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Abstract 

Background: The conceptualization of the home as a care environment and maintaining a high standard of care 
requires different professionals to collaborate. This study will explore collaborative practice in home care, needs and 
expectations of the stakeholders involved, and identify their roles and tasks. Secondly, it will investigate possible strat-
egies to improve home care management and, more particularly, optimize collaborative practice in home care.

Methods: The study will be conducted during three distinct consecutive phases, within a multiphase mixed-meth-
ods design. Phase 1 will use a quantitative approach in which a social network analysis will be conducted to have an 
overview of collaborative practice in home care in French-speaking Switzerland. Phases 2 and 3 will be qualitative and 
focus on three different situations involving different locations (rural and urban) and different home care functioning 
(home care provided by agencies and home care providing by independent caregivers). In each situation, semi-struc-
tured interviews will be conducted with home care recipients and their home caregivers. In phase 2, results of phase 
1’s network analysis will be discussed, such as roles, needs, and expectations of all stakeholders involved in home care. 
In phase 3, phase 2’s findings will be discussed and strategies to improve home care and to optimize collaborative 
practice will be explored.

Discussion: Over the past years, home care has grown considerably. Therefore, more and more different caregivers 
are involved in the recipients’ homes. Since optimal coordination between these different caregivers is a prerequisite 
for quality and safe care, it is essential to investigate the existing collaborative practice and how it is functioning. This 
study will provide knowledge on roles, needs and expectations of different caregivers involved in home care. It will 
also allow for strategies to optimize collaborative practice and thus ensure comprehensive care for recipients. Finally, 
it will serve as a basis for future studies that can be conducted to address identified needs.
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Background
Europe’s elderly population has been increasing for 
several decades and projections show that this phe-
nomenon continues in the future [1]. In Switzerland, in 

2020, life expectancy at birth was 85.1 years for women 
and 81.0 years for men [2], of which 71.7 and 70.7 years 
should be lived in relatively healthy conditions, respec-
tively [3]. Although people now in general live longer and 
in better health than a few decades ago, there has been 
a significant increase in the prevalence of chronic and 
degenerative diseases over the age of 65 [4, 5]. In Swit-
zerland, about half of all people aged 55 years and over 
and two thirds of those aged 75 years and over live with 
at least one chronic disease [6]. Of the very old suffering 
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from chronic diseases, around half have two or more 
chronic diseases, defined as multimorbidity [6]. The latter 
is particularly responsible for functional decline and disa-
bility [7–9]. In this context, the number of complex cases 
to be managed has increased [10]. Due to the continuing 
demographic transition, the number of dependent older 
adults [OA] requiring long-term care is expected to rise 
further in the coming years [11].

Efficiently and effectively addressing the rise of chronic 
diseases and multimorbidity is one of the major chal-
lenges facing Switzerland’s health system [12]. One solu-
tion for coping with this development and addressing 
patients’ long-term care needs requires a shift from hos-
pitalized / institutionalized rehabilitation to home care 
[HC] [13].

The literature documents different definitions of HC 
depending on the study, country, or researchers. This 
study adopts the definition of WHO Europe, which states 
that “home care can be conceived of as any care provided 
behind someone’s front door or, more generally, referring 
to services enabling people to stay living in their home 
environment” [14].

With an ageing population and more patients diag-
nosed with multiple chronic conditions, HC’s importance 
is evolving. HC has expanded significantly in Europe in 
recent years [15]. To illustrate the Swiss situation, the 
number of people aged 65 and over receiving HC services 
in Switzerland increased from almost 122,000 in 2007 to 
over 245,000 in 2020 [16]. In 2019, people aged 80 and 
over received an average of 76 h of professional HC per 
year, or 1  h 28  min of HC per week [17]. This develop-
ment of HC is not unexpected in view of its many advan-
tages. First, patient care occurs in a familiar setting. Most 
OAs needing moderate care over the long term want to 
be treated in the reassuring environment of their home 
[18]. In addition, HC is often a good alternative to hospi-
talization, as the literature demonstrates that this is not 
always well tolerated, even leading to hospital-related 
disability [19–22]. This has been shown to be the case for 
some COPD patients [23], OA stroke patients [24], and 
patients with acute decompensatory heart failure [25].

Finally, HC makes sense from an economic perspective 
for the health system. Gonzalez-Jaramillo et  al. showed 
that in addition to reducing the number and duration of 
hospital visits, and thus, clearly, hospitalization costs, HC 
reduced overall health care costs in both oncological and 
non-oncological patients [26]. Di Pollina et  al. reported 
that integrated HC reduces unnecessary hospitalizations 
and emergency visits among frail elderly patients [27]. 
Wong et  al. reported that a home-based palliative care 
program was a more cost-effective option than usual pal-
liative care for people with heart failure [28], and Cartoni 
et  al. found similar results, reporting that palliative HC 

costs were lower than hospital care costs for patients 
with hematological malignancies [29].

The significant development of HC in recent years has 
been accompanied by an evolution in its meaning [30]. 
Professional or policy perspectives generally dominate 
thinking about HC, meaning that its operational aspects 
are emphasized [31]. In contrast, the definition of HC 
preferred by patients and formal and informal caregivers 
focuses on broader aspects of life, like emotional needs, 
quality of life, and autonomy [31]. This more holistic 
approach has gained traction in recent years [31–33], 
particularly patient-centered care approaches [34, 35] 
based on each patient’s individual needs [36], including 
a consideration of the emotional, psychosocial, environ-
mental, and cultural aspects of HC [31]. The develop-
ment of HC has also been accompanied by an increase 
in the number of professionals involved. Today more and 
more stakeholders, with various roles, are active in HC, 
resulting in the parallel development of the concepts of 
collaborative practice, patient preferences, and care man-
agement. In addition, information, and communication 
technologies [37–39] have further influenced HC and 
now offer solutions facilitating care delivery, collabora-
tive practice, and training of future professionals.

