wonder if it’s so that the blood doesn’t reach out to the white 

 parts…?” 

 

When the client saw the computer in use, some thoughts were revealed:  

 

 “It must be paradise for the hospital if they can look at pictures instead of 

 always seeing faces”.   

 

The client noted that it took some time to use and operate the computer. To this the nurse 

responded by saying that she was a beginner and that is why it all went a little slowly.  

 

Possible outcomes from the use of the computer 

While they were talking, the nurse took pictures of the wounds. She told the client about 

the possibility for her to show the pictures to the doctor before he/she comes to her home. 

When the doctor has seen the wound pictures, he/she will be more prepared when meeting 

the client.  

 

The client told that different personnel take care of the wounds from day to day. This also 

means that the practice for how to do this varies. Some of the health workers are not as 

good as others, 

 

“…not because they don’t want to. They all want to do it as well as possible”

     

 

The researcher asked whether the use of telemedicine could help the health workers to 

establish a more common practice. The client responded to this by saying: 

 

  “Isn’t that what’s telemedicine’s for?”   

 

The client said she used to read about this in the time when she still was able to read.  

 

During the interview they also talked about the practical effects that the use of 

telemedicine might have on the client. As mentioned above, the client was physically 

disabled. This means that it is quite hard for her to leave her house. She required a 

wheelchair for that.  

 

Leaving for the hospital is therefore a physical and an economical challenge for her. 

Physical because of her condition, and economical because she has to pay for transport 



 

herself. The researcher told her about the possibilities the wound picture service can offer 

her. If the pictures are sent to the hospital the health personnel at the polyclinic can tell her 

about how to treat the wound. A practice like this can save her many trips to the hospital.  

 

From the health personnel's point of view the wound picture technology can be used to 

establish a resource bank. By taking pictures of wounds and sharing them with the rest of 

the personnel group it can be possible to develop common routines on how to treat 

wounds. In this case the competence among the workers regarding wound problematic can 

improve. The client was informed about this possibility as well. It was clearly a bit hard for 

her to see the potential benefits she could have from this as a receiver of health care 

services.       

  

 

 



 

9   SUMMARY OF THE RESULTS  

 

9.1 Summary of the state of the art 

 

The home healthcare clients who participated in this inquiry were very old, over half of 

them were over 80 years old. Many of the respondents received home healthcare more than 

once a day. The clients’ opportunities to participate in the planning process of their care 

and service varied. In Kemi-Tornio and Luleå many clients felt that they can influence the 

planning process, while they could seldom participate in it in Tromsø. In Kemi-Tornio and 

Luleå the clients thought that they received enough information about different 

possibilities, while the clients in Tromsø saw that the health workers had limited time for 

information sharing. In Norway the respondents also believed that the different parties of 

the health services did not have access to the same information. In all trial sites the clients 

answered that the home care workers were too busy, that they did not have enough time for 

the clients.  

 

The relatives in the Kemi-Tornio and Luleå trials were quite satisfied with the information 

they received from the home care staff, at least if they were active themselves. In Tromsø 

many relatives did not receive sufficient information, and 1/3 of them estimated that they 

had problems with the communication with the home care staff. In all trial sites both 

clients and relatives still hoped to get more in-time information about the situation of the 

clients. All the participants expect the ICT tools to help with getting in-time information, 

and with the communication processes.   

 

Most of the home care professionals used a computer daily at work, and they could also 

access the Internet daily. Although they already used the computer for many tasks in their 

daily work, they hoped for more documents in electronic form, more effective information 

transmission among colleagues, clients and their close persons, avoiding double 

documentation and having the opportunity to communicate electronically with partners.  

 

It seemed to be quite common that the home healthcare professionals experienced 

uncertainty in their work because of lack of information.  

 

9.2 Summary of the final study 

 

Influence of ICT on communication processes: 

 

The use of ICT systems did not have any negative effect on communication processes 

between the clients, their relatives and the care givers. The use of mobile devices did not 

disturb the care and cooperation between the participants in any of the project areas. Most 

of the clients did not pay much attention to it. At the moment it is difficult to estimate from 

the clients´ perspective whether they did obtain more information about their care and 

service than before. It is too early to say if changes were achieved in the communication 

processes between the different groups of professionals, because not all partners in the care 

and service of home care clients did use the software and the mobile devices. Personnel 

still mainly contact each other by phone calls. The effects on cooperation and 

communication will become more concrete when all the participants in home care will start 

to use the systems. 



 

 

Both the home care supervisors and other professionals in the Kemi-Tornio area saw that 

the system had improved information accessibility and that patient documents are now 

more in-time than before. The accessibility of the cooperation partners had improved 

because of the portable PC, even if all workers were not able to use it. The Head of the 

Flora unit in Luleå experienced that direct information passed on to the personnel had 

increased during the project. In the Kemi–Tornio area and in Luleå, updated patient 

information is now accessible during the home visits. 

