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ABSTRACT

Innovative approaches to health care delivery in developing countries
are paramount to effective control, prevention and management of health
related issues. Health systems interventions, in particular the response
to duty of nurses and other health workers, have to move away from
business-as-usual. Thus, for public health systems in Africa to improve,
the health workfor ce needs to be dynamic in their service delivery in the
manner of better performance to achieve three core strategic objectives:
coverage, motivation and competence. Coverage strategies promote
numeric adequacy, appropriate skill mixes and outreach to vulnerable
populations. Motivation strategies focus on adequate remuneration, a
positive work environment, opportunities for career development and
supportive health systems. Competencies are advanced through educating
for appropriate attitudes and skills, creating conditions for continuous
learning, and cultivating leadership, entrepreneurship and innovation.
All these efforts should be oriented toward building efficient health
delivery system capable of improving the quality of life of patients. In
view of this context, this study examines theimplications of routine nurses
home visit on the health recovery, well-being, and patients quality of life.
Keywords: Nurses, Home, Health, Patients, Recovery, Quality of Life,W\ell-
Being.

INTRODUCTION
Peoplewith health issuesin present contemporary society more often than not
appreciatetheroutine homevisit made by nursesinthedelivery of health services
totheminthecomfort of their homesbeyond thehospital environment. Thismeasure
of service delivery facilitates patient’s quick recovery; enhances positive
psychologica well-being andimprovesqudity of life. Thus, asexperienceinNigeria,
routinevisit made by nursesto homesof patientsisyielding positiveinfluences of
hedlth serviceddivery. Thisroutine homevisitiscongruent with their situation(s)
suchthat it allows patientsto gain sense of worth and appreciation of thefact that
their lifeisvaluable (Da ey, 1993). Thesevisitsare characterised by developing
new knowledgeand skills (Brown, 1995) which when put into practical usefoster
patient’spersond development, self-actudisation and improved qudity of life. Thus,
nursesthat render thisservice often actsaslead professional for thosewith long-
term conditions and this makes up asignificant proportion of the caseload (for
example, cancer, respiratory conditions, metabolic disorders). They also manage
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acute short-term conditions to prevent admission (for example, wound care,
intravenous antibiotics) (Lowson K., Lowson P. and Duffy, 2007). Thisimplies
that routine nurseshomevisit on patientsisgeared towards hel ping them improve
function and livewith greater independence; to promotethe patient’soptimal level
of well-being; and to assist the patient to remain at home, avoiding hospitalization
or admissiontolong-term careingtitutions (Shaughnessy, Hittleand Crider, 2002).
However, compared to the hospitalized patient, the home health care patient often
hasagreater rolein determining how and even when certain interventionswill be
implemented. For example, inahospital, nurses, physicians, and pharmacists may
all play arolein ensuring that the patient receives antibiotics at therapeutically
appropriate intervals. At home, however, the patient may choose to take the
medication at irregular times, despite advice about theimportance of aregular
medi cation schedule. Thus, interventionsto promote patient safety and quaity care
must account for thefact that patientswill sometimes chooseto actinwaysthat are
inconsi stent with therelevant evidence, and theclinician’ sbest effortsmay not result
indesired outcomes (Shaughnessy, Hittleand Crider, 2002).

Improving patient safety and quality of care by educating and assisting
caregivers(familiesand providers) isan approach tested in several randomized
controlledtrials. Archbold, Stewart and Miller (1995) pilot tested preparedness,
enrichment, and predictability (PREP), aformal nursing intervention designed to
preparefamily caregiversto provide care. Whilethe study had many limitations,
preliminary evidence on the effectivenessof theintervention suggeststhat families
benefit from being informed and prepared. Other researchers have tested
interventionstoimprovenurseproviders knowledgeand awvareness(McDonald,
Pezzin and Feldman, 2005). Intervention studies to educate and inform nurse
providershave been conducted in small and large urban and rural home hedlth care
Settings, with nursesrandomly assigned to anintervention group or acontrol group.
Theinterventionsgenerdly provided nurseswith additiona education, extraresources
for patients, and specialized patient information. In all casestheinterventions
improved nurses performance, which resulted in better patient outcomes
(McDondd, Pezzin and Feldman, 2005). Petients of nursesin these studiesshowed
sgnificant improvement in pain management, quality of life, satisfactionwith care,
and other variables associated with improved quality of care, including better
communicationwith providers, better medi cation management, andimproved diseese
symptoms (McDonald, Pezzin and Feldman, 2005).

