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Introduction: Elderly people with multiple chronic conditions, or multimorbidity, are at risk
of developing poor mental health. These seniors often remain in their homes with support from
home care assistants (HCAs). Mental health promotion by HCAs needs to be studied further
because they may be among the first to observe changes in clients’ mental health status.

Aim: To describe HCAs’ perspectives on detecting mental health problems and promoting
mental health among homebound seniors with multimorbidity.

Methods: We applied a descriptive qualitative study design using semi-structured interviews.
Content analyses were performed on five focus group interviews conducted in 2014 with 26
HCAs.

Results: Most HCAs stated that they were experienced in caring for clients with mental health
problems such as anxiety, depression, sleep problems, and high alcohol consumption. The
HCASs mentioned as causes, or risk factors, multiple chronic conditions, feelings of loneliness,
and social isolation. The findings reveal that continuity of care and seniors’ own thoughts and
perceptions were essential to detecting mental health problems. Observation, collaboration, and
social support emerged as important means of detecting mental health problems and promoting
mental health.

Conclusion: The HCAs had knowledge of risk factors, but they seemed insecure about which
health professionals had the primary responsibility for mental health. They also seemed to have
detected early signs of mental health problems, even though good personal knowledge of the client
and continuity in home visits were crucial to do so. When it came to mental health promotion, the
suggestions related to the aim of ending social isolation, decreasing feelings of loneliness, and
increasing physical activity. The results indicate that the HCAs seemed dependent on supervi-
sion by district nurses and on care managers’ decisions to support the needed care, to schedule
assignments related to the detection of mental health problems, and to promote mental health.
Keywords: home care assistants, mental health promotion, municipal care, older people, Sweden

Introduction

The older population is increasing in Sweden,' as it is in the rest of Europe.? Elderly
people are and will be affected by multiple chronic conditions — that is, multimorbidity* —
and several mental disorders,* even when dementia disorders are not taken into account.’
Multimorbidity is associated with mental health problems among elderly people® and
is often treated with polypharmacy.” It seems likely that future home health care will
increase among older people® and that a high number of community-dwelling seniors
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with multimorbidity will become a challenge in Swedish
elder care® and among those who provide home help services
and home health care.!” In the present study, seniors with
multimorbidity are referred to as clients or seniors because
they are not defined as patients in this context.

Mental health problems among seniors have become a
major public health issue in Sweden'"'? and in other high-
income countries.'® The prevalence of mental disorders in
seniors who live in communities is high, and may affect
30%-50% of this population.'*!> Multiple factors associated
with psychogeriatric problems have been studied among
older community patients,'® and for instance, depression
has been related to being female, being unmarried, and to
having somatic disease, functional disability, and a smaller
social network.!”!® Further, anxiety symptoms have been
associated with the female sex, chronic disease, and func-
tional limitations.'® Seniors with multimorbidity are at risk
of developing a generally low quality of life," psychological
distress,’® and depressive disorders.?**' Nevertheless, seniors
with multimorbidity may lack access to health-promoting
dialogues that could facilitate mental health.?

The increase in the senior population implies changing
needs, indicating that many health care systems will face
challenges regarding caring for seniors with mental dis-
orders.”® The organizations that provide care and services
to the very old vary between countries, depending on the
structure of each one’s health care system and its finances.?*
In Sweden, the county councils are responsible for health
care, and the municipalities handle all other care efforts,
while the government bears responsibility for legislation.?
Swedish seniors (>65 years of age) who remain in their
own homes may be provided support through the municipal
home help service, according to the Social Service Act
(SFS 2001:453).2° This publicly funded support varies?’
according to the client’s needs and facilitates daily life in
areas such as grocery purchases, food distribution, cleaning,
and personal care. Before a senior can receive such support
from a municipality, an assessment of his or her individual
requirements must be made by a public home care officer,?®
also known as care managers (CMs). The granted support is
then provided in ordinary housing by nursing aides (NAs)
or enrolled nurses'®?** or trained nursing assistants working
as home care assistants (HCAs). These unlicensed person-
nel often work alone in the seniors’ homes, where they
provide personal care, services, and housekeeping, and they
often relieve district nurses (DNs) in the administration of
prescribed medication.’'*? Despite increasing numbers of
seniors receiving home help services, there are fewer and

fewer staff members who can provide this granted support.*
This implies that the workload for HCAs has increased, and
they often face situations that demand more knowledge on
a broader range of subjects.? Although most HCAs have
completed a high-school education (or equivalent),* this staff
may need increased knowledge in matters of mental illness
among senior adults.>