 

The influence of ICT on communication processes in the Tromsø and Rovaniemi trials can 

not be estimated because of lack of sufficient experiences. 

 

 

 Influence of ICT on work procedures:  

 

The home care clients and relatives in the Kemi-Tornio trial did not see any changes in the 

work procedures of home care workers. The clients saw the computer in use and 

considered the new tool as important and useful. They understood that it is possible for 

them now to obtain updated information, e.g. of their laboratory test results.  

 

In Luleå, from the clients’ point of view, the continuity of the client – care giver 

relationship became more uncertain because the care giver could not tell who would 

deliver a service the following day. In Tromsø, the possibility to send a photo from a 

client´ home before the doctor´s appointment gives a possibility to save the client some 

time and money.   

 

During the project the participants had noticed many positive effects on the information 

flow. Good information flow saves time. Everyday information was accessible during the 

home visits. This brought flexibility, security and client orientation to the care. 

 

In the Kemi-Tornio trial double documentation had decreased. In the home services the 

system brought new working procedures, e.g. they started to document client information. 

Both in Kemi-Tornio and in Luleå, multi professional cooperation became more effective 

during the project. The supervisors in Kemi-Tornio and in Luleå saw that the work had 

become more visible due to ICT tools. All required information is now in one place. This 

system does not “forget” the clients. In Luleå the  TES system takes distance and time into 

consideration while planning home visits, and that makes scheduling more effective than 

before.  Effectiveness has also increased in the Kemi-Tornio area because double 

documentation in the office has decreased and the time at the clients´ home has increased.  

 

The Flora personnel observed that the start of the working day had become a lot calmer 

and less stressful due to the centralized planning of the working schedule. The work leader 

can for example send messages concerning clients who are coming home from the hospital, 

and allocate work directly to the QTEK.  

 

In Tromsø, picture technology offers the possibility to follow up on the client more 

intensively, and this technology can also be used to establish a resource bank for 

educational purposes.  

 

 

Experiences of the clients, relatives and professionals: 



 

 

The attitude of the clients and relatives towards the use of ICT in home care was very 

positive during the project. They look forward to seeing that ICT can give them in-time 

information about the care and services. During the project they did not gain very many 

concrete experiences of the advantages of the use of ICT.  

 

The accessibility of in-time information increased the feeling of security. The professionals 

thought that the quality of the care was improved in Kemi-Tornio because all the 

participants of the care had the same information of the client at their disposal. The 

professionals thought that the clients are now more aware of their care than before.  

 

The professionals involved in the project in Kemi-Tornio and Luleå participated in the 

planning, implementation and evaluation processes of the trials. It was noticed that the 

heavy workload of the professionals prevented their full participation in the trials. The 

shared experience was that it took sometimes too much time to log into the system. The 

system ought to work well when there is a heavy workload to do.  

 

In all the trials, some of the professionals were satisfied with the training, but some thought 

that they ought to have been trained  more. The personnel received training before the 

summer break. Because of the summer holiday they did not obtain enough support to use 

the system. After the summer, refresher training was valuable. 

 

Ethical considerations for using ICT in home health care: 

 

There were no ethical problems concerning the use of ICT. On the contrary, the 

information of the clients now became more secure than before due to password protection 

and the occupational roles and profiles of the users. In the beginning of the trial the nurses 

were afraid that working with the system takes too much attention from the client. 

 

Functionality of the systems: 

 

The systems, devices and software in the trials differed from each other. Common features 

were that the information was transmitted by mobile systems, and that logging into the 

system was accomplished by password protection. Mobile connection caused some 

problems in all areas. GPRS coverage was poor in some areas. Time-outs occurred every 

now then during the use of the system. Both in the Kemi-Tornio and Luleå trials, it was 

noticed that it is important to remember to charge the batteries of the device while they are 

not being used. The software was developed further and upgraded during the entire project.   

 

In all the trials the users were trained to use the system before the trials began. The 

importance of the local support was noticed during the trials. The security of the systems in 

the trials was insured so that no cache was in the devices themselves.  

    

 



 

10 RECOMMENDATIONS 

10.1 Recommendations about competence building for home care units at the North 

Calotte 

 

In the concept of competence, knowledge and skills are closely interrelated, and so are 

explicit and implicit knowledge. In addition each person has his/her own individual acting 

competence. Attitude, performance, motivation, emotions and personal values are closely 

attached to the concept of knowledge and skills. Because nursing requires complex 

combinations of all these factors, a holistic definition and approach of competence is 

needed. 

 

This section outlines recommendations for home care units on how to improve existing 

methods for competence building using ICT. In the following the recommendations will be 

presented on the organisational, client/close person, and health worker level. 