Coordination and collaboration between different 
stakeholders intervening in recipients’ homes is a fun-
damental element of HC’s evolution [40–45]. A recent 
scoping review highlighted that interaction and com-
munication between health care professionals were key 
factors in optimizing HC [46]. Transparent, flexible com-
munication and collaboration between professionals, but 
also between professionals and care recipients and their 
families, seem to be necessary ingredients for successful 
HC [47]. Research has shown that collaborative practice 
(when different health professionals work with a patient, 
family, caregivers and the broader health care commu-
nity) in particular can improve health outcomes for peo-
ple with chronic diseases, improve overall patient care, 
and increase patient and caregiver satisfaction [48].

However, achieving good coordination, collaboration, 
and communication between home caregivers [HCGs] 
with different care cultures (including different profes-
sions) remains a challenge—a challenge that is even 
greater when it involves treating complex cases with 
multiple pathologies requiring interventions by several 
HCGs [10, 49, 50].

The difficulty of coordination and collaborative practice 
might even be more important between HCGs working 
independently and not employed by HC agencies. One 
literature review identified the lack of coordination exist-
ing in various European countries when different types of 
HCGs cared for the same patient in their home [51]. In 
Switzerland, a study of palliative HC even reported that 
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coordination between services and collaborative practice 
between specialists and general practitioners were poorly 
developed [52]. One of the elements that may create ten-
sions and hinder communication and collaborative prac-
tice between different stakeholders is their lack of mutual 
knowledge or misunderstandings about each other’s vari-
ous professional roles, especially because these have con-
stantly progressed and evolved during the last decade. Yet 
a clear understanding of each professional’s role in HC 
management and an in-depth knowledge of their skills 
from all sides, is fundamental to reinforcing existing col-
laborative practice and establishing new collaborations 
that will enhance best practices in optimal HC manage-
ment [46]. In its charter on collaboration between health 
professionals, the Swiss Academy of Biomedical Sciences 
has highlighted the importance of clarifying competen-
cies and responsibilities to ensure optimal patient-cen-
tered care, especially among health professionals working 
in the same organization [53].

Since new types of HCGs are now being incorporated 
in a field which was previously predominated by nurses 
and occupational therapists, it has become relevant to 
define everybody’s role as to optimize existing and future 
collaborative practices and discover potential missing 
elements. Define specific needs and explore possible 
strategies for improving patient-centered HC manage-
ment and particularly for optimizing collaborative prac-
tice are essential conditions for improving HC, which has 
been little studied so far [51].

Thus, our study aims to: (1) explore existing collabo-
rative HC practice in French-speaking Switzerland at 
the micro level (level that directly concerns patients 
and interactions with them [54]), including HCGs not 
employed by agencies; (2) explore and identify the roles 
of various HCGs (whether employed by agencies or not) 
around specific HC recipients in French-speaking Swit-
zerland; (3) identify needs and expectations of all the 
HCGs and stakeholders in HC (including recipients) to 
create a clear vision of future optimal HC management; 
and (4) identify strategies to improve HC management 
and, particularly, to optimize collaborative practice.

Method
Theoretical framework
The study will be guided by the concepts and approaches 
of “patient-centered care” and “collaborative prac-
tice”, with investigations supported by “social network 
analysis”.

– The Institute of Medicine defines the patient-
centered care approach as “providing care that is 
respectful of and responsive to individual patient 

preferences, needs, and values and ensuring that 
patient values guide all clinical decisions” (p. 40) [36].

– Collaborative practice in HC is “when multiple health 
workers from different professional backgrounds 
provide comprehensive services by working with 
patients, their families, carers and communities to 
deliver the highest quality of care across settings” 
[48].

– Social network analysis is an approach that creates 
representations of the links between various actors, 
and it considers that how those links are configured 
has consequences for the people involved [55]. One 
the approach’s characteristics is that the network 
analyzed is represented graphically [55]. Different 
variables are represented by nodes and their relation-
ships by lines connecting those nodes [56]. In our 
study, we will represent HCGs with nodes and the 
collaborations between them with lines (see Fig. 1).

Design
We will conduct a multiphase mixed-methods study with 
a research design focused on research questions requir-
ing both quantitative and qualitative methods and data 
collection. The added value of combining both datasets 
will strengthen our interpretation of them [57–59]. This 
type of design is particularly appropriate to our research 
objectives. Indeed, our first objective focuses on the 
micro level of HC—(1) exploring existing collabora-
tive HC practice in Switzerland by including the HCGs 
not employed by agencies—will require the collection 
of quantitative data to provide an overview of existing 

Fig. 1 Example of a network (line thicknesses are proportional to the 
frequency of collaborations and node sizes are proportional to the 
HCG’s number of collaborations)
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collaborative practice in HC in French-speaking Swit-
zerland. Our other objectives—(2) exploring and iden-
tifying the roles of various HCGs, (3) identifying needs 
and expectations of all stakeholders, and (4) identifying 
strategies to improve HC management and, particularly, 
optimizing collaborative practice—will require a qualita-
tive approach to enable us to explore these questions in 
depth, but fully interpreting and answering the research 
questions will mean combining qualitative and quantita-
tive data.

The study will be conducted in three distinct con-
secutive phases [58]. This multi-phase design allows for 
a better and growing understanding of a phenomenon 
through the different research phases combining the 
sequential collection of quantitative and qualitative data 
[60]. The data integration process will follow a formally 
designed analytical plan [58] in which the analyzed quan-
titative data will form the basis of the information used in 
our qualitative research methods.