In Swedish primary care, general practitioners (GPs)
and DNs have the primary responsibility for health promo-
tion activities.** DNs work on health promotion and disease
prevention among homebound patients, in addition to pro-
viding care to patients of all ages and medical diagnoses.*
The job of these registered nurses also involves prescribing
certain medicines, technical materials, and equipment for
patients with diabetes and incontinence. It is within a DN’s
prerogative to delegate the administration of medication to the
HCAs providing social services; these nurses, further, can-
not fulfill their responsibilities without delegating to HCAs
the administration of chronically ill seniors’ prescription
medication.?” Therefore, DNs and HCAs are both present in
a given senior’s home, and the administration of medicine
has become a matter that involves both health care and social
service care.*® Furthermore, caring for elderly persons with
mental disorders presents a complex situation for the HCAs,*
and despite a high incidence of mental disorders among older
adults, direct care personnel may be insufficiently prepared
and trained in mental illness and geriatrics.*“° In addition,
previous research has concluded that training of NAs may
promote quality of care for older adults with mental illness
as well as improve personnel job satisfaction.*!+2

The Swedish National Board of Health and Welfare
states that older people with comprehensive and complex
needs for care and support mostly remain in their homes,
receiving that care and support from various providers and
through intermittent hospitalizations.** Even though seniors
with multimorbidity are at risk of developing mental health
problems such as depression, the current situation among
seniors with mental disorders has been very little studied.
Earlier studies have sought to increase the understanding of
mental health care delivery in the primary care setting,***
or to determine whether seniors with mental disorders are
provided with adequate home help services,** or to report
staff members’ views of caring for patients experiencing
late-life depression.*® HCAs have rarely been the subject of
investigation on their own. One reason for this may be that the
idea that HCAs may play an active part in health promotion
work for their clients is a new one.*” As HCAs often encounter
homebound seniors, they may be pivotal in identifying those
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clients who are at risk of or are already experiencing mental
health problems, and they are in a position to initiate actions
that facilitate the early detection of mental health problems
such as depression. Even so, limited research has been
found targeting HCAs’ involvement and specific training
in the area of mental health. In order to increase the quality
of care provided to homebound seniors with multimorbid-
ity, it is important to understand HCAs’ experiences of the
ways in which mental health problems may be detected and
mental health may be promoted within this population. In
order to make progress in this area, the aim of this study was
to describe HCASs’ perspectives on detecting mental health
problems and promoting mental health among community-
dwelling seniors with multimorbidity.

Methods

Design

In order to meet this study’s aim, we chose a descriptive and
qualitative design in which focus group interviews were
used in the process of data collection.*® Qualitative research
is designed to describe, interpret, and understand human
experience and to describe the meaning that this experience
has for the participant.®” A focus group interview gives the
researcher an opportunity to understand several informants’
differing points of view.*® The data from the focus group
interviews were analyzed using a content analysis technique
inspired by Graneheim and Lundman.*'

Participants

The study examined the municipal home help services in
one urban district in Sweden. Some informants visited older
seniors with and without multimorbidity and mental health
problems. Encounters with the older persons varied from
single and multiple daily visits to a single visit with one older
person that lasted for almost an entire day. Participants were
selected according to a convenience sample technique, and
the inclusion criterion was any experience caring for seniors
with multimorbidity. The first author (AG) contacted the
medically responsible nurses in 13 municipalities, who were
sent written information about the study and its purpose. Four
ofthose medically responsible nurses responded and referred
us to the operations managers of five municipal home help
services. The operations managers were then contacted by
the first author to confirm their participation and to agree
upon a place and time for an interview and on the nature of
written content about the HCAs’ participation in the study.
Ultimately, five focus group interviews took place, with four
to six participants in each group. The participants were all

Swedish-speaking HCAs from four different municipalities:
23 women and three men between 21 and 65 years of age.
The HCAs were all unlicensed assistive personnel: 21
informants had an upper secondary education as assistant
nurses three were NAs who had completed shorter education
programs, and two lacked education in either health care
or social services. Their professional experience as HCAs
ranged between 6 months and 32 years. The HCAs worked
part or full time, and all had experience providing home help
services to seniors with multimorbidity.

Data collection

All focus group interviews began with the question: “How
may mental health problems be detected among elderly
people with multimorbidity?”” The initial question was fol-
lowed by: “How may mental health be promoted among these
seniors?” Follow-up and probing questions were sometimes
used in order to learn more about informants’ experiences
in this area and to facilitate dialogue and interaction in each
group. At the end of each interview, the interviewer repeated
the two main questions and asked whether the HCAs had
anything to add. Each interview lasted between 44 and
64 minutes. All interviews were recorded and collected from
May to December 2014.