 

Recommendations on the organisational level 

According to the findings from the trials in Finland, Sweden and Norway, there are some 

common challenges regarding implementation of technology, and how to gain health 

competence using ICT in the home care field. This also goes for the organisational level. 

The findings from the evaluation show the importance of information and participation 

when new technology is implemented in the service.  

 

Based on the common experiences made in this project the following recommendations 

have been developed: 

 Anchor the idea and concept with the management of the service. The interest and 

participation of the management is crucial for success. 

 Inform, include and involve all persons at all levels in the organisation.  

 Make sure that the personnel are not involved in several projects at the same time. 

 Time and resources are to be dedicated for participation in the project. 

 Be sure that the ICT tool is useful and adjusted to the specific needs claimed by the 

organisation. 

 When implementing technology it is very important that all the team members 

participate in the working process from the very beginning of the project. 

 When introducing new technology in the service it is of importance to make room for 

discussions and reflections about the daily practice.  

 Learn from each other by sharing knowledge and experiences when implementing ICT.  

 Give the home care team the possibility to communicate frequently by using ICT tools 

in the daily service. 

 Give everybody in the organisation the possibility to participate in training 

programmes in how to use the ICT tool (also the leaders). 

 Make sure that ICT as a concept is made harmless. It will not replace the human 

contact.  

 

Recommendations on the health personnel level 

The project had a main focus on the information flow in the home care service today. The 

health professionals deal with a lot of information regarding the clients' situation and 

health condition. Introducing mobile computers and devices into daily service has secured 

access to updated and relevant information at the right time. The main challenge is to make 



 

the health care personnel aware of the potential for competence development that lies 

within this new practice.  

 

A clear experience gained through this project is the importance of good technical training, 

access to support services and the importance of including the health personnel throughout 

the whole project. By knowing of the project idea, being included, and given time for 

reflection on the new practice, competence can be gained among the personnel.  

 

Based on the experiences made in the trials the following recommendations are made: 

 When implementing technology, inform everybody in the service who will be 

influenced by it. 

 Always check whether the technology works or not before using it. 

 Make time available to reflect on the use of ICT in the service and evaluate the ongoing 

process. 

 Take into account the health professionals' experience and knowledge. 

 Check the motivation level and the interest for using ICT among the health personnel.  

 Secure user participation and self-determination by involving the health professionals 

in the activities during the implementing process. 

 Give enough time to go through the computer training programme. 

 Schedule the training programme in order to secure that the implementing period and 

learning period overlap each other. 

 When developing training programmes in computer training, make sure that there is 

enough time for the training and that the programme is adapted to each person's 

individual level and skills. In addition, divide the personnel into different groups 

represented from the different municipalities. 

 Give computer training to the ICT experts first. In this way they can be a resource for 

computer training for the rest of the health personnel. 

 Offer technical support and guidance whenever needed. Secure the best ICT support 

from the beginning to the end of the learning period. 

 Discuss the possibilities of using ICT for competence building, information and 

communication purposes. 

 Implementing new technology is a learning process that takes time; prepare for this. 

 Let the client control the information written about him to secure that it is relevant and 

correct. 

 

Recommendations on the client and close person level 

The eHHC project is grounded upon the ideas of empowerment and competence building. 

It has been of interest for the project to investigate whether any of the ICT tools chose can 

have an impact on the clients and close person’s competence. 

 

It was not obvious that the clients or close persons would experience any big differences in 

their home care services after the new tools where introduced. When talking about health-

related competence building among these groups, information is a key word. A common 

experience made across the trials was that the clients were interested when being informed 

about the ICT tool. The information revealed interesting thoughts among the elderly 

regarding this new way of organising the service. This means that proper information is a 

good start for developing competence among the clients.  

 

Recommendations     

 When implementing new technology the clients and the close persons have to be 

informed and invited to participate in the planning and implementing process. 



 

 Information must be clear and understandable and adapted to their standard and skills. 

 Use the clients and the close persons' experiences, knowledge and needs when 

improving the service. 

 Be aware of the clients and close persons’ motivation and interest in using technology. 

 Give time for reflection on using ICT in the home care service. 

 Listen to what the clients and close persons say. Both the clients and the close persons 

should be asked about what information of themselves they want to have access to, and 

how the information should be transferred to them (e-mail, text messages). 

 Offer the clients and close persons the opportunity to participate in computer training 

programmes.  

 Let the clients and the relatives read the information written about the client to ensure 

user participation, self-control and self-determination. 