The study’s three phases are represented in Fig.  2. In 
phase 1 (quantitative phase), a social network analysis 
[55] will give us an overview of collaborative practice in 
HC in French-speaking Switzerland. After completion, 
phase 2 (qualitative phase) will focus on investigating 
three different situations (A, B, and C) involving various 
locations (rural and urban) and HC functioning (HCGs 
employed by agencies and working independently). 
In each situation, we will conduct a semi-structured 

interview with a participating HC recipient and a semi-
structured interview with each of their HCGs. This phase 
aims to discuss the results of phase 1’s network analysis 
and provide more detailed information about existing 
collaborative practice. The roles, needs, and expecta-
tions of stakeholders involved in HC will also be dis-
cussed. Phase 3 (qualitative phase) will also consist of 
semi-structured interviews with the same participants as 
in phase 2. The aims will be to discuss phase 2’s findings 
and to explore strategies to improve HC and, particularly, 
to optimize collaborative practice. We opted for semi-
structured interviews rather than focus groups in order 
to avoid any self-censorship or conforming to majority 
opinions [61].

Study settings
This study will be conducted between January 2023 and 
December 2024. As Switzerland is a confederation of 26 
cantons that organize HC differently, striving for a com-
prehensive national overview and highlighting each can-
ton’s specificities would be infeasible in this relatively 
small study. We thus decided to focus on French-speak-
ing Switzerland (composed of 7 cantons) in phase 1 and 
then narrow the scope for phases 2 and 3 to ensure local 
support and partnerships. These two phases will inves-
tigate three different situations regarding the context in 
complementary environments (A, B, and C), which will 
provide a relatively broad overview of the HC situation in 

NETWORK ANALYSIS REPRESENTING COLLABORATIONS IN HOME CARE 

PHASE 1

Type of data: quantitative (collected through online 
questionnaires)

Participants: agency-employed and independent 
health professionals working in home care in French-
speaking Switzerland

Aim: create an overview of the collaborations in HC

Endpoints: types of HCGs and number and 
frequency of collaborations between HCGs in 
French-speaking Switzerland

INFORMATION ABOUT EXISTING COLLABORATIONS, ROLES, NEEDS, AND EXPECTATIONS 
FROM THE STAKEHOLDERS INVOLVED IN HOME CARE 

PHASE 2

Type of data: qualitative (collected through semi-
structured interviews)

Participants:
Situation A: an HC recipient (managed by the 
Neuchâtel Pulmonary League) and their HCG 
Situation B: an HC recipient (managed by IMAD 
Geneva) and their HCG
Situation C: an HC recipient (managed by 
independent HCGs) and their HCGs

Aim: gather detailed information and understanding 
about collaborative practice, roles, needs, and 
expectations from all the stakeholders involved in 
HC

Endpoints: reflections on the results from phase 1 
and participants’ experiences with collaborative 
practice, roles, needs, and expectations related to 
HC 

RESEARCH INTO STRATEGIES TO IMPROVE 
HOME CARE WITH A PARTICULAR FOCUS ON 
COLLABORATIONS

PHASE 3

Type of data: qualitative (collected through semi-
structured interviews)

Participants: same HC recipients and HCGs as 
phase 2

Aim: explore strategies to improve HC and, 
particularly, to optimize collaborative practice

Endpoints: reflections on the results of phase 2 and 
participants’ suggestions and recommandations on 
strategies to improve HC and, particularly, to optimize 
collaborative practice in HC

PHASE 1: January to May 2023                                        PHASE 2: June to December 2023              PHASE 3: January 2023 to August 2024                

Fig. 2 Study overview
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French-speaking Switzerland. Situation A will examine a 
HC case in a rural canton run by a HC agency. Situation 
B will examine a HC case in an urban canton run by a HC 
agency. Situation C will examine a HC case managed by 
independent HCGs (not managed by agencies) in a can-
ton of French-speaking Switzerland.

Participants and recruitment
In phase 1, we will establish a list of the HC agencies and 
independent HCGs working in French-speaking Swit-
zerland, mainly through internet research. Contacts will 
be made with HC agencies in our selected focus can-
tons. Additionally, independent HCGs will be identified 
through the websites belonging to professional associa-
tions (e.g., Switzerland’s national associations for nurses, 
occupational therapists, physiotherapists, or dieticians) 
and associations of independent HCGs (e.g., associations 
of independent nurses, psychologists, physiotherapists, 
or GPs). We will also use our professional network to 
recruit the required participants. In February 2023, we 
will invite all the identified agencies to collaborate with 
the study and disseminate an internet link to our online 
questionnaire to their employees and any independent 
HCGs with whom they cooperate. We also will send an 
email invitation with the link to an online questionnaire 
developed for this purpose to all the independent HCGs 
identified. The aim is to include as many HCGs as pos-
sible in French-speaking Switzerland. In order to have 
relevant results, we would like to include a variety of dif-
ferent HC professionals dealing with a sample of at least 
40 participating HCGs, in line with what is reported in 
the literature [62].

In phase 2, volunteers will be purposefully sampled [61] 
to ensure a broad diversity of participants (agency and 
independent HCGs; HCGs and HC recipients from one 
rural and one urban canton). This type of sampling is fre-
quently used in the methodological approaches for quali-
tative [61] and mixed-methods [60] research to obtain 
of the needed information from heterogeneous popula-
tions [61, 63]. It allows for the selection of participants 
who have very particular experiences related to the topic 
of interest [60]. Recruitment and data collection will pro-
ceed concurrently until data saturation is reached, i.e., no 
new information seems to be retrieved. This is a proce-
dure frequently used in qualitative methods [64, 65]. At 
this stage, therefore, we cannot specify how many par-
ticipants will be included in phases 2 and 3 since this will 
depend on the data collected [64].

