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Summary

Summary

People aged 80 and over are the fastest-growing age group in most industrialised countries. On
average, this life phase is characterised by a significantly higher burden of morbidity,
limitations in daily activities, medical and dental treatment needs and phenomena such as
multimorbidity and frailty. However, individual ageing and health trajectories are highly
heterogenous. This challenges current healthcare systems that are still primarily organised
around acute care occasions. Ambulatory healthcare is in particular demand as the sector closest
to people’s lives and the guarantor to enable ageing in place. By now, ambulatory healthcare
providers already face considerable work burdens and are the first to encounter the challenges
of this demographic change, especially due to lacking adaptations on the health system level.

So far, care models for the improvement of ambulatory healthcare for older people have mainly
been developed without their participation. These models primarily focused on structural
elements such as coordination to manage the complexity of conditions, with mixed results. A
more recent approach to redesigning healthcare is the concept of patient-centred care, which
puts the patients with their individual goals, expectations and living realities at the centre of
healthcare design. Patient-centred care has gained widespread recognition and can now be
considered an overall goal for healthcare. However, few studies have systematically
incorporated older people’s views to design patient-centred care. In particular, the group of the
oldest old, aged 80 and over, were seldom of interest, despite their rapid growth and special
healthcare needs. Moreover, the topic of their oral health and healthcare was rarely included in
researching health services. Additionally, the investigation of the perspectives of their
healthcare providers is needed to understand the practical reality and to advance the support of
an appropriate health workforce for an ageing population.

Consequently, this dissertation aimed at investigating what matters in developing patient-
centred ambulatory healthcare for people aged 80 and over. Three dissertation projects (DPS)
were conducted to examine the views of community-dwelling people aged 80 and over and
their healthcare providers regarding ambulatory healthcare comprehensively as well as in-
depth.

In DP1, a systematic review of qualitative studies on the views and experiences of people aged
80 and over regarding ambulatory healthcare was conducted. A meta-synthesis of the 22
included primary studies resulted in the development of three core motives that older people
have regarding healthcare: feeling safe, feeling like a meaningful human being, and maintaining
control and independence. Parallel to that, a meta-summary of the same set of studies was
conducted, resulting in 23 specific desirable features of ambulatory healthcare that were
systematically appraised on their confidence in the evidence using the tool GRADE CERQuial.

In DP2, the findings from DP1 were used to further investigate desirable features of ambulatory
healthcare from the perspective of community-dwelling people aged 80 and over in Cologne,
Germany. In qualitative interviews using a semi-structured interview guide, 22 participants
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Summary

were asked about their perspectives on general ambulatory healthcare and oral healthcare. The
interview transcripts were analysed thematically and resulted in a framework of 16
characteristics of good healthcare for the very old, incorporating oral healthcare equally. The
study also revealed that older people particularly value and wish for trustful care relationships,
that they are rarely aware of their oral health matters, and that they frequently encounter
negative stereotypes of older age in the context of healthcare.

In DP3, physicians and dentists providing ambulatory healthcare in the state of North-Rhine
Westphalia, Germany, were researched. Using a qualitative survey design in the mode of online
data collection, they were asked about their perceptions and views on their routine work and
interactions with patients aged 80 and over. The results from 77 cases analysed with the
approach of structuring qualitative content analysis showed that the healthcare providers found
working with the very old particularly challenging due to their medical complexity and non-
medical demands, such as psychosocial matters.

The results from all three DPs were taken together to describe and explain what is relevant in
the design of patient-centred ambulatory healthcare for the very old. Apart from features of
such healthcare, the dissertation discusses the broader implications in referring to the
understanding of health, ageing and the role of healthcare, the further development of patient-
centred care and the building of a healthcare workforce for the ageing population.

Vil



Zusammenfassung

Zusammenfassung

Personen, die 80 Jahre oder alter sind, stellen die am schnellsten wachsende Bevdlkerungs-
gruppe in den meisten Industrienationen dar. Im Allgemeinen geht diese Lebensphase mit einer
héheren Morbiditétslast, Einschrankungen in den taglichen Aktivitaten, medizinischer und
zahnarztlicher Behandlungsbedirftigkeit und Ph&nomenen wie Multimorbiditat und Frailty
(Gebrechlichkeit) einher. Nichtsdestotrotz sind die individuellen Alterns- und Gesundheits-
verlaufe sehr heterogen. Infolgedessen stellt diese Altersgruppe die Gesundheitssysteme, die
noch immer primér auf die Versorgung akuter Krankheitsféalle zugeschnitten sind, vor Heraus-
forderungen. VVor allem der ambulante Versorgungssektor mit der groten N&he zum téglichen
Leben der Menschen und als Garant daftir, zuhause alt werden zu konnen, ist hierbei gefragt.
Bisher sind es im Besonderen die ambulant tatigen Arztinnen und Arzte, die bereits einer hohen
Arbeitslast unterliegen und die diese Herausforderungen primar schultern, da es an adaquaten
Antworten auf der Ebene des Gesundheitssystems fehlt.

Versorgungsmodelle mit dem Ziel der Verbesserung der ambulanten Gesundheitsversorgung
fur die Alteren wurden bisher hauptsachlich ohne deren Beteiligung entwickelt. Sie kon-
zentrierten sich vornehmlich auf strukturelle Elemente wie die Koordination zum Management
komplexer Gesundheitszustande, und resultierten in gemischten Ergebnissen. Einen neueren
Ansatz zur Umgestaltung der Gesundheitsversorgung stellt das Konzept der patienten-
zentrierten Versorgung dar, in dem die Patientinnen und Patienten mit ihren individuellen
Zielen, Erwartungen und Lebensrealitdten ins Zentrum der Versorgungsgestaltung gestellt
werden. Das Konzept hat umfassende Anerkennung erhalten und kann mittlerweile als tber-
geordnetes Ziel der Gesundheitsversorgung betrachtet werden. Allerdings berlicksichtigten
bisher nur wenige Studien die Ansichten Alterer in der Gestaltung patientenzentrierter Ver-
sorgung. Vor allem die tber 80-Jahrigen wurden selten adressiert, trotz des Wachstums dieser
Bevolkerungsgruppe und ihrer besonderen Gesundheitsbedrfnisse. Zudem wurde das Thema
der oralen Gesundheit und Versorgung bisher selten in die Erforschung ihrer Versorgung mit
einbezogen. Zusétzlich ist es notwendig, die Perspektiven der sie versorgenden Arztinnen und
Arzte zu untersuchen, um die praktische Versorgungsrealitat zu verstehen und ihre adaquate
Unterstutzung fiir eine alternde Gesellschaft voranzutreiben.