 

10.2 Recommendations for empowering clients and relatives by using ICT 

 

This project had a special focus on empowerment of the client at their homes with the help 

of ICT. However most of all ICT developed within this project are administrative tools 

used by the professionals. Only the Rovaniemi trial has had focus on the client and the 

family caregivers. In this project the professionals have used a computer for counselling 

elderly persons in their rehabilitation at home. Knowledge about how clients and relatives 

look upon the use of ICT and empowerment issues comes from clients and relatives 

answering the first survey before the trial and from interviews with clients and relatives 

after the trial. In some trials (Luleå Trial) co operation with a forum of pensioners during 

the project has given much knowledge about elderly persons view upon ICT and 

empowerment. 

 Try to use technology with Universal Design in order not to make anyone excluded 

because of functional limitations. 

 The client is the owner of information around her/himself. This means that she/he 

should be informed about what knowledge there is in the systems, which is having it 

and for what purpose. 

 Information about the client should not automatically be given to their relatives by the 

personnel. Clients want to decide by themselves what and when information around 

their care should be given to their relatives. 

 If something suddenly has changed in the client’s health condition and the client 

her/him self cannot answer for her/himself the relatives want to have information. 

 

Guidelines for empowering professionals by using ICT: 

 

This project aimed at empowering clients/patients in their homes. As the systems that were 

developed and tested function as an administrative tool and were used only by personnel, 

client participation has only taken place at an advisory level. Regular meetings have taken 

place, with discussions about the project aims and results together with shared discussions 

about information and communication between professionals and clients, and professionals 

and relatives.  

 

There are still some suggestions that can be made based on experiences from working with 

this project: 

 Allocate time for the personnel to be fully involved in the project.  

 Ensure that the personnel are not involved in several similar projects at the same time. 



 

 Ensure that representation from head or leadership of each professionals' group 

participates in the project group.  

 Good support is needed, especially in the beginning of the trial.  

 Give the test personnel time to test. Learning takes time and skill acquisition requires 

reiterations. Good education and instructions are needed and must be given on the right 

level and at the right speed. 

 Take care of early adopters and interested personnel in the project. They can motivate 

and stimulate others. 

 Clear roles are important during the project.  

 A project is a learning process and this should be emphasised. 

 The longer you can try out and test, the more you can rely on and trust the device. 

 Cooperation between the group of developing ICT systems and the professionals who 

are testing the system is essential. Continuing reflection and discussion promotes the 

usability and implementation of the new work procedure. 

 Use a participatory approach in designing and developing ICT. 

 

Guidelines for empowering family caregivers by using ICT: 

 

There are several ways of supporting the quality of life of family carers of disabled, long-

term ill or elderly persons. For instance, they might need practical, emotional, social and 

financial support in their task. When finding out good practices of empowering family 

carers it is always important to take into account both the needs of the whole family and 

the needs of its individual members.  All implementations have influence on the whole 

family. 

 

Many kinds of information are important for empowering the family carers and the care 

receivers. Information about possible services, respite care alternatives, sources of 

financial support etc. are important but, at the same time, we should not forget individual 

advice on the relevant services as well as guidance towards the ways of taking care of 

themselves. Many family carers want to obtain information on the care receiver’s disease 

or handicap, its prognosis and rehabilitation possibilities. This information makes it easier 

for the carer to understand the situation and the mood of the one cared for. Sometimes it is 

also essential that the family carer is given advice about medical nursing methods and 

medication.  

 

Family caregivers value also emotional support. It is necessary that somebody understands 

and pays attention to their feelings and promotes them to take care of themselves. 

Reciprocal discussions with social workers, therapists, doctors, nurses and other 

professionals are important and many surveys have found out that family caregivers value 

highly professional personnel who are friendly and actively pay attention to their issues. 

Peer group support is also important for many caregivers. Voluntary workers and other 

relatives can ease the burden of the carers by practical support and by listening to them. In 

all, appraisal, recognition and respect from other people are very important ways of 

empowering family carers.  

 

By developing ICT solutions it is possible to find answers to the empowering tasks 

mentioned above. For example, the following activities are needed:  

 

 Reliable web sites on patient and caregiver issues (information on accessible services, 

information about the rights of the carer and care receiver, general information about 

diseases, their treatments and chances for rehabilitation). 



 

 Closed and open Internet-based conversation platforms for family caregivers and care 

receivers (hearsay information, possibilities to exchange experiences with good and 

bad practices, feelings). 

 Portable telephones with cameras so that the care recipient and the family carer are able 

to be in contact with each other (the feelings of safety). 

 Portable telephones with cameras, web cameras, Internet solutions to be in contact with 

therapists, medical professionals, social workers etc. (consulting, to get answers and 

guidance for actual problems). 

 Alarm systems for care receivers (to get help, for safety reasons). 

 Possibilities to check the health condition when necessary (to get reliable consultation 

of medical tests for example in diabetes, in hypertension etc.). 