A number of randomized controlled trial s have tested the effectiveness of
specificinterventionstoimprove patient safety and quaity in disease management
(Scott, Setter-Klineand Britton, 2004) urinary incontinence, (Dougherty, Dwyer
and Pendergast, 2002). level of ADL functioning, (Feldman, Peng and Murtaugh,
2004) qudlity of life, genera health outcomes, and patient satisfaction (McDonald,
Pezzin and Feldman, 2005). Corbett (2003) demonstratesthat individualized patient
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educationinfood carefor diabeticswaseffectiveinimproving patients self-care.
Scott, Setter-Klineand Britton (2004) demonstrate animprovement in quality of
lifein patientswith CHF through aprogram of patient education and mutual goal
seiting. Dougherty, Dwyer and Pendergast (2002); McDowdll, Engberg and Seretka
(1999) tested behavioural management interventionsto trest urinary incontinence
in the elderly and report positive results based on behaviour management
interventionsof self-monitoring and bladder training. Mann, Ottenbacher and Fraas
(1999) tested theintroduction of assistive technology (canes, walkers, and bath
benches) and changes made to the home environment (adding ramps, lowering
cabinets, and removing throw rugs) with populations of frail elderly. These
interventionswere successful in dowing functiona declinein the study patients.

Routinenurseshomevisit and patient’shealth recovery

Thevisting nurseshelptreat chronicdly ill individuas. They assstinthetrestment,
safety and recovery of the patient. Routine nurseshomevisit help to promoteand
maintain theheath of the patient, thefamily, and the community. They teach patients
and their families how to managetheir disease or ilIness. They also record the
patient’smedica history and symptoms, administer trestment and medications, as
well asperformfollow-ups. Thus, they work to promote health, prevent disease
and help patients copewithillness. They are advocates and health educatorsfor
patients, familiesand communities. When providing direct patient care, they observe,
assessand record patient symptoms, reactionsand progress.

Therefore, it could be said that routine nurseshome visitsenhancesthe
provision of periodic servicesto patientsin their homes. After assessing patients
home environments, home-heal th nurses carefor and instruct patientsand their
families. Home-health nurses care for abroad range of patients, such asthose
recovering fromillnessesand accidents, cancer and childbirth. From physica therapy
to skilled nursing, and fromremotevital sign monitoring tolong-term careat home,
routine nurses home visits hel p keep patients safely in their home by reducing
emergency room visits, re-hospitalizations and nursing home placement. Hence,
they facilitate the quick recovery of individualswho areill or injured and require
intermittent skilled nursing servicesor skilled therapy (CM S, Medicareand Home
Health Care, 2010).

Depending onthe needsof the patient, there can bedifferencesintheaverage
number of visitsper patient, length of visit, number of homehed th disciplinesinvolved
in home care, number of alternative services provided, and involvement of the
referring physician with the patient’s care plan and discharge (Brega, Schlenker,
Hijjazi, Neal, Belansky and Talkington, 2002). Asreported in the United State of
America, in 2008 the average home health patient with aprincipal diagnosisof
diabetesreceived 84 visitsper year, compared to 39 visitsfor chronic ulcer of skin,
or 23 vidtsfor heart failure (CM S, Data Compendium, 2009). No standardshave
been devel oped for practice patternsto identify the appropriate number of visitsor
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length of visit asthe number of services some patientsrequire may vastly exceed
average. According to Cheh and Schurrer (2010), patientswho werein high-need
group werethehighest usersof homehedlth care; had the highest rates of diabetes
and pressure ulcers; and required morevisitsthan other patients. They asorequired
moredisciplinesand receive multiplevisits per day (Cheh and Schurrer, 2010).
Routinenurseshomevisitsfollowing ahospitaization may promoteearlier discharge,
asskilled staff inthe home may administer thetype of recovery servicesusually
performedinthehospita . For post-acute patients, routine nurseshomevisitsisone
optionamong many (Gage, Morely, Spain and Ingber, 2009).