Analysis

The interviews were transcribed verbatim and were sub-
sequently reread several times to assess the material. Each
transcript was coded and checked for correctness against the
corresponding audio file. The resulting text was examined
using an inductive, manifest, and latent content analysis
inspired by Graneheim and Lundman,’' as described in
a recent study.”> According to Sandelowski,** important
insights can emerge from the different ways in which dif-
ferent persons look at data in qualitative research. In this
study, four authors in a research team read through the
material separately to obtain a sense of the complete text.
The research team then reread all interview transcripts to
ensure consistency, keeping in mind the aim of the study
and the content analysis. Units of text (eg, words, sentences,
paragraphs) that answered the two research questions were
marked, condensed into a description of their manifest
content, and coded. The components of each focus group
interview were lumped together and designated as a single
unit. The codes were compared based on differences and
similarities and organized into three categories, each with
two subcategories which constituted the manifest content. As
a final step, the underlying meaning (ie, the latent content)
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of the text was formulated into an overarching theme that
encompassed all the categories (Table 1).

Rigor

The first author was responsible for all data collection and
transcription, the main part of the analysis, and manuscript
preparation. To increase the trustworthiness of the present
study, all authors were involved in the entire research process
and discussed the findings until consensus was reached.

Ethics

This study was approved by the Regional Ethical Review
Board in Stockholm, Sweden (Nos. 2008/149-31, 2015/45-
31). Ethical considerations were applied thoroughly at every
step of the procedure. Both verbal and written information
was provided about the study, and written consent was
obtained from every participant. Participants were informed
that their participation was voluntary and could be terminated
at any time.

Results

Most HCAs stated that they were experienced in caring for
clients with mental health problems such as anxiety, depression,
sleep problems, and high alcohol consumption. The participants
engaged in detailed discussions according to their experiences —
both negative and positive. Analysis of the data revealed an over-
arching theme that described how mental health problems may
be detected and how to improve mental health: continuity pro-
vided by an accessible and competent team may increase social
and physical activity. Findings are presented collectively in the
three categories observation, collaboration, and social support
in order to describe ways of detecting mental health problems
as well as factors that may promote mental health (Table 1):
activities in these categories emerged as ways of detecting mental
health problems and promoting mental health.

Observation

Several HCAs articulated that good personal knowledge
of the client was crucial to detecting mental health prob-
lems. Most participants explicitly indicated that continuity

Table | Results of the content analysis

and continuous home visits were essential to noticing any
changes in behavior or expressed emotions. Observing and
evaluating a client’s behavior and emotions constituted
important sources of information in determining whether
the HCAs should act to promote mental health. Knowledge
about a senior’s medical history was especially pivotal if
HCAs were to detect mental health problems such as anxi-
ety and depression. Several participants argued that mental
health problems among seniors were to be expected, and
that depression could be explained by various well-known
causes, such as multiple chronic conditions, physical
impairments, dementia, stroke, pharmacological treatment,
constipation, social loneliness, high alcohol consumption,
and being in need of care and support. Other HCAs had
difficulty interpreting the causes and effects of alcohol
use or misuse. The challenge was to evaluate whether
the seniors became depressed because of their increased
alcohol consumption or started to abuse alcohol after signs
of depression and anxiety had already appeared. One par-
ticipant described poor mental health as synonymous with
depression, asserting that such illness could be explained
in terms of interacting causes:

The more diseases and the more medications [...] the greater
the risk that you end up there with depression [...] losing
zest for life [...] having difficulty sleeping [...] and their
appetite disappears [...]. The psyche suffers most because
one suffers so many obstacles [...] If you become multi-
morbid and experience dizziness and take a lot of medicines
that also have a lot of side effects, it affects the psyche
very deeply. You may even take medications that make you
constipated, and you can’t eat as you normally do. It’s also
hard to get around, so they don’t do things they used to do

before [...] because of all these barriers.

An ocular observation of the client’s personal appearance
and home environment was performed in order to evalu-
ate his or her behavior and to identify changed emotions
that might reflect the development of poor mental health.
Observing behavior involved identifying poor appetite,
malnutrition, physical and social inactivity, and low inter-

Theme Continuity provided by an accessible and competent team may increase social and physical activity
Category Observation Collaboration Social support
Subcategor Behavior Emotions Transmission of Cooperation Instrumental support Emotional
gory P PP

information support

Examples of codes Inactivity Fear of loneliness Inform district nurse Peer advice Contacting care Decrease
manager sadness
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est in personal hygiene or in the tidiness of their home. In
these observations, several HCAs reported that they might
find unopened boxes of food that HCAs had left on an ear-
lier visit and empty boxes and bottles of wine; these were
interpreted as signs of worsening mental health. A senior’s
consumption of alcohol might also be detected by HCAs
during an ambulatory home visit responding to a senior
who had fallen and was unable to rise from the floor. Some
participants indicated that there were other not-so-obvious
signs of mental health problems. for example, a client might
seem depressed or stressed during a personal meeting with
a well-known HCA:

Then there are signs that you see when you talk to them.
They become easily stressed and feel unbalanced when [...]
someone comes to them [...] and there you see at once [...]

that there’s something wrong.