For situation A, we will collaborate with the Neuchâ-
tel Pulmonary League and invite agency employees to 
describe an emblematic situation (i.e., a real-life typical 
situation that required the intervention of multiple dif-
ferent HCGs). We will then ask for permission to contact 

the HC recipient and all the HCGs who were involved 
in that specific HC situation, explain the study’s aim to 
them, and invite them to participate in a semi-structured 
interview. We will proceed in the same way for situation 
B, but in collaboration with the IMAD. For the situations 
A and B, we will invite HC recipients cared for by a HC 
agency, but who, if possible, also receive some HC from 
independent HCGs. For situation C, we will collaborate 
with independent HCGs to invite an HC recipient and all 
the independent HCGs involved in this specific case. To 
do this, we will contact HCGs from whom we obtained 
contact information during phase 1, explain phase 2 
and 3’s aims, and invite them to contact us if they were 
involved in caring for a specific recipient who could be 
invited to participate in the study for situation C. In each 
situation, if the participating HC recipient also receives 
care from informal HCGs, they too will be invited for 
participation in the study. In cases where several informal 
HCGs provide care to the participating HC recipient, all 
of them will be invited for participation and interviewed 
when agreed.

In phase 3, we will interview the same participants as 
in phase 2. The number of participants in phases 2 and 3 
will depend on the number of HCGs involved in the dif-
ferent cases. To facilitate recruitment for HCGs regard-
ing their time spent assisting the study, participants in 
phases 2 and 3 will be compensated with CHF 50 per 
hour of interview.

Data tools
To generate our network analysis, an online question-
naire will be created using REDCap software [66] and 
containing the following two multiple-choice questions 
developed by the research team to address phase 1’s aims: 
(1) Which other HCGs do you collaborate with when car-
ing for recipients at home? (2) How often do you collabo-
rate with each of those HCGs? In addition, at the start of 
the questionnaire, participants will be asked to provide 
demographics like gender, age, profession, and how long 
they have been working in HC. Before starting data col-
lection, the online questionnaire will be tested among a 
small number of HCGs not involved in the research team 
and it will be adapted if necessary.

The online questionnaire’s results will allow us to rep-
resent existing collaborations and their frequency via a 
node-and-spoke diagram as shown in Fig. 1.

In phase 2’s semi-structured interviews, participants 
will be invited to state their age, occupation and how long 
they have been working in HC. Phase 1’s results will be 
discussed with the participants and a diagram represent-
ing all collaborations in French-speaking Switzerland 
will be shown. Different questions regarding collabora-
tions, roles, needs and expectations will then be asked to 
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the participants (see interview guide in Additional file 1: 
Appendix I).

The same topics will be discussed in each interview 
with HC recipients, but some questions will be adapted 
to their situation and perspective. This will also be the 
approach used in interviews with the informal HCGs 
included in the study.

Before starting the interviews, the interview guide will 
be tested with a small number of HCGs not involved in 
the research team and it will be adapted if necessary.

Phase 3’s semi-structured interviews will involve the 
same participants as phase 2. Phase 2’s outcomes—the 
findings from situations A, B, and C—will be discussed 
with them, and then we will ask about their opinions 
concerning each situation and whether the findings rep-
resent their daily activities and why. Phase 3’s interview 
guide will be developed using phase 2’s findings after 
those qualitative data have been analyzed.

Finally, during phase 3, participants will be questioned 
about their ideas and proposals for optimizing HC, with a 
particular focus on collaborative practice. As the content 
of these discussions will depend on phase 2’s outcomes, 
they will also be developed once the qualitative data from 
phase 2 have been analyzed.

Data collection
In phase 1, we will send an email with a link to the online 
questionnaire to all persons on the list mentioned above. 
Phase 2’s data collection will only start once all the phase 
1 data have been analyzed and interpreted. In phase 2, 
we will conduct semi-structured interviews concerning 
situations A, B, and C with all the HCGs and HC recipi-
ents involved in them. All interviews will be conducted 
and audio-recorded by a member of the research team. 
Phase 3 data collection will only start once all the data 
from phase 2 have been analyzed and interpreted. Phase 
3 will involve semi-structured interviews with the same 
participants as for phase 2, conducted and recorded by 
the same team. For each phase, data will only be collected 
after participants have been given the appropriate study 
information and have provided their written informed 
consent in return.

Data processing and analysis
Part of the evaluation of phase 1 (quantitative data col-
lected through online questionnaires) will involve a net-
work analysis. The online questionnaire’s results will 
be inserted into an Excel file, where a “1” will indicate a 
connection between two HCGs and a “0” will indicate 
no connection. These data will then be imported into R 
software [67], which will allow us to create the graphi-
cal representation of the network as well as the different 

measures related to it [68]. A strategy and an analysis 
plan will be developed and detailed with a biostatistician.

Phase 2 and 3’s audio-recordings (qualitative data) will 
be transcribed verbatim. We will then perform an open 
coding of the transcripts to express their meaning [61]. 
A thematic analysis will be made to identify, analyze, and 
report on the themes emerging from the data [69]. This 
will follow the steps described by Braun and Clarke [69]: 
familiarization with data, generation of codes, identifi-
cation of themes, verification of themes, definition and 
naming from themes, and writing a report.

Reliability/Credibility
To ensure the credibility of the qualitative component’s 
findings, interview responses will be coded. There will 
be a verification that no information is getting lost. In 
addition, some parts of the interviews will be coded by 
another researcher so that there can be a discussion 
between researchers about the selection of appropriate 
codes.

Validity/Trustworthiness
To ensure the validity of the qualitative component’s 
findings, the data collection process, the context, and 
how the interviews were conducted will be described in 
detail. To ensure the trustworthiness of the qualitative 
data, interviews will be audio-recorded, transcribed in a 
standardized manner, and then compared with the audio-
recording afterwards.