Hier setzte die vorliegende Dissertation an. Ihr Ziel war es, zu untersuchen, worauf es in der
Entwicklung patientenzentrierter ambulanter Versorgung fiir Menschen ab 80 Jahren ankommt.
Drei aufeinander aufbauende Dissertationsprojekte (DP) wurden durchgefihrt, in denen die
Sichtweisen von (ber 80-Jahrigen in der Hauslichkeit und den sie versorgenden Arztinnen und
Arzten in Bezug auf die ambulante Gesundheitsversorgung in der Tiefe sowie in der Breite
untersucht wurden.

In DP1 wurde ein Systematic Review basierend auf qualitativen Studien zu den Sichtweisen
und Erfahrungen uber 80-Jahriger in Bezug auf die ambulante Gesundheitsversorgung durch-
geflihrt. Eine Metasynthese der 22 eingeschlossenen Primarstudien resultierte in der Entwick-
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Zusammenfassung

lung von drei Grundmotiven Alterer in Bezug auf die ambulante Gesundheitsversorgung: sich
sicher zu fiihlen, sich als bedeutsamer Mensch wahrgenommen zu fuhlen sowie Kontrolle und
Unabhangigkeit zu bewahren. Parallel dazu wurde eine Metasummary der Studien erstellt, die
in 23 spezifischen winschenswerten Merkmalen ambulanter Gesundheitsversorgung resul-
tierte. Diese 23 Merkmale wurden zudem systematisch beziiglich des Vertrauens in ihre
Evidenz mithilfe des Tools GRADE CERQual eingeschatzt.

In DP2 wurden die Ergebnisse aus DP1 genutzt, um die winschenswerten Charakteristika
ambulanter Gesundheitsversorgung aus der Perspektive ber 80-Jahriger in der Hauslichkeit in
Kdln, Deutschland, vertiefend zu untersuchen. Im Rahmen qualitativer Interviews, in denen ein
semi-strukturierter Interviewleitfaden verwendet wurde, wurden 22 Teilnehmende zu ihren
Perspektiven auf die allgemeine sowie auf die zahnérztliche ambulante Gesundheitsversorgung
befragt. Die Interviewtranskripte wurden thematisch analysiert und ergaben ein Framework von
16 Charakteristika guter Gesundheitsversorgung fiir die Altesten, wobei die zahnarztliche
Versorgung gleichberechtigt beriicksichtigt wurde. Die Studie zeigte zudem, dass Altere
besonders den Aufbau vertrauensvoller Versorgungsbeziehungen wiinschen, dass sie sich kaum
der Bedeutung ihrer Mundgesundheit bewusst sind, und dass sie in Bezug auf das hdhere Alter
héaufig auf negative Stereotype in der Gesundheitsversorgung treffen.

In DP3 wurden Arztinnen und Arzte sowie Zahnarztinnen und -arzte mit ambulanter Tatigkeit
in Nordrhein-Westfalen, Deutschland, untersucht. Mithilfe eines qualitativen Surveydesigns im
Modus einer Onlineerhebung wurden sie zu ihren Wahrnehmungen und Sichtweisen ihrer
taglichen Arbeit und Interaktionen mit Gber 80-Jahrigen befragt. Die Ergebnisse aus 77 ein-
geschlossenen Féllen wurden mit der strukturierenden qualitativen Inhaltsanalyse ausgewertet
und zeigten, dass die Arztinnen und Arzte die Arbeit mit den Altesten aufgrund ihrer medi-
zinischen Komplexitét, aber auch nicht-medizinischen (z. B. psychosozialen) Anliegen als
besonders herausfordernd empfinden.

Die Ergebnisse aus allen drei Dissertationsprojekten wurden gemeinsam betrachtet, um zu
beschreiben und zu erklaren, worauf es in der Gestaltung patientenzentrierter ambulanter Ge-
sundheitsversorgung fiir die Altesten ankommt. Abgesehen von Merkmalen einer solchen
Versorgung diskutiert die Dissertation die weiterfihrenden Implikationen in Bezug auf das
Verstandnis von Gesundheit, Altern und die Rolle der Gesundheitsversorgung, die weitere
Entwicklung patientenzentrierter Versorgung und den Aufbau adéaquaten Gesundheitspersonals
fiir die alternde Bevolkerung.
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1. Introduction

1. Introduction

Demographic change, meaning the ageing of populations, is a global phenomenon. In 2017,
962 million people worldwide were aged 60 and over. This number has more than doubled
since 1980, is increasing further, and is expected to reach 2.1 billion people by 2050 [1]. Among
these older people, especially the group of those aged 80 and over is growing significantly.
Globally, 137 million people are aged 80 and over, and by 2050, this number is expected to
triple to 425 million [1]. Europe is the continent already more strongly affected by this
development. In the European Union (EU), the proportion of people aged 80 and over is
expected to reach 13% by 2070 [2]. This comes with a development towards more and smaller
households, with approximately a third being single households and especially older women
living alone [3]. It is also associated with a growing burden of (multiple) chronic diseases, as
the most important factor in healthcare costs. Multimorbidity, frailty, and certain limitations in
daily activities are becoming more common, especially among the oldest population [4-7]. This
development has been known for a long time, but in the World Report on Ageing and Health,
the World Health Organization (WHO) criticises the fact that health systems are still not
adequately organised:

Although the world is experiencing a rapid transition towards ageing populations, health
systems generally have not kept pace. Most health services around the world have been
designed around acute care models that are poorly aligned with the dominant health
issues of older age. This failure in care is exacerbated by age-based discrimination and
by ignorance of the priorities and needs of older people [4, p. 99].

Two developments are considered necessary to ensure healthcare meets the ageing population’s

needs and enables the best possible health: strengthening ambulatory healthcare and providing
patient-centred care.

Ambulatory (i.e., primary, outpatient) healthcare plays a considerable role in caring for older
adults since it is usually their first point of contact with healthcare. To age in place and remain
in their home environment, avoiding institutionalisation, is a common important goal for most
older people and a politically pursued goal [4, 8-11]. Firstly, to age in place means that older
people can be safe in a familiar environment and that they can maintain autonomy and
independence [10]. Therefore, comprehensive, proactive healthcare is required for older people,
and this is usually provided in ambulatory healthcare sectors. Secondly, institutional settings
such as hospitals are not considered suitable to manage complex and chronic conditions or to
provide prevention and health promotion and are also more costly [11-13].