 

 

 

 



 

11 FINANCES OF THE PROJECT 

 

Total costs in the project 

 

 Finland Sweden EU Norway Total 

Personal 196846,36 112325,75 309172,11 332843,40 642015,51 

External services 37629,23 289429,78 327059,01 0,00 327059,01 

Administration 24390,52 18226,61 42617,13 7572,00 50189,13 

Material 2887,09 16120,17 19007,26 4761,30 23768,56 

Investments 61525,16 3607,08 65132,24 30466,20 95598,44 

Travel 17548,78 21490,41 39039,19 17879,80 56918,99 

Total 340827,14 461199,80 802026,94 393522,70 1195549,64 
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APPENDIXES 

       Appendix 1 

eHome Healthcare -project 

 

Questionnaire for the clients 

 

Instructions for answering: 

Please, answer the open ended questions with your own words. With the multiple choice 

questions, you can circle the alternative that suits you best.  

 

 

Background questions: 

 

1. Age _____ years  

 

2. Gender    Female ___    Male ___  

 

3. Occupation; if you are retired, your former occupation _________________________ 

 

4. Form of dwelling  

1. One-family house 

2. Terraced house 

3. Flat 

4. Sheltered home 

5. Other, what? ________________ 

 

5. Do you live 

1. Alone 

2. With a family member 

3. With someone else  

 

6. How do you perceive that you can take care of your daily activities? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

7. To what extent do you feel safe at home? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

Home health care services: 

8. How often does the home care staff visit you?  

      1. Several times a day 

      2. Once a day 

2 3. 4 – 6 times a week 



 

4. 1 – 3 times a week 

5. Every second week 

6. Less 

9. How long time have you been as a client of home health care? ________________ 

 

 

10. Do you have enough opportunities to participate to the planning process of your care 

and service?  

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 6. Don’t know (what it means) 

 

If you feel you don’t have enough opportunities to participate, why do you feel so? 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

11. Do you receive enough information about different possibilities about your care and 

service?  

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

If you feel you don’t get enough information, why do you feel so? 

_________________________________________________________________________

_______________________________________________________________________ 

 

 

12. Are your opinions taken into account during the process of making decisions of your 

care and service?  

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

If your opinions are not taken into account, why do you feel so? 

_________________________________________________________________________

_______________________________________________________________________ 

 

 

 

 

 

 



 

 

 

 

13. Do you receive enough information of the matters concerning your care and service?  

 

 Always Mostly Sometimes Seldom Never Don’t 

know 

Test results (e.g. EKG, 

blood samples, blood 

pressure …) 

      

Medication 

 

      

Technical aids 

 

      

Treatments 

 

      

Rehabilitation 

 

      

Housing 

 

      

Nutrition 

 

      

Transport services 

 

      

Financial aid to support 

home care 

 

      

Economical benefits 

 

      

The costs of the care / 

services 

      

 

 

 

 

14. During the home visits of home care / service staff, do you get enough information 

about your care and service? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

 

15. Do the home health care professionals have enough time to discuss with you during the 

home visits?   Yes ____    No ____ 

 

If not, why don’t they have enough time? 

_________________________________________________________________________

_______________________________________________________________________ 

 



 

 

 

 

16. Do you perceive that the hospital has had updated information of you whenever you 

have been hospitalized during the home care? About your: 

 

 Always Mostly Sometimes Seldom Never Don’t  

know 

Housing 

 

      

Name of the closest person 

 

      

Illnesses 

 

      

Medication 

 

      

Diet 

 

      

Visits of home care staff 

 

      

Visits of rehabilitation staff 

 

      

Visits of home service staff 

 

      

 

 

 

 

 

 

 

17. Do you think that all kinds of personnel have the same information about your 

situation?    Yes ____        No ____ 

 

 

18. What kind of information do you not want to share? 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

19. When you returned home from the hospital, had the home care / service staff received 

information about your: 

 

 Always Mostly Sometimes Seldom Never Don’t 

know 

Test results (e.g. EKG, 

blood samples, blood 

pressure …) 

 

      

Medication 

 

      

Technical aids 

 

      

Treatments 

 

      

Rehabilitation 

 

      

Continuation of care 

 

      

Housing 

 

      

Nutrition 

 

      

Transport services 

 

      

Financial aid to support 

home care 

      

Economical benefits 

 

      

 

 

 

20. About which matters concerning your care and services do you need more information? 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

21. About which matters concerning your care and services do you need more guidance 

and instruction? 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

22. Do the home care workers use any special technical tools (e.g. computers) to gather 

information during their visits? 

 Yes ___      No ___       Don’t know ___ 



 

 

 

23. Do you use computers?       Yes ___      No ___ 

 

 

24. Do you use internet?            Yes ___      No ___ 

 

 

25. If you use internet, do you search there for health related information?   

           Yes ___     No ___ 

   

 

 

 

 

THANK YOU FOR YOUR ANSWERS! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

                   Appendix 2 

eHome Healthcare -project 

Questionnaire for the close persons of the project clients 

 

Instructions for answering: 

Please, answer the open ended questions with your own words. With the multiple choice 

questions, you can circle the alternative that suits you best.  