Other HCAs described additional signs of worsening
mental health: a senior may seem especially tired, have dif-
ficulty sleeping during the night, or want to stay in bed during
the day. Further, several clients had themselves perceived that
they had a decreased “sparkle” and interest in life and told
HCAs so; they might even state that they no longer wished
to live. Several HCAs identified as signs of declining mental
health a client’s increased suspicion or confusion, an appar-
ently weakened short-term memory, and indications that
they saw things or people that were not present. These clients
seemed to encounter particular difficulty when interacting
with new people, according to the participants:

We have many women here who may [...] find it difficult
to meet people [...] in the beginning. But as soon as they
begin to get to know us, it will be a little better [...] It is also

a sign that there is something mentally [amiss].

Observing a client’s emotions entailed evaluating identi-
fied or expressed emotions that were both expected and unex-
pected among seniors with multimorbidity and seniors with
mental health problems. The emotions the HCAs reported
observing among the seniors in focus were a general sadness,
sadness combined with loneliness, fear of loneliness, insecu-
rity, and verbal aggressiveness among those with cognitive
impairments. Several HCAs argued that these emotions
were difficult to evaluate; anxiety was especially difficult to
separate from symptoms that the HCAs could also relate to
the seniors’ chronic conditions:

And that anxiety can, of course, also prove that there is some

problem with the heart, or that it hurts [...]. It might not

really [...] be the heart that hurts, but instead it hurts in the

soul [...] this can show up as physical [...] symptoms.

Even though a client’s emotions and state of mind seemed
quite easy to evaluate, several HCAs stated that they had
experienced difficulty dealing with a senior’s expression of
sadness or the wish that his or her life would end. There was
generally a lack of time to initiate a dialogue about these
seniors’ mental health conditions, since the time allotted
for each HCA’s home visit was calculated based on the time
that each granted task should take. The HCAs reported not
knowing what to do or how to behave if a client became
more emotional and cried, for instance, when a well-known
HCA arrived in his or her home environment. Home visits
are often planned to provide a specific form of support; this
problem is related to the CM’s decision making and to the
priority of practical tasks:

So we feel the pressure of time because we cost money [...]
so then you have to almost just put on the vacuum cleaner
[...] even though this is someone who is crying [ ...] because

the task is to vacuum.

Collaboration

Several HCAs viewed collaboration with colleagues and other
health care professionals as important when they themselves
lacked knowledge about how to detect and handle mental
health problems or how to improve mental health. Such col-
laboration involved the transmission of information about a
client’s mental health status or about how to promote mental
health. In fact, HCAs seemed dependent on effective coopera-
tion with other actors in these matters. The HCAs reported that
it was quite difficult for them to detect potential problems or
to interact with seniors with various mental health problems:
they depended on other actors to transmit information about
changed behavior — to inform them, for instance, if a senior
had become more emotional. Study participants seemed
especially dependent on information from the responsible GP
or DN about a senior’s chronic conditions and current mental
health status. Even though DNs often seemed to transmit
information about a senior’s mental health problems, several
HCAs lacked guidance in how to respond to a client with
mental health problems or in providing support for those with
known anxiety or diagnosed depression:

It’s really important that we get the right information,
I think [...] from a doctor [...] before we go to them [...].
We must know exactly what the disease is [...] and how to

treat that person.
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Participants also seemed dependent on their collabora-
tion with the responsible CM, with whom they apparently
communicated only rarely, although HCAs wanted to transmit
information about a client’s changed behavior, alcohol con-
sumption, and their own evaluation of the granted support.
If a senior could not transmit information about his or her
own mental health status, the HCAs usually were contacted
by relatives or neighbors, who might report changed behavior
and the impression that the client’s mental health had
declined. A few HCAs mentioned that Swedish legislation
about transmitting information could pose a barrier when
HCAs wish to inform health care professionals or talk to
relatives or neighbors about a client:

So even if you want to sound the alarm [...] and you
want to try to circumvent potential problems, you must
always pursue each person’s best interests, as well [...].
For example, I might decide that now I have to [...] break
a little confidentiality here because it serves the person’s

best interests.

Although HCAs viewed their collaboration with col-
leagues as essential, there seemed to be no planned time for
mutual information sharing about clients receiving granted
support. The HCAs especially highlighted the importance
of a forum, currently nonexistent, through which to transmit
information about a senior’s state of mind and to share sug-
gestions about how colleagues could provide support during
the next home visit:

We ought to all just sit down and talk a little bit about some
of our joint clients. And if | knew you were going over there
in the morning, I could tell you, “She was sad today [...] can
you help her by going out with her [...] or making food for

her [...] so she won’t need to cry again?”