Discussion
Over the past few decades, demographic evolution has 
provoked a shift from hospitalized care towards HC. 
This evolution has been accompanied by the fact that 
new types of HCGs are now intervening in a field which 
was in the past predominated by nurses and occupa-
tional therapists. In this context, identify the roles of each 
is very pertinent, as is the way they perceive their roles 
and how they collaborate. We are convinced that an in-
depth examination of each professional’s skills and roles 
is fundamental to reinforcing existing collaborative prac-
tice and to establishing new collaborations that will lead 
to improvements in the quality of HC management and 
provision.

Thanks to an analysis of existing collaborations, the 
roles but also the expectations of HGGs and HC recipi-
ents can be illustrated to obtain a good overview of the 
functioning of collaborative practice in HC in French-
speaking Switzerland. This will enable recommendations 
so that possible means can be implemented to meet the 
expectations of those concerned. Moreover, thanks to the 
last phase of the study (qualitative phase exploring strate-
gies), HCGs and HC recipients themselves will be able to 
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directly reflect on potential solutions to improve collabo-
rative practice and thus the quality of care.

Although this study is limited to French-speaking Swit-
zerland, the results will provide an opportunity for reflec-
tion that also will benefit other regions of Switzerland. 
Furthermore, to obtain a complete overview of the func-
tioning of collaborative practice in HC in Switzerland, it 
would be relevant that the same study be conducted in 
the other regions of Switzerland in the near future.

In addition, the present study will be a starting point 
for new projects aiming to establish and test actions to 
enhance communication and collaborative practice in 
HC, and ultimately to improve the quality of care. More-
over, our study’s findings will allow to highlight which 
elements related to the collaborations between the dif-
ferent HC stakeholders need to be optimized. They will, 
therefore, serve as a basis for developing further studies 
meeting these specific needs. Furthermore, our results 
will provide the basis for upcoming interprofessional 
projects planned in the field of HC and health promotion.

Finally, this study’s findings will be an excellent com-
plement to the study by Möckli et al. [70], which will be 
carried out in Switzerland at the national level. These 
authors will focus on the interactions between the 
macro-, meso-, and micro-factors in care coordination 
by collecting data from HC agencies [70]. They also plan 
to explore care coordination’s associations with the qual-
ity of care [70]. Good coordination seems to be essential 
for quality HC [40], so a more detailed analysis of current 
formal and informal collaborative practice at the micro 
level is essential. That level directly concerns patients 
and interactions with them [54], integrating not only the 
HCGs hired by home care agencies but also independent 
HCGs. However, independent or free-lance HCGs not 
employed by HC agencies will not be included in Möckli 
et al.’s study [70]. Our study, which focuses on both HCGs 
employed by agencies and HCGs working independently 
will therefore be of necessary complementary value in 
exploring and evaluating the strengths and limitations of 
HC in Switzerland, next to their research. Results of these 
two complementary studies will provide recommenda-
tions for the development of a Swiss collaborative inter-
professional model for HC.

Conclusion
Home care is an evolving field in which many different 
professionals are involved to provide the best possible 
care to patients. Good communication and collabora-
tion between all the stakeholders involved is an essen-
tial condition to provide quality care. In Switzerland, 
however, there is a lack of data on how these collabora-
tions are currently functioning. The results of our study 

will allow to collect relevant information on current 
collaborative practice in home care in French-speaking 
Switzerland, but also to explore the roles and expecta-
tions of each of the concerned stakeholders. It also will 
enable to propose recommendations and strategies to 
optimize collaborative practice in home care. Finally, it 
will serve as a basis for future studies that can be con-
ducted to address the identified needs.

Abbreviations
HC: Home care; OA: Older adults; HCG: Home care giver.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12913- 022- 08548-4.

Additional file 1: Appendix I . Interview guide.

Acknowledgements
Not applicable.

Authors’ contributions
C.S. participated in the definition of the objectives and the method, under 
the supervision of L.A. and all co-authors. She then wrote the protocol and 
integrated co-authors’ suggestions into it. C. B. contributed to the definition 
of the objectives and the development of the research method. She reviewed 
the different drafts of the protocol and approved the final version. H. V. partici-
pated in the development of the protocol, reviewed it, and approved the final 
version. R.B. provided general advice on the protocol, reviewed drafts, and 
approved the final version. L.A. led the development process for the whole 
protocol. She led the reflections on the objectives and method, reviewed the 
manuscript drafts, and approved the final version.

Funding
The development of this protocol was supported by the HES-SO Valais-Wallis. 
The study will be funded by the Health Research and Impulse Fund of the 
HES-SO (internal HES-SO fund with an editorial board). Before being accepted, 
the protocol was submitted to a peer review process. Three reviewers read the 
draft and then asked for clarifications and adaptations. After being adapted, 
the protocol was resubmitted to the reviewers and accepted for funding.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
A request for clarification was made to the ethics commission (CER-VD) in 
April 2022. The latter confirmed that the study did not fall under the purview 
of the Swiss Federal Human Research Act (LRH). The study will be carried out 
in accordance with Swiss legislation, the Declaration of Helsinki [71], and Good 
Clinical Practice guidelines. At each stage in the study, all the participants will 
be appropriately informed about its progression, and their data will only be 
collected after they have signed a consent document. Every person participat-
ing in the study will receive a study ID and all data will be processed based on 
a coded datafile. A linkage file with the study ID will be kept on a secure server 
at the HES-SO Valais-Wallis and will only be accessible to some listed members 
of the research group.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

https://doi.org/10.1186/s12913-022-08548-4
https://doi.org/10.1186/s12913-022-08548-4


Page 8 of 9Schorderet et al. BMC Health Services Research         (2022) 22:1174 

Author details
1 School of Health Sciences, HES-SO Valais-Wallis, University of Applied Sci-
ences and Arts Western Switzerland, Valais, Sion, Switzerland. 2 Department 
of Epidemiology, Care and Public Health Research Institute (CAPHRI), Maas-
tricht University, Maastricht, Netherlands. 3 The Sense, Innovation & Research 
Center, Sion, Switzerland. 4 Service of Old Age Psychiatry, Lausanne University 
Hospital, Lausanne, Switzerland. 5 Department of Medicine, University Hospi-
tals of Geneva and University of Geneva, Geneva, Switzerland. 