Patient-centred care (PCC) emphasises the centrality of patients’ perspectives, especially their
individual preferences, goals and needs [14, 15]. This is understood as a contrast to the acute
care orientation of most health systems and hence is particularly suitable to address the
challenges of ageing populations and their chronic conditions [4]. The concept has gained great
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recognition and to date is understood as an ideal of healthcare, being taken up in research and
policymaking in Germany and internationally [4, 11, 15-17].

However, holistic implementation of PCC and involvement of patient views have not yet been
achieved [17, 18]. In particular, the views of people aged 80 and over, as the population group
increasingly formative for healthcare, remain rarely researched or incorporated in the
development of care models and PCC. While studies have investigated the preferences and
views of people aged 60 and over (e.g., [19, 20]), age groups are often not further differentiated.
It is hence unclear to what extent people aged 80 and over — the oldest old compared to the
younger old — have been incorporated or whether their views differ. Moreover, several of the
studies indeed investigating the oldest focused on those who are care-dependent or living in
institutionalised settings (e.g., [21, 22]). Since the overarching goal is to avoid care dependency
and institutionalisation, it becomes apparent that studies on the community-dwelling oldest are
needed to ensure ageing in place as well as possible. Moreover, such studies need to incorporate
a comprehensive view of health and healthcare, comprising all areas relevant to maintain health
and well-being. This points for instance to the explicit incorporation of oral health and
healthcare, a topic often neglected concerning older people, despite its important role in overall
health and well-being and considerable dental treatment needs in older age [23-25].

Additionally, to fit the reality of healthcare and grant adequate provision of health services to
the oldest, it is necessary to also understand the perspectives of healthcare professionals caring
for them. For instance, some studies have researched nurses’ attitudes toward older people or
general practitioners’ (GPs) understanding of complexity in older patients (e.g., [26, 27]).
However, it remains unclear how the breadth of healthcare providers, such as the range of
physicians, specialists, and dentists, in ambulatory healthcare perceive working with them or
what they define as good healthcare in old age.

This dissertation was designed to address these gaps. The overall aim of the dissertation is to
describe and explain what matters in developing patient-centred ambulatory healthcare for
people aged 80 and over by investigating the perspectives of community-dwelling people aged
80 and over and of the physicians and dentists caring for them. Exploring patients’ and
healthcare providers’ day-to-day-world, their experiences, needs, preferences, decisions and
priorities is an important part of health services research and particularly useful to understand
“the last mile” of health services provision [28]. As such, this dissertation aims to inform and
facilitate the development and design of ambulatory healthcare in the future. This is understood
both as a necessary reaction to the challenges of demographic development and as an active
pursuit of the ideal of PCC [29].

Figure 1 provides a visual overview of the composition of this dissertation. In Chapter 2, the
theoretical background and state of research on health from the age of 80 and over are presented.
Chapter 3 presents the status, challenges and proposed solutions for ambulatory healthcare.
Chapter 4 outlines the development of the concept of PCC and its possibilities in healthcare for
older people. Chapter 5 then presents how the current healthcare situation makes healthcare
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1. Introduction

providers on the first line of ambulatory healthcare encounter professional challenges.
Consequently, the objectives and methods of this dissertation, including a summary of the four
publications from three research projects as the core of this dissertation, are presented in
Chapter 6. The publications themselves are outlined in Chapter 7, while the full publications
are available in the appendix. The results are brought together to build a framework of
ambulatory healthcare in older age in Chapter 8. It discusses further the results regarding their
meaning for the understanding of health and well-being in older age, patient-provider
interactions and how caring for the oldest is a challenging task for healthcare providers. In
Chapter 9, these areas of discussion are used to show implications for research and practice
regarding 1) the meaning of ageing and health, 2) the further development of PCC and care
models for the very old, and 3) the building of a well-equipped healthcare workforce. Finally,
the methodological strengths and limitations are discussed in Chapter 10, and a general
conclusion from the dissertation is presented in Chapter 11.
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Figure 1: Graphical overview of the dissertation
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2. Growing very old

As in Europe, a particular growth of the oldest population occurs in Germany. A “triple ageing”
can be observed:

e anincrease in the absolute number of people aged 60 and over,

e anincrease in the relative number of people aged 60 and over compared to those aged
20 and younger, and

e anincrease among people aged 60 and over, with an especially strong increase in people
aged 80 and over [30].

While approximately 4.4 million people were aged 80 and over in 2013 (equalling around 5%
of the whole population), this proportion is expected to increase to 12-13% (nine million) by
2060 [31]. In the following, the consequences of the demographic development regarding
health and well-being in older age are described.

2.1 Health and morbidity in old age

One of the most important questions regarding this development is whether it is associated with
an expansion or, by contrast, with a compression of morbidity, a question without a clear
answer. As the WHO summarises, despite good analyses in the past 30 years the findings have
been inconsistent. While severe disability seems to be slightly declining to constant,
comorbidity and chronic diseases have increased [4, 32], potentially meaning that there “may
be a small reduction in some forms of disability at a given age, although it is unlikely to be
keeping up with the added years people are living” [4, pp. 49-51]. In general, the likelihood of
having health-related problems or a chronic condition increases with increasing age [33-35].

One of the most important developments regarding ageing populations’ health is
multimorbidity, often defined as the persistence of two or more chronic conditions [5]. The
occurrence of multimorbidity increases with age and is prevalent among at least half of the
people aged 65 and over [5]. While socioeconomic status and gender are known to play
important roles in the prevalence of multimorbidity, factors such as genetic background,
lifestyle or environment have not yet been sufficiently researched [5, 36]. Multimorbidity is
associated with higher health services use and poorer quality of life [5, 37]. It also often results
in multiple medication prescriptions, hence complex medication regimes and potentially
inappropriate medications or adverse events [38]. In Germany, the highest number of defined
daily doses of medication can be found in the group of 80-to-85-year-olds [39]. Moreover, older
patients can have problems with handling complex medication regimes due to limitations in
hearing, reading, understanding and memorising instructions. This is particularly critical due to
a common lack of continuity of medication between different healthcare sectors or settings and
older people’s higher vulnerability to side effects [40].
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Another critical phenomenon in older people is frailty. Frailty is the result of interacting
physical and cognitive deteriorations [6, 41]. It is age-related and progressive, while often
“silent” in its early stages, and poses a risk for negative health outcomes [6, 36, 42]. A strong
increase in frailty can especially be observed around the age of 80 [42, 43]. While frailty is
estimated to be prevalent in 15.7% of people aged 80 to 84 in industrial countries, among people
aged 85 and over, the prevalence reaches 26.1% [44]. In a Canadian population health survey
among community-dwelling people aged 15-102 years, frailty was prevalent among 2% of
people aged 30 and younger, and 22.4% among those 65 and older, including 43.7% of people
aged 85 and older [42]. It was also found that antecedents of frailty already start in middle age
and that accumulated health deficits are rather a representation of ageing instead of age [42].
Hence, whether frailty as a representation of biological age is a more appropriate measure for
expected health limitations compared to chronological age is discussed [41].