Cooperation was another aspect of collaboration, since
most participants reported that they did not have practical
support or contact with other actors close to the senior in
focus. The improvement they wanted in their cooperation
with health care professionals such as DNs was crucial;
HCAs seemed to want an agreement that would clarify each
actor’s responsibility in matters of mental health. Closer
and more pragmatic cooperation with DNs constituted
one way to improve HCAs’ knowledge of mental health,
according to most participants. Further, they seemed to
think that working more closely with DNs would provide
opportunities for questions related to a senior’s mental
health and for additional intermittent supervision regarding

how multimorbidity may affect mental health and the best
ways to deal with it:

Supervision in how to handle [...] our mentally ill [...]
people, clients, patients with multiple diagnoses [...]. That

would be great!

Several participants stated that they had no access to a
forum for cooperation with their colleagues, even though they
seemed to consult with them by phone between home visits
and during lunch breaks. Other participants gave examples
of intermittent and planned forums for learning about their
colleagues’ experiences in the field:

Then one can get some advice too [...] based on other
people’s experiences [ ...]. Then we can try this, maybe, and
[...] see if it works [...] so maybe we can come up with a

solution together.

Some participating HCAs were unable to name specific
actors whom they could contact when they needed support
or wanted to discuss a client they were concerned about. The
participants considered cooperation with mental health care
professionals especially important if they were to increase
their own knowledge about mental health issues:

Well, then it must surely be a psych team that you have
access to [...]. This would provide more knowledge [...].
We need more knowledge! So we need to be connected to

a psychiatric team that could sort of supervise us.

Social support

According to several participants, seniors with multimorbidity
often live alone and need different kinds of social support,
including both instrumental and emotional support. Most
HCAs cited living alone and feeling lonely as reasons why
seniors might develop mental health problems like depres-
sion. Accordingly, some HCAs understood that their own
presence and work made a difference because they could
break up periods of loneliness simply by visiting a client and
providing support with practical everyday tasks. Other partici-
pants stated that it was difficult to provide support that could
improve mental health and that they needed greater knowledge
in this area, as well as more time for dialogue with clients, for
conversations that might help improve mental health:

I mean, okay, if they the clients now live at home [...] and
are healthy and have no mental problems [...] then we need
to have more time with them so that we can help them [...].

We do not have that time.
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Instrumental support entails practical actions that pro-
mote mental health, such as sitting down to chat over a cup
of coffee. It seemed especially important to many HCAs
that homebound seniors have an opportunity to leave their
home environment in order to increase their social contacts
or physical activity:

Thus, most people are alone [...] and it’s loneliness that
affects mental health, actually! They need this social part.
Through this social interaction [...] we can actually make
sure that they get to walk in the yard [...] to actually talk

[...] or we can drink coffee with them.

Another component of instrumental support was body
massage; still another was helping a client to contact a men-
tal health care provider when a senior expressed suicidal
thoughts or to contact a physician or nurse in primary health
care to evaluate a senior’s pharmacological treatment. Some
HCAs argued that polypharmacy was itself a reason why a
client’s mental health might be poor:

It’s rare that anyone looks at the patient and asks, “Do you
need all these drugs?” [...] or asks, “Can we stop some
medications?” [...]. It could also be, among those who
don’t feel so good or eat so well [...] that they don’t feel
good mentally just [...] because there is so much happen-

ing in the body.

Contacting a library to request a book and reading to
the senior from a newspaper were other actions that HCAs
reported could help avert loneliness and thus promote men-
tal health. The HCAs repeatedly mentioned that they had
no time for such social support because clients were rarely
granted support specifically meant to disrupt loneliness or
promote mental health. Even so, few HCAs said that they
could contact the responsible chief or CM to highlight the
senior’s need for social support or to suggest that the granted
support should be evaluated or that the senior needed other
assistance aimed at promoting mental health. Being granted
time for company during meals or for physical activities such
as walks and social daycare was a form of (rarely granted)
support that the HCAs said could improve mental health and
prevent depression. One participant indicated that it was often
difficult (though not impossible) to convince a client of the
importance of social activities:

They need to have confidence in the person [HCA] [...] so
we can help get them on the right path. And it’s the same

thing [...] the client goes to social daycare now: I tried to

convince her that it would be good for her, and it’s worked

out great.

Emotional support is another kind of social support that most
participants highlighted as a means of promoting mental health.
Several HCAs repeatedly stated that it was crucial to cultivate a
trustful relationship with the seniors and that this required time,
in combination with interpersonal skills such as perception and
the ability to listen actively and ask questions about what might
help the senior feel better more generally. HCAs indicated that it
was especially important to have the goal of decreasing clients’
feelings of loneliness and increasing their feelings of security
about home help services and their overall purpose:

The client can know that they’re not alone [...] there is
someone who cares about them [...] someone who will

help and whom they can turn to.