Received: 19 August 2022   Accepted: 8 September 2022

References
 1. Eurostat. Population structure and ageing - Statistics Explained 2021 

[9.11.21]. Available from: https:// ec. europa. eu/ euros tat/ stati stics- expla 
ined/ index. php? title= Popul ation_ struc ture_ and_ ageing.

 2. Office fédéral de la statistique. Espérance de vie Neuchâtel, Suisse: Office 
féréral de la statistique; 2020 [1.2.22]. Available from: https:// www. bfs. 
admin. ch/ bfs/ fr/ home/ stati stiqu es/ popul ation/ naiss ances- deces/ esper 
ance- vie. html.

 3. Office fédéral de la statistique. Espérance de vie en bonne santé Neu-
châtel, Suisse: Office fédérale de la statistique; 2020 [5.1.22]. Available 
from: https:// www. bfs. admin. ch/ bfs/ fr/ home/ stati stiqu es/ popul ation/ 
migra tion- integ ration/ indic ateurs- integ ration/ indic ateurs/ esper ance- vie- 
bonne- sante. html.

 4. Bachmann N, Burla L, Kohler D. La santé en Suisse – Le point sur les 
maladies chroniques. Rapport national sur la santé 2015. Neuchâtel, 
Switzerland: Observatoire suisse de la santé; 2015.

 5. Monod-Zorzi S, Seematter-Bagnoud L, Büla C, Pellegrini S, Jaccard Ruedin 
H. Maladies chroniques et dépendance fonctionnelle des personnes 
âgées. Données épidémiologiques et économiques de la littérature. 
Neuchâtel, Switzerland: Swiss Health Observatory; 2007.

 6. Höglinger MS, Seiler S, Ehrler F, Maurer J. Gesundheit der älteren Bev-
ölkerung in der Schweiz - Eine Studie basierend auf Daten des Survey 
of Health, Ageing and Retirement in Europe (SHARE) im Auftrag des 
Bundesamts für Gesundheit. 2019.

 7. Loza E, Jover JA, Rodriguez L, Carmona L, Group ES. Multimorbidity: 
prevalence, effect on quality of life and daily functioning, and variation 
of this effect when one condition is a rheumatic disease. Semin Arthritis 
Rheum. 2009;38(4):312-9.

 8. Marengoni A, Von Strauss E, Rizzuto D, Winblad B, Fratiglioni L. The impact 
of chronic multimorbidity and disability on functional decline and 
survival in elderly persons. A community-based, longitudinal study. J Int 
Med. 2009;265(2):288–95.

 9. St John PD, Tyas SL, Menec V, Tate R, Griffith L. Multimorbidity predicts 
functional decline in community-dwelling older adults: prospective 
cohort study. Can Fam Physician. 2019;65(2):e56–63.

 10. Waldvogel FA, Perone N, Schusselé-Fillietaz S, Balavoine J-F. Les malades 
complexes : de la théorie des systèmes complexes à une prise en charge 
holistique et intégrée. Rev Med Suisse. 2012;12:1022–4.

 11. Lafortune G, Balestat G. Trends in severe disability among elderly people: 
assessing the evidence in 12 OECD countries and the future implications. 
2007.

 12. Office fédéral de la santé publique (OFSP). Politique de la santé: stratégie 
du Conseil fédéral 2020–2030. Berne: OFSP; 2019.

 13. De Vliegher K, Aertgeerts B, Declercq A, Milisen K, Sermeus W, Moons P. 
Shifting care from hospital to home: a qualitative study. Primary Health 
Care. 2015;25(9):26-33.

 14. Genet N, Boerma W, Kroneman M, Hutchinson A, Saltman RB, World 
Health Organization. Home care across Europe: current structure and 
future challenges. UK: World Health Organization. Regional Office for 
Europe; 2012.

 15. Kristinsdottir IV, Jonsson PV, Hjaltadottir I, Bjornsdottir K. Changes in 
home care clients’ characteristics and home care in five European coun-
tries from 2001 to 2014: comparison based on InterRAI - Home Care data. 
BMC Health Serv Res. 2021;21(1):1177.

 16. Observatoire suisse de la santé. Recours aux soins à domicile [15.12.21]. 
Available from: https:// ind. obsan. admin. ch/ fr/ indic ator/ obsan/ recou rs- 
aux- soins-a- domic ile.

 17. Office fédéral de la statistique. Communiqué de presse - EMS ou soins 
à domicile pour 44% des 80 ans et plus. Neuchâtel, Switzerland: Office 
fédéral de la statistique; 2020.

 18 Lehnert T, Heuchert MAX, Hussain K, König HH. Stated preferences for 
long-term care: a literature review. Ageing Soc. 2018;39(9):1873–913.

 19. Boyd CM, Ricks M, Fried LP, Guralnik JM, Xue QL, Xia J, et al. Functional 
decline and recovery of activities of daily living in hospitalized, disabled 
older women: the Women’s Health and Aging Study I. J Am Geriatr Soc. 
2009;57(10):1757–66.

 20. Sager MA, Franke T, Inouye SK, Landefeld CS, Morgan TM, Rudberg MA, 
et al. Functional Outcomes of Acute Medical Illness and Hospitalization in 
Older Persons. Arch Intern Med. 1996;156:645–52.

 21. D’Ambruoso S, Cadogan M. Recognizing hospital-acquired disability 
among older adults. J Gerontol Nurs. 2012;38(12):12–5.