 

Background questions: 

1. Age ____ years 

 

2. Relation between the client and yourself 

1. Spouse 

2. Mother / father 

3. Child 

 4. Other relative 

 5. Friend 

 6. Neighbour 

 7. Other, what ______________________ 

 

3. Do you live with the project client in the same household?    Yes ___    No ___ 

 

4. If you don’t live in the same household, how often do you visit the project client? 

 1. Daily 

 2. 4 – 6 times a week 

 3. 1 – 3 times a week 

 4. Less, how often _____________________ 

 

5. If you don’t live in the same household, how often do you have contact (e.g. by phone) 

with the project client? 

 1. Daily 

 2. 4 – 6 times a week 

 3. 1 – 3 times a week 

 4. Less, how often _____________________ 

 

Home health care services: 

 

6. Is it easy or difficult to reach home care staff via telephone? 

 1. Very easy 

 2. Rather easy 

 3. Nor easy or difficult 

 4. Rather difficult 

 5. Very difficult 

 6. Don’t know, has not been actual 

 

 

7. Do you have enough opportunities to participate to the planning process of project 

client’s care and service?  

 1. Always 



 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

If you feel you don’t have enough opportunities to participate, why do you feel so? 

_________________________________________________________________________

_______________________________________________________________________ 

 

 

 

8. Do you get enough information about different possibilities about project client’s care 

and service?  

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

If you feel you don’t get enough information, why do you feel so? 

_________________________________________________________________________

_______________________________________________________________________ 

 

 

9. Are your opinions taken into account during the decision making process of project 

client’s care and service?  

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

10. Do you receive enough information of the matters concerning project client’s care and 

service?  

 

 Always Mostly Sometimes Seldom Never Don’t 

know 

Test results (e.g. EKG, 

blood samples, blood 

pressure …) 

      

Medication 

 

      

Technical aids 

 

      

Treatments 

 

      

Rehabilitation 

 

      

Housing 

 

      

Nutrition       



 

 

Transport services 

 

      

Financial aid to support 

home care 

      

Economical benefits 

 

      

The costs of the care / 

services 

      

 

 

11. Who takes usually the initiative in the communication between home care services, 

clients and relatives? 

 1. Nurse 

 2. Client 

 3. Relative 

 4. Somebody else, who _______________________________ 

 

 

12. Do you receive enough information about the contents of the visits of home care staff / 

services to the project client? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

 

13. Do you perceive that the hospital has had updated information of the project client 

whenever she / he has been hospitalized during the home care? About her / his: 

 

 Always Mostly Sometimes Seldom Never Don’t 

know 

Life situation 

 

      

Closest persons 

 

      

Illnesses 

 

      

Medication 

 

      

Diet 

 

      

Visits of home care staff 

 

      

Visits of rehabilitation staff 

 

      

Visits of home service staff 

 

      

14. When the project client has returned home from the hospital, do you perceive that the 

home care services had received information about her / his: 



 

 

 Always Mostly Sometimes Seldom Never Don’t 

know 

Test results (e.g. EKG, 

blood samples, blood 

pressure …) 

 

      

Medication 

 

      

Technical aids 

 

      

Treatments 

 

      

Rehabilitation 

 

      

Continuation of care 

 

      

Housing 

 

      

Nutrition 

 

      

Transport services 

 

      

Financial aid to support 

home care 

 

      

Economical benefits 

 

      

 

 

15. About which matters concerning project client’s care and services do you need more 

information? _____________________________________________________________  

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

16. About which matters concerning project client’s care and services do you need more 

guidance and instruction? __________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________  

 

 

 

17. Up till now, have you had problems with information transmission concerning the care 

of the project client during her / his time as a home healthcare client?      

             Yes ___       No ____  

 

 

18. If there have been problems, what kind of problems? 

________________________________________________________________________ 



 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

19. What are your suggestions for developing information transmission between home 

health care services, clients and relatives?  

_________________________________________________________________________

_______________________________________________________________________  

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

20. How would you like to use your computer for communication and information 

transmission purposes with the home care team, nursing homes, hospital etc.? 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_____________________________________________________________________ 

 

 

 

 

 

THANK YOU FOR YOUR ANSWERS! 

 



 

                                       Appendix 3 

eHome Healthcare -project 

Questionnaire for the professionals 

 

Instructions for answering: 

Please, answer the open ended questions with your own words. With the multiple choice 

questions, you can circle the alternative that suits you best.  