Several participants repeatedly stated that dialogue was
the most important way to improve mental health: the seniors
in focus needed professional partners in dialogue, such as
psychologists and social workers. Some HCAs highlighted
their own role as dialogue partners as a means of both detect-
ing mental health problems and promoting mental health:

So after you start talking to them [...] when they feel a little
bit calmer [...] you can see whether there’s a question mark,

something amiss that has to do with mental health.

The dialogues HCAs engaged in with their clients aimed to
identify a client’s state of mind so that the HCA could establish
trust and provide hope for the future. Even though the HCAs
seem to lack time to sit down for a conversation that could
promote mental health, some reported that such dialogues could
take place while HCAs were preparing food, cleaning, or walk-
ing outside with the client. The content of some such dialogues
seemed to center on joyful matters in the seniors’ lives, aiming
to distract them from anxiety or to decrease any sadness they
had expressed; others focused on helping the senior verbalize
current emotions. With this in mind, it seemed crucial that an
HCA talk in a relaxed way and that dialogue involve active lis-
tening and probing questions that show personal interest in the
senior’s expression of matters that troubled them. Such dialogue
could also lead to the detection of mental health issues:

And then other things may emerge, too [...] that they are
keeping within themselves. Because when you start talking
and start a conversation [...] one thing leads to another. Yes,

it could be [...] anything and that may be annoying, as they
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carry on [...] that’s hard. But then maybe it all comes out:
they may need to talk, speak about themselves [...] and feel

that there is somebody who listens.

Discussion
This study illuminated HCAs’ experiences caring for seniors
with multimorbidity and these care providers’ perspectives
on detecting mental health problems and promoting mental
health among these seniors. Participants related both positive
and negative experiences of addressing mental health among
homebound seniors, and their discussions indicate that they
were engaged in these matters. The primary results show
that the participants had encountered mental health problems
such as depression, anxiety, and difficulty sleeping among
seniors with multiple chronic conditions. Several participants
seemed to think that such mental health problems were to be
expected among most of their clients, especially those who
were living alone with somatic diseases and polypharmacy.
This perception may stem from participants’ experiences
caring for elderly people or from stereotyping beliefs about
aging and illnesses.** The HCAs mentioned causes, or risk
factors, that related first and foremost to multiple chronic
conditions, feelings of loneliness, and social isolation. Con-
cerning mental health and aging, a previous study reported
that community-dwelling seniors with multimorbidity stated
that mental health problems were considered a normal part
ofaging.”® Such a belief about the correlation between aging
and mental health problems cannot be considered accept-
able, for negative stereotypes of aging may translate into age
discrimination and further social exclusion and hence into
worsening mental and physical health.* On the other hand,
people’s positive attitudes toward and affirmative beliefs
about senior adults and aging appear to bolster seniors’
mental health.>

Above all, participants indicated that good personal
knowledge of a senior (and his or her medical history)
was the most important factor in HCAs’ ability to observe
changes in client behavior, including altered emotions that
could be warning signs of worsening mental health. Such
signs included negative feelings, alcohol abuse, not eating,
and not maintaining good personal hygiene. It was especially
important to participants that they have the ability to observe
the client’s home environment in order to evaluate the client’s
level of interest in keeping it tidy. Continuity among HCAs’
home visits was crucial if an HCA was to get to know a person
well and to fulfill the important prerequisite of evaluating
and comparing a senior’s condition from one visit to the
next. The HCAs especially highlighted that continuity of

care was essential to detecting mental health problems and
to addressing seniors’ condition if they stated that they no
longer had a desire to live. These findings should be com-
pared with those of a previous study showing that continuity
is important not only in detecting mental health issues but
continuity of care, knowledge, and staff competence are
also crucial to client satisfaction with the care older people
receive in their homes.”’

The HCAs were unsure whether the seniors in focus used
alcohol because they were depressed or became depressed
because of their alcohol consumption. HCAs apparently
needed to interpret and explain the cause-and-effect relation
in situations of alcohol abuse or self-medicating among this
group of seniors. These discussions align with a previous
study’s finding of a direct relationship between alcohol abuse
or dependence and major depression.’® Further, problems
with alcohol may lead to an increased risk of major depres-
sion, which can be explained according to a self-medication
model and by the fact that major depression may lead to
an increased risk of alcohol abuse or dependency.®® It is
therefore important that HCAs be provided with support
and supervision in managing clients with alcohol abuse or
dependency, since these clients may suffer from undetected
major depression. It should also be noted that many seniors
with multimorbidity are prescribed several drugs that may
interact with alcohol, so recognized alcohol abuse should
therefore be considered by the responsible physician and
DN in home health care. The evaluation of medical treat-
ment seems especially important among GPs, since these
physicians are the main prescribers of psychotropic drugs
to older people.”’