 22 Loyd C, Markland AD, Zhang Y, Fowler M, Harper S, Wright NC, et al. Preva-
lence of hospital-associated disability in older adults: a meta-analysis. J 
Am Med Dir Assoc. 2020;21(4):455-61.e5.

 23. Ringbaek TJ, Eriksen N, Vestbo J. [Assisted home care of patients with 
exacerbation of chronic obstructive pulmonary disease. Earlier discharge 
to treatment, monitoring and care at home led by a respiratory nurse]. 
Ugeskr Laeger. 2003;165(20):2091–5.

 24. Ricauda NA, Bo M, Molaschi M, Massaia M, Salerno D, Amati D, et al. Home 
hospitalization service for acute uncomplicated first ischemic stroke in 
elderly patients: a randomized trial. J Am Geriatr Soc. 2004;52(2):278–83.

 25. Voudris KV, Silver MA. Home Hospitalization for Acute Decompensated 
Heart Failure: Opportunities and Strategies for Improved Health Out-
comes. Healthcare. 2018;6(2):31.

 26. Gonzalez-Jaramillo V, Fuhrer V, Gonzalez-Jaramillo N, Kopp-Heim D, Eych-
muller S, Maessen M. Impact of home-based palliative care on health 
care costs and hospital use: a systematic review. Palliat Support Care. 
2021;19(4):474-87.

 27. Di Pollina L, Guessous I, Petoud V, Combescure C, Buchs B, Schaller P, 
et al. Integrated care at home reduces unnecessary hospitalizations of 
community-dwelling frail older adults: a prospective controlled trial. BMC 
Geriatr. 2017;17(1):53.

 28. Wong FKY, So C, Ng AYM, Lam PT, Ng JSC, Ng NHY, et al. Cost-effective-
ness of a transitional home-based palliative care program for patients 
with end-stage heart failure. Palliat Med. 2018;32(2):476–84.

 29. Cartoni C, Breccia M, Giesinger JM, Baldacci E, Carmosino I, Annechini 
G, et al. Early Palliative Home Care versus Hospital Care for Patients with 
Hematologic Malignancies: A Cost-Effectiveness Study. J Palliat Med. 
2021;24(6):887–93.

 30. Leff B, Burton JR. The future history of home care and physician 
house calls in the United States. J Gerontol A Biol Sci Med Sci. 
2001;56(10):M603–8.

 31. Keeling D. Homecare user needs from the perspective of the patient and 
carers: a review. Smart Homecare Technology and TeleHealth. 2014.

 32. Nilsen ER, Söderhamn U, Dale B. Facilitating holistic continuity of care 
for older patients: Home care nurses’ experiences using checklists. J Clin 
Nurs. 2019;28(19–20):3478–91.

 33. Hallberg IR, Kristensson J. Preventive home care of frail older people: a 
review of recent case management studies. J Clin Nurs. 2004;13:112–20.

 34. Tralongo P, Ferrau F, Borsellino N, Verderame F, Caruso M, Giuffrida D, 
et al. Cancer patient-centered home care: a new model for health care in 
oncology. Ther Clin Risk Manag. 2011;7:387–92.

 35. Kuipers SJ, Cramm JM, Nieboer AP. The importance of patient-centered 
care and co-creation of care for satisfaction with care and physical and 
social well-being of patients with multi-morbidity in the primary care 
setting. BMC Health Serv Res. 2019;19(1):13.

 36. Institute of Medicine (US) Committee on Quality of Health Care in 
America. Crossing the quality chasm: a new health system for the 21st 
century. US: National Academies Press; 2001.

 37. Sala-González M, Pérez-Jover V, Guilabert M, Mira JJ. Mobile apps for 
helping informal caregivers: a systematic review. Int J Environ Res Public 
Health. 2021;18(4):1702.

 38. Morishima A, Kijima Y. Sharing patient information using iPads in the 
introduction of IT for home medical care-construction of a network for 
home care. Gan To Kagaku Ryoho. 2012;39:6–8.

 39. Johansson PE, Petersson GI, Nilsson GC. Personal digital assistant with a 
barcode reader—A medical decision support system for nurses in home 
care. Int J Med Informatics. 2010;79(4):232–42.

https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Population_structure_and_ageing
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Population_structure_and_ageing
https://www.bfs.admin.ch/bfs/fr/home/statistiques/population/naissances-deces/esperance-vie.html
https://www.bfs.admin.ch/bfs/fr/home/statistiques/population/naissances-deces/esperance-vie.html
https://www.bfs.admin.ch/bfs/fr/home/statistiques/population/naissances-deces/esperance-vie.html
https://www.bfs.admin.ch/bfs/fr/home/statistiques/population/migration-integration/indicateurs-integration/indicateurs/esperance-vie-bonne-sante.html
https://www.bfs.admin.ch/bfs/fr/home/statistiques/population/migration-integration/indicateurs-integration/indicateurs/esperance-vie-bonne-sante.html
https://www.bfs.admin.ch/bfs/fr/home/statistiques/population/migration-integration/indicateurs-integration/indicateurs/esperance-vie-bonne-sante.html
https://ind.obsan.admin.ch/fr/indicator/obsan/recours-aux-soins-a-domicile
https://ind.obsan.admin.ch/fr/indicator/obsan/recours-aux-soins-a-domicile


Page 9 of 9Schorderet et al. BMC Health Services Research         (2022) 22:1174  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 40. OECD. Caring for Quality in Health: Lessons Learnt from 15 Reviews of 
Health Care Quality, OECD Reviews of Health Care Quality. Paris: OECD 
Publishing; 2017.

 41. Romagnoli KM, Handler SM, Ligons FM, Hochheiser H. Home-care nurses’ 
perceptions of unmet information needs and communication difficulties 
of older patients in the immediate post-hospital discharge period. BMJ 
Qual Saf. 2013;22(4):324–32.