Routinenurseshomevisit and patient’swell-being

Theheath community will only beresponsive, efficient and effectiveintheddivery
of qualitative healthcare service to the society if adynamic and collaborative
operationa synergy existisamong itsworking health personnd. Thisimpliesthatin
termsof quality healthcare service delivery, nursesare seen asthefirst point of
contact and are expected to offer efficient and diligent servicesto humanity. Routine
nurseshomevisitisconsidered ameansto ensure patientswell-being isimproved
and preventive health care servicesrendered particularly to target early detection
and prevention of diseasein acommunity setting. Preventive care differsfrom
intervention and treatment becauseit aimsat the specific popul ation groupswith
variouslevesof risk for any problem.

Thus, prevention can bedelivered at primary, secondary andtertiary care
levels. Primary prevention aimsto prevent theinitial occurrence of adisorder and
to protect healthy peoplefrom devel oping adisease or disorder. Thismay include,
among other things, immuni sation againgt infectiousdiseasesand regul ar screening
teststo monitor risk factorsfor anillness. Secondary prevention seeksto stop or
dow down existing diseases and its effectsthrough early detection and appropriate
treatment. Tertiary prevention focuseson reducing the occurrence of relapsesand
theestablishment of chronic conditionsthrough, effectiverehabilitation and prevention
of further physical deteriorationwiththeaim of maximizing quality of life (WHO,
2011). Therefore, routine nurseshomevisit providestheindividual customized
attention, ranging from afew hoursaday to around-the-clock care 24 hoursaday.

Likewise, visiting therapists can cater to the specific recovery needsof a
client at home. For example, to practicewalking stairs, atherapist can utilizethe
exact saircasethepatient will eventually needto climb. Thislevel of customization
isnot availableinarehab facility. In addition, the patient benefits psychologically
from the comfort of home and hasasmoother transition back to afamiliar routine
and lifestyle. Further, patientsrecovering at home can benefit from full-time, 24-
hour servicesfromacaregiver; thelevel of careisfar more personalized than at an
hospital facility and familiesenjoy peace of mind knowing atrained professona is
awaysat home. For most adultstransitioning out of the hospital setting, homecare
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isthe solution that offersthe greatest security and happinessfor theclient and the
most peace of mind to hisor her family (WHO, 2011). However, the Nigerian
hedlth carehas suffered severa down-falls(Asangans and Shaguy, 2009). Despite
Nigerian’sstrategic position inAfrica, the country isgreatly underserved inthe
health care sphere. Health facilities (health centers, personnel, and medical
equipments) areinadequatein thiscountry, especialy inrura areas. Whilevarious
reformshave been put forward by the Nigerian government to addressthewide
ranging issuesinthe hedlth care system, they areyet to beimplemented at the State
andloca government areal evel s(Onwujekwe, Onoka, Uguru, Nnenna, Uzochukwu
and Eze, 2010). According to the 2009 communiqué of the Nigerian National
Health Conference, health care system remains weak as evidenced by lack of
coordination, fragmentation of services, dearth of resources, including drug and
supplies, inadequate and decaying infrastructure, inequity in resourcedistribution,
and accessto care and very deplorable quality of care.