It appears that the HCAs compared various signs of
cognitive impairments and symptoms of dementia, depres-
sion, or psychosis. HCAs further reported that it was difficult
to separate cognitive impairments from the physical symp-
toms of some somatic diseases. Previous studies have shown
similar findings: numerous factors relate to psychogeriatric
symptomatology in elderly people with physical illnesses, '
and mental health in old age is particularly related to several
psychological, sociodemographic, and somatic factors, which
may explain the reason for the low rate of detection of mental
problems.®® Even though it is not HCAs’ primary responsi-
bility to detect mental health problems among their clients,
it is essential that these staffers’ day-to-day observations of
current symptoms, changed behavior, and suicidal thoughts
be taken into account when responsible health care profes-
sionals evaluate prescribed medication; doing so will provide
a broader perspective that will aid the responsible physician
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in diagnosing dementia or mental health problems such as
depression. However, continuous quality improvement in
home care can take place only if all the actors involved learn
from each other. HCAs’ personal knowledge about their
clients is vital because HCAs are the care providers closest
to the action taking place in a client’s home.*’

According to participants in this study, social support
constitutes an important mental health-promoting initiative
because social isolation and feelings of loneliness are well-
known causes of or risk factors for mental health problems
among these clients, who mostly live alone. In the data
analysis, two subcategories of social support emerged: instru-
mental support and emotional support. Instrumental support
related to practical tasks that the client once performed but
was now unable to without assistance (eg, the administration
of medicine). The HCAs’ suggestions regarding instrumental
support indicated that they thought it was crucial to break
clients’ social isolation and to increase their physical activity,
mainly through oversight, home visits, dialogue, social
daycare, and walking outdoors. However, some participants
reported that it was sometimes difficult to motivate clients
to participate in such social activities. According to the par-
ticipants, clients with mental health problems were rarely
granted assistance that included social support with the
goal of alleviating social isolation or of increasing physical
activity. These statements align with the findings of previous
studies that have highlighted the importance of existential
belonging, as well as the fact that seniors over age 65 with
mental disorders generally have no access to daily activity
centers in the community®'; people with mental health issues
struggle for social integration in the community.®* Other
researchers stress that older adults who receive home care
do not receive support for regular physical activity,> even
though it clearly benefits senior adults mentally and physi-
cally.*’” The emotional support that participants advocated in
the present study related primarily to dialogues that could
distract clients from negative and unwanted emotions or
change their mood; important components in such dialogues
are the HCAs’ active listening, asking questions to confirm
understanding, and demonstrating personal interest in the
clients. These dialogues, further, should have an unstructured
form without an explicit or conscious aim or objective. Our
finding should be compared to a previous systematic review
and synthesis of qualitative studies, indicating that to experi-
ence care as something positive, elderly persons need to be
acknowledged for who they are and feel appreciated, as well
as given the opportunity to contribute to their own decision-
making and maintain their relationships.* Ultimately, even

though the HCAs offered various suggestions on mental
health-promoting initiatives related to social support, it is
important that care providers understand what each client
values in life and how that client makes sense of changes
in his or her life situation.®® Further, staff members working
with mental health care in the community need to ensure
that clients with mental health issues also develop a sense of
belonging in the community by helping these clients grow
their social networks and achieve social integration.®

In contrast, although HCAs indicated that their tasks
were associated with CMs’ decision-making to organize the
delivery of granted home help services, participants rarely
contacted their CMs about needs assessment in situations of
declining mental health or about the need for social support
to improve a client’s mental health. According to chapter 5,
§5 of the Social Services Act (SFS 2001:453) [SOL], the
social board should ensure that older people receive good
housing and provide those who need it with support and
help in their homes, along with other easily accessible ser-
vices.?® Arguably, HCAs should be able to provide feedback
to the CMs who would assist them in evaluating the granted
support when a client’s personal needs have changed. Also
valuable would be scheduled time for HCAs to perform tasks
that constitute social support with the purpose of improving
mental health.

Another finding of the present study was that collabora-
tion between DNs and CMs was crucial. According to the
participants, a DN could transfer and respond to information
about a client’s behavior and emotions, as well as supervise
HCAs in managing clients with mental health problems.
From the HCAs’ perspective, a CM was in a position to
grant assignments in a way that increases the time HCAs
have for activities that promote mental health and facilitate
dialogue, such as increasing social and physical activities. The
participants expressed a need for collegiality and stressed the
importance of sharing the responsibility and decision-making
about client tasks based on the HCAs’ needs assessment. Col-
laboration and teamwork with health care professionals such
as DNs and social services personnel emerged as especially
crucial to transferring information about a client’s changed
behavior and emotions. According to several HCAs, there was
no forum through which HCAs, DNs, and CMs could discuss
issues or transfer and respond to information about a client.
In addition, communication among health care professionals
is important to improving health care among homebound
seniors with mental and behavioral conditions.®