The afore-described phenomena are also linked to disability, which can be defined as “difficulty
or dependency in carrying out activities essential to independent living, including essential
roles, tasks needed for self-care and living independent in a home, and desired activities
important to one’s own quality of life” [6, p. 255]. A large representative study on health and
living conditions in Germany examined whether the participants had limitations in performing
activities of daily living (ADL) such as hygiene, toilet use and eating. Moreover, limitations
regarding instrumental activities of daily living (IADL) such as housekeeping, telephoning or
medication intake were investigated [7]. Overall, 13.4% of women and 9% of men aged 80 and
over had at least one serious limitation in ADL, which is a large increase compared to just under
5% among men and women aged 65-79 years, especially regarding the ADL of getting up,
bathing or showering [7]. The results were similar for IADL, where 35.9% of women and 21%
of men aged 80 and over had at least one serious limitation, compared to approximately 12%
and 8% respectively among the younger age group. It was also found that limitations in ADL
and IADL are associated with health-related impairment, chronic illness, limited mobility,
lower educational status and income, and living alone [7]. While limitations in ADL and IADL
do not necessarily imply care dependency, they pose a greater risk for it [4].

Another special phenomenon closely related to old age are geriatric syndromes. Geriatric
syndromes describe conditions among older persons that cannot be assigned to specific clinical
categories or underlying causes; rather, they present complex interactions [36, 45]. Common
examples are falls, urinary incontinence, dizziness or delirium. Frailty is also described as a
geriatric syndrome [36, 45]. Geriatric syndromes are multifactorial; they break the categorical
boundaries of organ systems or medical disciplines and are therefore particularly challenging
in the practice of healthcare. Joint risk factors seem to be older age, impaired cognition,
function, and mobility [45]. Geriatric syndromes can strongly affect the quality of life and
predict care dependency [36, 45].

Hence, it is not surprising that older age is associated with higher health service use [12].
Outpatient and inpatient service use shows an increase with age, while the trend is to consult
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more different specialists with older age [46, 47]. However, outpatient health service use is
generally high in Germany, with an average of nine to ten contacts per person per year (dental
care not included). Although use starts to increase in middle age, it is relatively stable around
the age of 80 years [46]. But the need for care increases significantly around the age of 80, with
approximately 70% of people receiving home care [46].

2.2 Oral health in old age

A component seldom integrated into the considerations of older people’s development of health
conditions and needs is oral health. However, oral health plays an important role in people’s
general health, well-being and quality of life: It ensures that people can properly chew and eat,
are free of pain and can uninhibitedly participate in social interactions such as conversations or
having a meal with others [23, 24, 48, 49].

As Kossioni et al. describe for Europe, older people’s oral health is often poor. This is due to
common oral diseases, for instance, periodontal disease and caries, but also hyposalivation due
to a high medication intake, impaired oral function or conditions related to having a denture
[23]. This is in line with the findings of the Fifth German Oral Health Study, in which 1133
people aged 75 and over were examined. Nearly all of them had caries experience, and 90%
had periodontal disease [25]. Moreover, the vast majority (92.6%) had a denture, and around
40% reported problems with chewing [50]. Further studies from Europe reveal comparable
results. For instance, a cross-sectional study in France examining oral care needs of older people
(median age 93 years) showed that of the dentate participants, the majority had a prevalence of
plaque and calculus and at least one untreated decayed tooth, and maladaptation of removable
prosthesis [51]. It was also found that older people are seldom aware of their preventive and
curative dental care needs [51]. In the USA, community-dwelling and home-bound older people
were also found to have considerable dental care needs [52-55]. In general, dental medicine has
focused more strongly on prevention in recent years, overall resulting in the maintenance of
more teeth in the life course [56], but this success is seemingly not sustained among the oldest.

Concerning the correlation between oral health and general health and well-being and the
considerable dental treatment needs in older age, it is surprising that utilisation of oral
healthcare services declines remarkably in old age [25, 51]. In an examination of five European
countries, Holm-Pedersen summarises the following factors resulting in low dental service use
in older people: limited availability and organisation of services, limited price subsidy, a lower
number of remaining teeth and a negative attitude towards oral health (services) [57]. Often,
older people, but also a variety of healthcare providers such as nurses, physicians or informal
carers, are not aware of oral health matters or do not consider them a priority [23, 48, 51, 58].
Apart from transportation issues to reach dental services due to limited mobility [23, 57, 59,
60], the personal threshold in accepting help with oral hygiene seems to be high [58].



2. Growing very old

2.3 The diversity of ageing trajectories

The findings on older people’s health so far have shown that several conditions are increasingly
common, especially from the age of 80 and over, and that they have the potential to impact
people’s well-being. However, ageing is not a linear process of decline, and despite the
significantly higher burden of morbidity, older age is not an inevitable phase of deficits, illness
and loss. Although physical decline occurs over time, it is only loosely explained by
chronological age and older people show diverse trajectories of health [4]. These trajectories
may start from different levels, e.g., depending on socioeconomic status, but during the life
course, also in older age, various “setbacks and recoveries” can occur [4, p. 65]. Moreover, the
number or description of diagnoses, typically higher in older age, does not necessarily mean
that older people’s well-being or quality of life is low. As a current French study among
community-dwelling people aged 80 and over found, although nearly all participants reported
at least one health problem, health-related quality of life was mainly good in most dimensions,
particularly regarding self-care and remaining autonomous, and regarding depression and
anxiety [35]. The older people were mostly satisfied with their lives, although they were
concerned about their future and health-related quality of life. This illustrates how objective
and subjective indicators of a good life and well-being in older age may show remarkable
discrepancies. For example, as Plugge showed in a representative sample of people aged 80 and
over in North-Rhine Westphalia, Germany, only 9% of this group aged “successfully” when
considering objective criteria such as having no major disease or disability. Nevertheless, 79%
reported being satisfied overall with their life and over 90% reported having a positive to very
positive ageing experience [61]. By contrast, having a good or very good subjective health
status significantly decreased from the age group 65-79 years to 80+ years, according to a
representative Germany-wide study of health, especially among women (55.3% in women 65-
79 compared to 42.5% among women aged 80 and over) [33].