 42. Hirdes JP, Freeman S, Smith TF, Stolee P. Predictors of caregiver distress 
among palliative home care clients in Ontario: evidence based on the 
interRAI Palliative Care. Palliat Support Care. 2012;10(3):155–63.

 43. Fried TR, Bradley EH, O’Leary JR, Byers AL. Unmet desire for caregiver-
patient communication and increased caregiver burden. J Am Geriatr 
Soc. 2005;53(1):59–65.

 44. Tang C, Chen Y, Cheng K, Ngo V, Mattison JE. Awareness and handoffs in 
home care: coordination among informal caregivers. Behav Inf Technol. 
2018;37(1):66–86.

 45. Holmberg L. Communication in action between family caregivers and a 
palliative home care team. J Hosp Palliat Nurs. 2006;8(5):276–87.

 46. Ganann R, Weeres A, Lam A, Chung H, Valaitis R. Optimization of home 
care nurses in Canada: a scoping review. Health Soc Care Community. 
2019;27(5):e604–21.

 47. Lindahl B, Lidén E, Lindblad BM. A meta-synthesis describing the relation-
ships between patients, informal caregivers and health professionals in 
home-care settings. J Clin Nurs. 2011;20(3–4):454–63.

 48. World Health Organization - Department of Human Resources for Health. 
Framework for action on interprofessional education & collaborative 
practice. Geneva: Department of Human Resources for Health; 2010.

 49. Busnel C, Bridier-Boloré A, Marjollet L, Perrier-Gros-Claude O. La com-
plexité des prises en soins à domicile. Guide pour les professionnels de 
l’aide et des soins à domicile. Institution genevoise de maintien à domi-
cile. 2021 [17.2.22]. Available from: https:// www. imad- ge. ch/ guide- compl 
exite/.

 50. Busnel C, Ludwig C, Da Rocha Rodrigues MG. Complexity in nursing 
practice: toward a new conceptual framework in nursing care. Rech Soins 
Infirm. 2020;140(1):7–16.

 51. Genet N, Boerma WG, Kringos DS, Bouman A, Francke AL, Fagerstrom C, 
et al. Home care in Europe: a systematic literature review. BMC Health 
Serv Res. 2011;11:207.

 52 Liebig B, Alvarado V. Conditions of Palliative Home Care: The Case of 
Family Physicians in Switzerland. Primary Health Care: Open Access. 
2015;05(01):1–5.

 53. Académie Suisse des Sciences Médicales. Collaboration entre les profes-
sionnels de la santé. Académie Suisse des Sciences Médicales Basel, 
Switzerland; 2014.

 54. World Health Organization. Inovative care for chronic conditions: building 
blocks for action. Geneva: World Health Organization; 2002.

 55. Freeman L. The development of social network analysis, a study in the 
sociology of science. North Charleston, South Carolina: BookSurge, LLC; 
2004.

 56. Hevey D. Network analysis: a brief overview and tutorial. Health Psychol 
Behav Med. 2018;6(1):301–28.

 57. Tashakkori A, Creswell JW. Editorial: The New Era of Mixed Methods. J 
Mixed Methods Res. 2007;1(1):3–7.

 58. DeCuir-Gunby JT, Schutz PA. Developing a mixed methods proposal: A 
practical guide for beginning researchers. USA: Sage Publications; 2016.

 59. Creswell JW. A concise introduction to mixed methods research. USA: 
SAGE publications; 2021.

 60. Plano Clark VL, Creswell JW. Designing and conducting mixed methods 
research. Canada: Sage publications; 2011.

 61. Boeije H. Analysis in qualitative research. UK: Sage publications; 2009.
 62. Hertzog MA. Considerations in determining sample size for pilot studies. 

Res Nurs Health. 2008;31(2):180–91.
 63. Patton MQ. Qualitative research & evaluation methods: Integrating theory 

and practice. USA: Sage publications; 2014.
 64. Baker SE, Edwards R. How many qualitative interviews is enough? Expert 

voices and early career reflections on sampling and cases in qualitative 
research. National Centre for Research Methods Review Paper. 2012.

 65. Merriam SB, Tisdell EJ. Qualitative research: A guide to design and imple-
mentation. USA: Wiley; 2015.

 66. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research 
electronic data capture (REDCap)–a metadata-driven methodology and 

workflow process for providing translational research informatics sup-
port. J Biomed Inform. 2009;42(2):377–81.

 67. R Core Team. R: A language and environment for statistical computing. R 
Foundation for Statistical Computing, Vienna, Austria. URL: https:// www.r- 
proje ct. org/. 2022.

 68. Harvey LA, Mitchell RJ, Lord SR, Close JC. Determinants of uptake of 
home modifications and exercise to prevent falls in community-dwelling 
older people. Aust N Z J Public Health. 2014;38(6):585–90.

 69. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101.

 70. Mockli N, Simon M, Meyer-Massetti C, Pihet S, Fischer R, Wachter M, et al. 
Factors associated with homecare coordination and quality of care: a 
research protocol for a national multi-center cross-sectional study. BMC 
Health Serv Res. 2021;21(1):306.

 71. World Medical Association. World Medical Association Declaration of 
Helsinki. Ethical principles for medical research involving human subjects. 
Bull World Health Organ. 2001;79(4):373.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.imad-ge.ch/guide-complexite/
https://www.imad-ge.ch/guide-complexite/
https://www.r-project.org/
https://www.r-project.org/

	A social network analysis to explore collaborative practice in home care: research protocol
	Abstract 
	Background: 
	Methods: 
	Discussion: 

	Background
	Method
	Theoretical framework
	Design
	Study settings
	Participants and recruitment
	Data tools
	Data collection
	Data processing and analysis
	ReliabilityCredibility
	ValidityTrustworthiness

	Discussion
	Conclusion
	Acknowledgements
	References