Participants in the present study were uncertain whose
responsibility it was to promote mental health or to diagnose
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and treat mental health problems when they arise. This may
explain why participants in this study seemed uncertain about
whom they should contact first if a client’s mental health
deteriorated. These findings may also reflect the difficulties
the HCAs perceived in providing care and support to a
heterogeneous population of elderly people with multiple
chronic conditions; perhaps, that was why HCAs expressed a
desire for care coordination with actors such as DNs. This find-
ing aligns with previous research, highlighting the importance
of care coordination and health promotion among persons with
multimorbidity.*” Other researchers have stated that multidis-
ciplinary care is essential and should include the development
of'a comprehensive education system for all those involved in
caring for an aging population.*¢’ Several researchers have
suggested that interprofessional collaboration constitutes a
method of improving health because it involves a comprehen-
sive team of experts (both health care professionals and social
workers) who work collaboratively toward the shared goal of
treating a person with complex needs in the community.” "
Personal meetings with DNs may be useful when clients are
in poor health,”? and such arenas for collaboration increase
the opportunity for HCAs to receive supervision and to ask
questions about medical®* and mental health issues.
According to further findings in the present study, personal
resources appeared to be an important prerequisite for both
detecting mental health problems and promoting mental
health. Several HCAs repeatedly stated that they lacked
time for such assignments because they were responsible
for tasks related to household and personal care, and they
were constrained by the limited time allotted for these tasks:
those organizing the assistance in clients’ homes planned such
assignments to fit into specific time slots without allowing for
addition interpersonal interaction. Specifically, participants
lacked time for dialogue with clients through whom they
could assess how a client was feeling or adequately comfort
a sad client. This lack of time and the tight schedule may also
be the reason why some HCAs seemed to have distanced
themselves from clients in need of comfort or conversation
about their mental health. In these cases, HCAs may decide
to focus on the specific type of granted support they are
supposed to provide, such as cleaning, rather than becoming
attached to clients with whom they had little time to converse
and truly engage.? This finding about time aligns with the
findings in our previous study indicating that seniors with
multimorbidity preferred accessible interlocutors who had
time for conversations that could promote mental health.?
The perceived lack of time could also reflect that HCAs must
perform time-consuming tasks related to their delegated

responsibility for administering medication and other care
to several clients.*> However, since relationships with clients
were important to personal knowledge and were crucial in
detecting worsening mental health, HCAs may be caught
between different interests related to ethical challenges in
their granted assignments, including efforts to provide quality
care to several clients in one work shift.

In order to obtain a varied sample, the study initially
applied a convenience and purposive sampling technique.
However, we encountered challenges in recruiting enough
HCAs who had time for a focus group interview to assign a
moderate number of participants to each group. This resulted
in a convenience sample’” of mostly women of various ages
and levels of experience in home help services and in caring
for clients with multimorbidity. This may be both a weakness
and strength in the present study. One limitation consists
of the voluntary nature of study participation” and the fur-
ther risk that the most experienced HCAs in this area were
recruited. Focus group interviews were considered a suitable
method of data collection; a distinct feature of this method
is its group dynamics through social interaction, which may
facilitate participants’ elucidation and further exploration of
their perspectives on a specific topic.*® Given the limitations
in accessibility to more HCAs of both sexes, along with the
final sample size, the data include a fair amount of variation
in experience; thus, the generalizability increases. The inter-
view guide was designed specifically to give participants the
opportunity to discuss and share both negative and positive
experiences with their colleagues. This approach in data col-
lection was successful in eliciting both depth and breadth of
data. However, the findings cannot be generalized to other
types of staff in elder care, and conclusions must therefore be
drawn carefully, considering the participants’ context.

Conclusion

The results indicate that the HCAs had knowledge about
certain risk factors for mental health problems even though
they seemed insecure about which health professionals had
primary responsibility for their clients’ mental health. They
were often able to detect early signs of mental health prob-
lems even though good personal knowledge and continuity
in home visits were needed in order to do so. When it came
to mental health promotion, HCAs’ suggestions were related
to the goal of alleviating social isolation, decreasing feelings
of loneliness, and increasing physical activity. The study also
indicates that the HCAs seemed dependent on supervision
from DNs and on CMs’ decision-making about the granted
support; HCAs relied on these professionals to schedule
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assignments in a way that would facilitate the detection of
mental health problems and allow mental health promotion
among this population. The results reported here present
new knowledge about the opportunities and difficulties in
the work of promoting mental health faced by staffers who
meet clients on a regular basis. We suggest multidisciplinary
and interprofessional approaches as means of facilitating the
early detection of mental health problems and of increasing
HCASs’ competence in mental health promotion among their
clients.

Relevance to clinical practice

Taking advantage of — and not underestimating — HCAs’
experience and competence vis-a-vis a client’s behavior and
emotions is important because their observations may reflect
worsening mental health over time. Investments should there-
fore be made to provide HCAs with the tools and skills they
need to support clients with mental health problems and to
help them remain integrated in their communities.
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