What can be learned from these findings is that ageing is highly heterogenous, with “winners”
confirming the compression of morbidity and “losers” confirming the expansion of morbidity
[30]. Ageing and older age do not automatically equal decline and illness, and many factors of
health, social, and environmental systems can influence the course of peoples’ health
trajectories [30, 36]. This is confirmed by the various health states among the older population
group across Europe, especially concerning socioeconomic, gender and educational differences
[34, 36, 43, 61]. Hence, approaches to effective and meaningful health services need to be even
more strongly oriented to people’s individual circumstances, optimisation of their health
trajectories and the most important goals and outcomes regarding their daily lives [4].
Consequently, the frequently demanded paradigm shift in medicine becomes more urgent in
light of the ageing population. As the specifically outlined phenomena of complex interactions
between conditions in older age show, the challenges ahead cross the well-known and still
solidly maintained borders of distinct medical categories and disciplines [43].
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2.4 Theoretical perspectives on being well in old age

Another common conclusion from the reports on older people’s increasing burden of morbidity
or physical decline is that ageing generally is a final life phase of decline, deterioration,
decreasing well-being, and loss [62]. However, while medical interventions frequently focus
on specific functional deficits that should be improved, single improvements are unlikely to
lead to greater improvements in quality of life [62]. Moreover, despite physical and partly
cognitive deteriorations compared to younger age groups, subjective well-being and quality of
life do not necessarily decline equally and the chance is good of still being well and having a
high quality of life in older age [61].

On this matter, different theoretical approaches from psychology and gerontology explain how
older people act and design their lives to achieve well-being. One classic approach is the
disengagement theory proposed by Cumming and Henry. They assumed that particularly the
certainty of imminent death shapes older people’s perceptions, while their strength and
resources decline due to physical deterioration [63, 64]. Hence, the older person withdraws
from societal roles in agreement with societal expectations, e.g., the person retires. The
accordance between the withdrawal and societal measures (such as a regular retirement age)
leads to life satisfaction in the older person and further disengagement [63, 64]. Although this
theory has been quite popular, it can now be considered refuted based on empirical findings
that point to the positive correlation between (social) activity and well-being in older age [64].

A more positive and currently dominant approach is the model of selective optimisation and
compensation by Baltes and Baltes [65]. The model describes how individuals are confronted
with changed circumstances and challenges in the older life phase, such as declines in
capabilities, but that they still have developable, expandable, flexible resources to unfold, for
instance via learning and training. The model assumes that through conscious and unconscious
processes, older people select new developmental goals and preferences that are currently
meaningful to them and that they optimise their strategies, learn and train to achieve these goals,
compensating for certain losses or deteriorations to finally maintain well-being [62, 65].

Another perspective is offered by the approach of developmental tasks in different phases of
life. In this approach, ageing means sequentially mastering newly occurring developmental
tasks, and successful mastery leads to well-being and satisfaction [62]. These tasks are
influenced by a variety of individual, biological, and societal, but also historical, political or
economic factors, and especially society-shaped expectations regarding the adequate choice of
developmental goals in different age phases [62]. One early conceptualisation of developmental
tasks was provided by Havighurst. He especially considered the biological context of ageing
(physical decline, loss, impending death) and formulated developmental tasks in late adulthood
such as accepting one’s life and new roles and confronting the topic of death and dying [62,
66]. A more positive approach to developmental tasks was provided by Peck, who took into
account personality development and, more in line with the model of selective optimisation and
compensation, described tasks including the choice of new meaningful goals and success or

9



2. Growing very old

well-being measures [62, 67]. As Martin and Kliegel argue, the confrontation with new
circumstances and roles and the end of certain roles such as in working life have the potential
for individual freedom to choose and develop personally meaningful goals. However, biological
factors such as health-related problems and impairments also play important roles [62].

What has been described so far is the higher burden of morbidity and health-related impairments
in the older and especially the very old population, which has consequences for the provision
of healthcare. However, these bundles of conditions are not inevitable, and more importantly,
they do not necessarily imply that old age is a phase of constant deterioration, loss or low well-
being. Consequently, two main challenges arise for (ambulatory) healthcare for the oldest:
meeting the higher needs resulting from morbidity and health-related decline and providing
care that encounters great heterogeneity in older people’s life courses and health trajectories.

On this basis, the following chapter provides an overview of the current situation of ambulatory
healthcare in Germany, general suggestions on how to encounter the demographic change in
healthcare, and the research status on ambulatory care models that were developed to improve
healthcare for older people so far.
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3. Ambulatory healthcare encountering the very old

In light of the afore-described increased burden of morbidity and especially outpatient health
service use by older people, the ageing population can especially be considered a challenge for
the ambulatory healthcare sector as usually the first and the long-term point of contact. As
Berman defines, “the term ‘ambulatory care provision’ refers to the individuals and
organisations that deliver personal health care services on an outpatient basis” [13, p. 792]. This
includes a range of healthcare providers and organisations, e.g., GPs and specialists in their
practices and outpatient settlements of hospitals [13]. In the following, the circumstances of
ambulatory healthcare in Germany are described, followed by a presentation of challenges and
recommendations from research and policy. Afterwards, an overview of care models already
developed to improve ambulatory healthcare for older people is given and discussed.

3.1 Ambulatory healthcare in Germany

In Germany, a strong organisational separation exists between the ambulatory healthcare sector,
which provides outpatient care, and the hospital sector, which provides inpatient care, and the
distinction between reimbursement modes is clear [68]. In the ambulatory healthcare sector,
physicians and dentists offer their health services mainly in their practices (in the following:
healthcare providers, HCPs). They are represented and organised by different associations of
statutory health insurance (SHI) for physicians or dentists, respectively (Kassenarztliche
Vereinigungen, Kassenzahnérztliche Vereinigungen) [68, 69]. These associations represent
HCPs who are allowed to offer and invoice health services based on the SHI. In recent years,
the number of HCPs under the SHI has increased, especially the share of specialists. In contrast,
the share of GPs has decreased, although several attempts have been made to promote and
strengthen GP care [68-70].

Germany has one of the most comprehensive health services catalogues covered by the SHI, by
which almost 90% of the German population is insured [68-70]. However, private co-payments
for additional or higher quality services are possible and especially common for oral healthcare
services [69]. Although GPs have a certain coordinating role, there are generally no
gatekeepers. Patients can usually freely choose physicians and dentists, which is probably a

driver of Germany’s comparatively high outpatient and inpatient services use [68-70].