  

Background questions: 

 

1. Position held ___________________________  

 

2. Educational background  

1. Comprehensive school 

2. Upper secondary school 

3. College degree 

4. University degree 

 

3. Occupational education _____________________ 

 

4. Experience in nursing field in years __________  

 

5. Age _____ years 

 

6. Gender   female ___     male ____ 

 

 

Use of computer: 

 

7. Have you attended any computer courses? 

 Yes ___          No ___ 

 

8. When were you trained to use computer? You can choose more than one alternatives. 

During: 

1. Basic studies 

2. Vocational studies 

3. At work 

4. Leisure time 

5. Nowhere 

 

9. Have you access to computer in your daily work? 

1. Daily  

2. Weekly 

3. Monthly 

4. Less 

 

10. How often do you use computer at work? 

1. Daily  

2. Weekly 

3. Monthly 

4. Less 



 

11. How do you find to use computers? 

1. Very well 

2. Well 

3. Somehow 

4. Somewhat badly 

5. Very badly 

 

12. Have you access to internet at your work? 

1. Daily  

2. Weekly 

3. Monthly 

4. Less 

 

13. For what kind of documentation is computer used for at your work? 

________________________________________________________________________ 

________________________________________________________________________ 

   

 

14. How would you like to utilize computer at your work? ________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

15. What kind of training do you need for use of computers? 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

Information transmission in home health care: 

 

16. How many home visits do you do on the average per day? _____________________ 

 

17. How long time do you stay on the average in a home visit? ____________________ 

 

18. How much time do you use in recording documents daily on the average in your 

office? _________________ hours 

 

 

 

19. What kind of information about clients are you able to access during the home visits? 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

20. What other information would you need during the home visits? 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 



 

21. Do you have in-time information about your client? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

22. Has there been situations in your daily work, when lack of information has caused you 

feeling on uncertainty?   Yes ____    No ____ 

 

If you answered yes, so what kind of situations? _________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

23. Can you identify any kind of ethical problems in the information transmission process 

in the home health care?  Yes ____     No ____ 

 

If you answered yes, so what kind of problems? _________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

24. Do you know the goals of the care of the client? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

 

 

 

 

25. Do you perceive that all in the team have the same goal of the care of the client? 

 1. Always 

 2. Mostly 

 3. Sometimes 

 4. Seldom 

 5. Never 

 

 

 

 

 

 

 

 

 



 

26. Who are participating in the planning process of care and service plan of a client?  

 

 Always Mostly Sometimes Seldom Never Don’t 

know 

Client 

 

      

Relative 

 

      

Neighbour/friend 

 

      

Home care nurse 

 

      

Rehabilitation personnel 

 

      

Social worker 

 

      

Home service worker 

 

      

Doctor 

 

      

Representative of 

hospital/health center 

      

Other, who__________ 

 

      

 

 

27. How often do you co-operate with others working with home care clients? 

 

 Daily Weekly Monthly Less 

Relative 

 

    

Neighbour/friend 

 

    

Home care nurse 

 

    

Rehabilitation personnel 

 

    

Social worker 

 

    

Home service worker 

 

    

Doctor 

 

    

Representative of 

hospital/health center 

    

Other, who__________ 

 

    

 

 

 



 

28. What are the most common ways of co-operation? 

 

 Daily Weekly Monthly Less 

Network meetings 

 

    

Face-to-face meetings 

 

    

Phone conversations 

 

    

Literal contact 

 

    

Mail 

 

    

Video conferences 

 

    

Else, what______________  

 

    

 

 

 

 

29. How much are you able to influence to the contains of the nursing care of your clients? 

 1. Very much 

 2. Much 

 3. Somewhat 

 4. Little 

 5. Not at all 

 

 

30. How much does the co-operation between the participants of care promote your 

strength to continue at work? 

 1. Very much 

 2. Much 

 3. Somewhat 

 4. Little 

 5. Not at all 

 

 

31. How do you think that the use of ICT can contribute to improve the co-operation and 

the follow-up concerning the clients?  

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

32. If you use internet, do you search there for health related information? 

      Yes ____     No ____ 

 

 



 

33. What are your suggestions for developing information transmission between home 

health care services, clients and relatives? 

_________________________________________________________________________

_______________________________________________________________________ 

_________________________________________________________________________

_______________________________________________________________________ 

 

 

 

 

                    THANK YOU FOR YOUR ANSWERS! 

 

 

 

 



 

                     Appendix 4 

Final evaluation; eHome Healthcare@North Calotte; October 2005 

 

PROFESSIONALS 

 

Background questions: 

 

1. Position held ____________________ 

 

2. Experience in nursing field in years __________ 

 

3. Age _____ years 

 

 

Research problem 1. How ICT has influenced on communication processes between: 

a. Professional and professional 

b. Professionals and clients/close persons 

c. Clients and close persons 

 

 

 

Questions: 

1. What kind of experience this project has been to you?  

  

2. How ICT systems have influenced on communication and information flow? 

- in own group 

- with other care and service participants (home coming from hospital e.g) 

- with clients 

- with clients close persons 

  

3. What is your opinion, has the communication developed during the project? 

 - If yes, how? 