The communiqué further outlined the lack of clarity of roles and
responsibilitiesamong the different level sof government to have compounded the
situation (NigeriaNationa Health Conference, 2009). Observably, inNigeria, as
inother African countries, the challengeisto develop or reinforce mechanismsto
detect, verify and respond rapidly and effectively to unexpected outbreaks and
epidemicsthrough collaborativeefforts. Thus, the provision of routinenurseshome
visit to needy patientswould hel p health personnd’ sto strengthen the communicable
disease surveillance and response systemsthrough existing surveillance structures
inthe Statesand Local Government Areas (LGAS). Thiswould further helpin
providing support for advocacy; development and implementation of policy and
guiddinesto deal with the diseasesand conditionsthat represent the grestest hedlth
burden to children and adolescents; strengthening of national child health
programmes, capacity building for implementation of cost effectiveinterventions
that focuson newborn, older children and adolescentsand quality of care; increasing
accessof school aged children and adol escentsto relevant information and services,
complementary support to child and adol escent health by other areas of work (for
example, Maaria, STl and HIV).

Routinenurseshomevisit and patient’squality of life

The contribution of nursesto the health and wellbeing of any community, society or
nation isamost incalculable. From itsinception, nursing hasbeen aprofession
which has promoted public health, eased pain and suffering, advocated for the
weak and the vulnerable, and educated the community, to achieve abetter quality
of life. Economic productivity studiesdemonstratethevita importanceof healthto
national prosperity. Thereare profound economic coststo asociety if policy and
actiondo not deliver optimumwell-being. Evidence suggeststhat failing to prevent
ill health by investingin health promotion and preventivehedth programmesiscosting
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nationsbillionsof dollarseach year (Productivity Commission, 2006). Acrossthe
globe, the contribution and S gnificance of routinenurseshomevigt tothewe lbeing
of the human population is recognised by many and demonstrated by the
acknowledgement by theWorld Health Assembly of theimportance of nursingto
health systems, to the health of the peoplethey serve, and to effortsto achievethe
international ly agreed hedlth-rel ated devel opment goal s (World Health Assembly,
2006). Risksto mortality, morbidity, and the occurrence of adverseeventsareall
greetly increased when aninadequate number of nursesareavailablefor theddivery
of safe, quality care. The evidence showsthat there are significant rel ationships
between nursing education level sand patient outcomes; nurse staffing and patient
outcomes; nursing workload and patient outcomes; nurses' work environment and
patient outcomes; and between the skill mix of nursesproviding care and patient
outcomes. The provision of nursing care can avoid many adverse patient outcomes,
suchasurinary tract infections, pressure ul cers, pneumonia, degp vein thrombosis,
fdls, postoperativewound infections, medication errors, upper gasirointesting bleeds,
sepsis, increased length of stay (indicative of complications), and death.

A hugeUSstudy (Marks, 2007) investigating thelink between nursegtaffing
and adverse eventsin the care of childreninvolved an analysisof 3.65 million
paediatric patientsin 286 Californian hospitals. Thisstudy found agreater number
of registered nurse hourswas associated with significantly reduced occurrences of
postoperative pulmonary complications, postoperative pneumonia, postoperative
septicaemia, and urinary tract infections. Most recently, Stone (2007) supports
many other studieswhen hefound higher staffing waslinked to alower incidence of
bloodstream infections, pneumonia, decubitus ul cers (pressure sores) and urinary
tract infections, with increased overtimeworked by nursesaso arisk factor for the
twolatter outcomes. Stone usestheexampleof apostoperativepatientinavulnerable
physical and psychologica conditionwherethere can be complicationsassociated
withtheir operation and recovery. Evenjust their presencein hospital putsthem at
risk of infection. The evidence provided here demonstratesthat increased nurse
staffing levelscan prevent complicationswhich lead to anincreased length of stay
and additional human and economic costs.

CONCLUSION

Through routine nurseshomevisits of patients, nursesareinvolved in constant
observation and assessment. Thismakesthem undertaketheinterventionsthey
perform when things do not go according to plan that makes the difference to
patient outcomes. Thisenablespotentia heath problemsto beidentified and acted
upon quickly beforethey becomemore serious. However, itistheskills, experience
and humanity that nursesbring to their clinica rolethat makesthedifference.
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