As the Organisation for Economic Co-operation and Development (OECD) summarises,
Germany’s per capita expenses for health are among the highest compared to EU member
states, at 11.2% of the gross domestic product. However, inefficiencies exist due to fragmented
healthcare structures, while health outcomes are rather average [70]. Great potential exists in
prevention, health promotion and care coordination, especially regarding people with chronic
conditions. Among the possibilities to improve efficiency, the OECD suggests a reduction of
hospital overutilisation, expansion of ambulatory healthcare, improvement of integration, care
coordination and evaluation of health services, and improvement of eHealth services [70].

11
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Strengthening ambulatory healthcare is the main improvement recommendation made by the
OECD, as it is usually the first point of contact and can provide a comprehensive consideration
of patients’ conditions and living circumstances [32, 40, 70].

3.2 Challenges and recommendations for ambulatory healthcare

Not only Germany but also most other industrialised countries face challenges due to
demographic change, especially the fast growth of the oldest population group. Although
progress has been made, states worldwide have failed to adapt their health systems to the
increasing number of chronic and complex conditions [4, 71]. It is frequently stated that most
health systems are still based on acute, episodic care that is reactive rather than proactive and
provides fragmented instead of integrated care [40, 71, 72]. The need to reform becomes more
urgent since the demographic change does not only have a health perspective. A sociocultural
change also results in fewer younger people being able to care for the older or to pay into the
insurance scheme, more one-generational and single households and more employed women.
As aresult, informal and lay resources decrease, increasing the demand for professional support
[12, 32]. While young patients with rather acute and limited occasions for seeking healthcare
fit the healthcare system quite well, older people constantly challenge the system and healthcare
providers with their more complex and long-term issues [4].

Hence, while HCPs have been trained in providing specialised care to address single conditions,
this is not sufficient anymore. They have to learn new skills, focusing more strongly on care
across professional boundaries and prerogatives [71]. Simultaneously, these increasing
demands do not meet an increasing workforce of HCPs. As in other European countries,
particularly the German ambulatory healthcare sector lacks physicians, mainly GPs [68].
Despite the rapid demographic change, the offer of physicians generally has not changed;
despite some increases, working hours per week have also decreased [73]. However, it is also
still unclear how many more physicians would be needed to provide appropriate healthcare for
older people or how the number needed could be decreased by other means [73].

Apart from increasing the number of HCPs, several claims and suggestions have been made
concerning reforming healthcare systems in response to population ageing, with a particular
focus on ambulatory healthcare [40]. The need to shift healthcare from orientation to acute care
occasions towards management and care of chronic conditions is seen as inevitable, and it is
required to realign the organisation of health services, including financing and reimbursement
[40, 74, 75]. Firstly, one significant area concerns the fragmentation of health services and
therefore, a need to improve care coordination and integrate healthcare services, sometimes also
connected to the implementation of case management, is often stated [4, 20, 32, 40, 74, 76, 77].

Secondly, frequent suggestions concern the development of interdisciplinary professional
teamwork and new collaboration models, possibly including new distribution and shaping of
all healthcare professionals’ roles and tasks [40, 71, 74, 75, 77, 78]. Moreover, it was found
necessary to address the extent and breadth of education and training contents of healthcare
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professionals, especially focusing on the shifted requirements of older patients, comprehension
of their complex needs and the chronic and mostly incurable nature of their matters,
incorporating interprofessional education and training [20, 74, 75, 77, 78].

Thirdly, the possibilities of prevention and health promotion to delay or avoid serious
conditions or disability as long and much as possible are referred to, resulting in an expected
reduction of the burden of morbidity, healthcare workload and cost. Healthcare systems and
professionals should focus on prevention and restoration regarding (older) people’s health
status and the maintenance of individually meaningful functions and abilities and social
participation [20, 32, 40, 74, 79].

3.3 Existing care models for ambulatory healthcare in older age

Several care models and concepts have been developed to address the described challenges and
suggestions. Table 1 shows a summary of care models developed or applied for older people in
the ambulatory healthcare sector that were identified from the published literature. The
overview allows for conclusions about the direction and elements of these care models.

Table 1: Overview of care models for the improvement of ambulatory healthcare

Care model Components of the care model
Care for Seniors o case finding (identification of at-risk seniors)
Model [80] e assessment and recommendations regarding episodic and
Canada chronic care

e system navigation and self-management support
Chronic Care Clinics e visit with physician and nurse to plan chronic disease
[81] management
USA e pharmacist visit

patient self-management/support group

Chronic Care Model e self-management support
[82] o clinical information systems
USA e delivery system redesign

e decision support

¢ healthcare organisation

e community resources
Continuous Care e orientation meeting
Model [83] e sensitisation session including education
Iran e control session to evaluate care and health behaviour

¢ evaluation of the continuous care process after the intervention
Coordination of o strengthened role of the primary healthcare provider
Professional Care for e multidisciplinary primary care team using case managers
the Elderly (COPA) e integration of primary medical care and specialised care through
[84] using community-based geriatricians
France e communication systems
EMBRACE [85] e combination of Chronic Care Model elements and classification
The Netherlands of care needs, based on the Kaiser Permanente Triangle

e self-management support
e delivery system design
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Care model

Components of the care model

decision support

clinical information systems

EMBRACE classification profiles: A) robust, B) frail, C)
complex care needs

Expanded Chronic
Care Model [86]

Canada

self-management/development of personal skills
delivery system design/re-orientation of health services
decision support

information systems

building healthy public policy

creation of supportive environments

strengthening community actions

Geriatric Care Model
[87]
The Netherlands

geriatric assessments by practice nurses: geriatric assessments,
tailored care plans, agreement on a final care plan, follow-up
and evaluation

management by expert geriatric teams: quality management of
care/expert knowledge transfer, multidisciplinary consultation,
building and maintenance of local networks of care
organisations

Geriatric Patient-
Aligned Care Team
(GeriPACT) Model
[88]

USA

single point of contact for primary geriatric care

coordination of care, personalised proactive care, reflexive team
behaviour

multidisciplinary core team (provider, nurse care manager,
clinical associate, administrative associate)

support of social workers, clinical pharmacists and other
healthcare professionals

Geriatric Resources
for Assessment and
Care of Elders
(GRACE) Model [89]

USA

GRACE support team (nurse practitioner, social worker)
conducts geriatric assessment at the patient’s home

GRACE support team meets with GRACE interdisciplinary
team (geriatrician, pharmacist, physical therapist, mental health
social worker, and community-based services) to develop an
individualised care plan

GRACE support team discusses and adapts the plan with the
patient’s primary care physician

GRACE support team implements and coordinates the plan
using electronic medical records and longitudinal tracking
systems