 - If not, why? 

 - What potentials the system has? 

 

4.  How ICT systems have influenced on information accessibility? 

 - Are all the partners aware of the goals of the care? 

 - Has the information flow become faster (speed, effectiveness) 

 - Have you used Internet database during the home visits? ( Pharmaca e.g) 

 - Are the changes enough? 

 

5. Has the system influenced on cooperation between different caregivers, clients and 

relatives? 

 -If yes, what kind of changes? 

 -Has participation of the partners changed during the project? How? 

 

Research problem 2: How have the work procedures been influenced by the 

introduction of new ICT systems? 

 

1. Has the use of ICT system changed or developed working procedures? 

 -If yes, what kind of changes?  



 

 -If not, why not? 

 -Are there changes in documentation? 

 

2. To what purposes have you used the program? 

 - patient documentation  

 - statistics 

 - invoice 

 - work allocation 

 - sending e-mails 

 - reading of nursing instructions from Internet databases during home visits 

 - have you used system during the home visits 

 

3. Has the double documentation reduced? 

 

4. How the system has influenced to the effectiveness of care and service? 

 - time saving 

 - task distribution 

 - task allocation 

 - documentation (does everyone document)  

 

5. Are the patient documents more in time than before? 

 - If yes, how? 

 

6. Has the continuity of care and service improved on behalf of the system? 

 - If yes, how? 

 

7. Has back and forth driving diminished on behalf of the system? 

 - If yes, how much? 

 - If not, what has caused that? 

 

8. Has the duration of home visits changed on behalf of the system? 

 - If yes, how? 

 

9. Has the duration of office working changed on behalf of the system? 

 - If yes, how? 

 

10. Has the accessibility of the cooperation partners changed? 

 - If yes, how? 

 

 

11. Has there been any problems with developing and using new working methods during 

the project? 

 - If yes, what? 

 

 

 

Research problem 3: How have the clients, relatives and professionals experienced 

the introduction of new ICT systems in home healthcare and service? 

 

1. How do the partners find changes? 

 



 

2. What kind of influences ICT has affected to professionals work? 

 - Good points? 

 - Difficulties? 

 

3. What has this project brought to you as a professional and as a person? 

 - What have you learned? 

 - Involvement to the work and project? 

 

4. How did you experience the training program? 

 - Have you had enough training to the use of ICT system? 

 - Hardware 

 - Software 

 - What else could you have needed? 

 

5. Have you had enough time for training? 

 - Was the timing of training successful? 

 

6. What kind of support have you received from your employer? 

 

7. Has the quality of home healthcare and service changed on behalf of this project? 

 - If yes, how? 

 

8.  How the use of ICT has effected to your feeling of certainty / uncertainty during the 

home visits? 

 

 

 

Research problem 4: What are the ethical considerations for using ICT in home 

healthcare? 

 

 

1. Has there been any ethical problems during the use of the system? 

 - data security 

 - has the pc taken too much attention during the home visit 

 

2. Has the system brought safety to home visits? 

- If yes, what kind of safety? 

 

3. Has the system effected to the mutual trust during the home visit between nurse and 

client? 

 - Autonomy of the client? 

 - Privacy of the client? 

 

 

Research problem 5: How the technical systems worked? 

 

1. How the system has worked? 

 - Log in 

 - Access to network 

 - User friendliness 

 - Stability 



 

 - Access to support 

 - Sending and receiving data 

- If there have been problems, what kind of problems? 

 

2. Do you use the system during all home visits? 

 

3. How do you feel to carry the pc/device with you? 

 

4. How would you like to develop the system? 

 

 



 

                 Appendix 5 

Final evaluation; eHome Healthcare@North Calotte; October 2005 

 

CLIENTS 

 

1. What do you think when the nurses use portable pc during the home visit? 

 - What are the good things? 

 - What are the negative things? 

 

2. Have you seen any changes in work of the home healthcare nurses / home service   

workers work? 

 - If yes, what changes? 

 

3. To what purposes the nurses use the device? 

 

4. Has the information flow become more effective on behalf of the device? 

 - Have you got quicker information about laboratory test results e.g 

 

5. Has the use of pc changed the content of home visit? 

 - If yes, how? 

 

6. Has the duration of home visits changed on behalf of the use of devices? 

 - If yes, how? 

 

7. Do you get enough information about your care and service? 

 - e.g doctors comments, test results 

 

8. Have you had opportunity to read your documents from pc during the home visit? 

 

9. How do you participate in the planning process of your care and service? 

 - Has it changed during the last year?  

 

10. What are your wishes for the homecare and service? 

 

 

 

 

 

 

 

 

 