Guided Care Model
[90]
USA

services provided by registered nurses and primary care
physicians

home-based assessment of patients’ needs and goals
evidence-based care planning

proactive monitoring

care coordination

transitional care

coaching for self-management

caregiver support

access to community-based services

IHSC Model for Frail
Older People [91]

China

in-depth assessments regarding health and social well-being
(provided by nurses or health workers)

development of personalised care plans (possibly in consultation
with further healthcare professionals)

coordinated care (provided by social care providers)
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Care model Components of the care model
Integrated Care e assessment of needs, risk and protection factors
Pathways [92] e data collection summary and identification of goals
Canada e planning of interventions from a client-centred view
e coordination, delivery, and follow-up
e identification of variances, review and adjustment of plans
Interprofessional e interprofessional team and education (family physicians,
Model of Practice for community nurses, pharmacists, physiotherapists, occupational
Aging and Complex therapists, dietitians, community social workers)
Treatments (IMPACT) e assessment of patient history, functioning, concerns, goals and
[93] perspectives
Canada e team discussions, development of interprofessional care plan
o follow-up
MediCaring Model e development of longitudinal, patient-driven care plans
[94] e provision of medical care tailored to frail older people
USA e incorporation of health, social, and supportive services
e monitoring and improvement of the model by a board
representing community interests
Patient-Centred e patient-centred primary care
Medical Home [95] e integrated population management
USA e value-care systems
e quality outcomes
e value-based reimbursement
Preventive Home Visit e preventive home visits by community care nurses, care
Model [96] managers or social workers, every six months
Japan e comprehensive care needs assessment
¢ individual recommendations for further support
Regionales e case-based, cross-sectoral case management
Versorgungsmodell e case assessment and management provided by geriatric nurses
Geriatrie (Regional e development of a care plan
Geriatric Care Model) e consultation with GPs or hospital care providers
[97] e monitoring and support via phone

Germany

Silver Network Project
[98]
Italy

single entry centre

geriatric assessment, integration and coordination of health and
social services by a case manager

multidisciplinary team involved in care planning (geriatrician,
social worker, nurse, physiotherapist)

Systems Addressing
Elder (SAFE) Care
Model [99]

USA

screening identification of risk

comprehensive interprofessional assessments (primary
registered nurse, social worker, pharmacist, frailty team
physician)

interprofessional SAFE care team recommending the care plan
documentation and communication to the care team and the
physician

follow-up and development of post-acute recommendations

Walcheren Integrated
Care Model [100]

The Netherlands

GP as coordinator of care and single entry point

GP assesses frailty

patients receive a visit from a nurse practitioner performing
further assessments
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Care model Components of the care model

o discussion of assessments in the multidisciplinary team (GP,
nurse practitioner, nurse home doctor, other professionals)

o development of a treatment plan together with the patient and
caregivers

e case management provided by a nurse practitioner

e evaluation in multidisciplinary meetings

Note: The care models were identified in a selective literature search in electronic databases to provide
an overview of currently published models developed specifically for the ambulatory healthcare of older
people. The age of the target groups differed, starting from around the age of 50 years. The components
of the care models are presented as they are described in the publications.

A first interesting finding is that a considerable number of care models is based on the Chronic
Care Model (CCM) developed by Bodenheimer et al. in 2002 [82], for instance, the expanded
CCM [86], the Geriatric Care Model [87], EMBRACE [85] and the Guided Care Model [90].
Critiquing the “tyranny of the urgent” [82, p. 1775], the founders of the CCM pointed to the
growing number of people having at least one chronic condition, and effectively gained
attention for the necessary shift from acute to chronic care. The CCM incorporates healthcare
organisations, the healthcare system and the communities in which healthcare is embedded
[82]. An important overall feature is the productive interaction between an informed, activated
patient and a proactive healthcare team [82, 101]. Consequently, the CCM is already a good
approximation of patient-centred principles and highlights the necessary development of
acutely oriented healthcare.

However, its applicability in the context of ageing populations, especially for very old people,
should be questioned. This is first because the CCM mainly refers to single chronic conditions.
Although it is more suitable for multimorbidity, it does not clearly incorporate or discuss how
care should be organised or handled in the case of multiple conditions, with even more care
sectors and care professionals involved. Moreover, despite a significant association between
chronic conditions or multimorbidity and age, multimorbidity cannot be equated with older age.
As has been described, health trajectories are not linear, and ageing is related to complex
developments, all of them highly individual. The CCM and most of the subsequently developed
models do not provide guidance on how to ensure that relatively fit older people can stay
autonomous and free from limitations in abilities as long as possible. Moreover, patients’ oral
health, and consequently, the inclusion of oral health professionals, was seldom considered.

As can be seen in the models, a certain consideration of patients’ individual preferences,
priorities, and goals is especially represented by elements such as self-management support and
the development of needs-based or individualised care plans. However, most elements in these
models focus on care coordination and interdisciplinary teamwork, case management and
several different assessments, often regarding functions. Hence, progress has especially been
made regarding the organisation of health services and healthcare professionals, trying to
overcome professional and sectional boundaries. On this matter, chronic care models in primary
care could show decreases in costs and use [72]. This was also found in a systematic review
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investigating multicomponent interventions: most innovations improved primary care access
(e.g., via home visits or broader contact times), followed by financial changes such as additional
payments, teamwork, technological interventions or strategies for patient self-management
[102]. By contrast, dimensions of relationship-building going beyond the necessary
communication to gain information on treatments are rarely included. Therefore, “productive
interactions” as in this development seemed to focus on healthcare structures. So far, the
developed care models are in line with the most dominant suggestions from organisations such
as the OECD, as described above.

What is striking in examining the care models is that including older people in their
development, e.g., as in the Walcheren Integrated Care Model [100], was an exception,
although empowering patients and involving them in decisions otherwise was a frequently
stated goal. Therefore, important elements from their point of view could be missing, especially
considering their heterogeneity. This was also discussed as an explanation of why some care
models fail to show expected outcomes such as quality of life [87]. A study in the Netherlands
conducted by van de Pol et al. with primary care providers, nursing home residents and
community-dwelling older people found potentially conflicting ideas and expectations among
the different stakeholders regarding what good primary care is [103]. Consequently, “realising
a successful care intervention is an undertaking that requires mutual understanding of the
expectations and goals of all parties involved” [103, p. 5]. Generally, little research has been
done on how the care models impact patient or provider satisfaction or other outcomes
subjectively relevant to them [102].

What brings together all these requirements and is more frequently directly demanded is putting
the patient in the centre of healthcare interactions and models, hence, to design and practice of
PCC. PCC organises care around patients’ individual needs, priorities and goals. Moreover, it
enables the involvement and active participation of patients in their care plans, implementation
and decision-making and enhances autonomy, ultimately resulting in the maintenance of health
and abilities, reduction of resource waste, and patient empowerment to reach the best possible
trajectory of health and ageing [4, 40, 75, 77].
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4. Possibilities of patient-centredness in healthcare for older people

In the following, the origins and development of the concept of PCC are described; the
reasoning for the pursuit and implementation of PCC in healthcare for older people is then
discussed.

4.1 Development of the concept of patient-centred care

One of the roots of PCC is the concept of person-centredness introduced by Carl Rogers in the
field of psychology and psychotherapy. He describes that the core of his approach

is that the individual has within him or herself vast resources for self-understanding, for
altering the self-concept basic attitudes, and his or her self-directed behaviour — and that
these resources can be tapped if only a definable climate of facilitative psychological
attitudes can be provided [104, p. 1].

Rogers describes conditions that form a “growth-promoting climate” [104, p. 1] for any
situation in which the goal is the development of the person. Hence, the person develops a self-
caring attitude and the climate brings change because living organisms have an actualising
tendency [104]. In Rogers’ philosophy, empathy, acceptance and especially communication
comprising a holistic view of the person, shared information and decisions, and a sensitivity for
the person’s needs are central, always focusing on potentials, resources and ways to maintain
individuals’ autonomy [104-106].

Although person-centredness stems from psychology, Rogers states that these principles apply
to all relationships between professionals and clients [104]. The concept has been widely taken
up in healthcare, e.g., in the WHO’s Global Strategy on People-centred and Integrated Health
Services, providing a paradigm shift in the organisation and delivery of healthcare towards
putting people in the centre [4, 11]. In comparing patient-centredness and person-centredness,
Hakansson Eklund et al. found that both concepts involve empathy, respect, engagement,
relationship, communication, shared decision-making (SDM), a holistic focus, an
individualised focus, and coordinated care [107]. These have a lot in common, and their main
differences stem from their development of different historical concepts. In patient-centredness,
the goal mostly refers to the patient’s functional life, while in person-centredness, it is about
the individual’s meaningful life [107].

One further early development of patient-centredness was forwarded by Balint and Balint. They
described the common practice of illness-oriented medicine, primarily aiming at finding,
diagnosing and treating a localizable defect [108]. By contrast, they proposed patient-centred
medicine as another approach of medical thinking, in which

in addition to trying to discover a localizable illness or illnesses, the doctor also has to
examine the whole person in order to form what we call an ‘overall medicine’. This
should include everything the doctor knows and understands about his patient; the
patient, in fact, has to be understood as a unique human-being [108, p. 269].
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Balint and Balint conducted several seminars with GPs, focusing on psychological issues that
arise in general practice. They described how this challenged and sometimes even frustrated
GPs, who were struggling with their profession in these cases, as they did not want to be or
become psychotherapists [108]. Enid Balint explained how their research shifted from making
GPs “detectives” to gaining an overall understanding of the patient and developing patient-
centred medicine in which patients get what they need during the specific appointment [108].

Therefore, it can be said that person-centredness, originally developed in psychology, promoted
the development of patient-centredness, which is the corresponding concept in the field of
healthcare. While several further centred concepts were formulated (e.g., family-centredness,
people-centredness), the main focus is on relationships and communication [109], in
delimitation to deficit- and illness-oriented care or therapy. This dissertation refers to it as
patient-centredness (PCC) because the concept is tailored to healthcare.

The next important step in the development of PCC was a publication by Mead and Bower in
2000, reviewing the empirical literature current at that time. Mead and Bower described that
patient-centred medicine is different from the dominant biomedical model in five dimensions
that especially represent aspects of the doctor-patient-relationship [110]:

e Patient-centred medicine takes a biopsychosocial perspective since many illnesses are
not in line with disease taxonomies. Therefore, the patient must be involved to be
understood as a whole, including health promotion instead of focusing only on acute
care.

e Patient-centred medicine understands the patient as a person, as unique in his or her
biography and personal meaning and concerns regarding the condition.

e Patient-centred medicine shares power and responsibility by building an egalitarian
relationship despite the persistent competence gap between doctor and patient. The
patient’s preferences and needs are incorporated, and the patient gets involved.

e Patient-centred medicine builds a therapeutic alliance, meaning that the doctor-patient
relationship is prioritised, including its cognitive and affective components.

e Patient-centred medicine also views the doctor as a person, taking into account his or
her personal qualities, which influence the relationship and care [110].

Another milestone was the report Crossing the Quality Chasm: A New Health System for the
21%'Ccentury by the American Institute of Medicine (IOM) in 2001 [111]. It claimed that next
to the classical goals of healthcare to be safe, effective and equitable, improvement efforts
should address the goal of PCC, meaning care “that is respectful of and responsive to individual
patient preferences, needs, and values, and ensuring that patient values guide all clinical
decisions” [111, p. 6]. The 10M posed ten rules for the necessary redesign of healthcare,
including the anticipation of patient needs while also being able to customise care to the

individual’s needs, values, choices and preferences [111].

So far, patient-centred care or medicine was found to be 1) normatively relevant and 2) a chance
to address the challenges arising from the shift from acute to chronic care. This development
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may have been linked to the development of consumerism in healthcare, and a shifting
prioritisation from the principle of beneficence to the principle of autonomy [112].

Overall, the concept was frequently described and understood as the counterpart of the
persisting concepts of doctor-centredness, illness-oriented medicine, disease-oriented
medicine, paternalism or a biomedical model of care [113]. While increasingly discussed, clear
conceptualisations of what PCC actually is, have been missing for a long time. Therefore,
Scholl et al. published an integrative model of PCC in 2014, based on a systematic review and
concept analysis from 417 publications [15]. The model identified 15 dimensions of PCC:

e consideration of essential characteristics of the clinician, the clinician-patient
relationship, and the patient as a unique person and taking a biopsychosocial perspective
(principles);

e clinician-patient communication, integration of medical and non-medical care,
teamwork and teambuilding, access to care, coordination and continuity of care
(enablers);

e patient information, patient involvement in care, involvement of family and friends,
patient empowerment and emotional support (activities) [15].

In a subsequent assessment of the dimensions’ relevance from the perspective of patients,
patient safety was added as the 16" dimension, and all dimensions were found relevant from
patients’ perspectives [18]. This dissertation refers to this most current and comprehensive
conceptualisation of PCC. Moreover, the term patient preferences’, often referred to in PCC,
is broadly understood as “what patients want from their healthcare”, which has to be identified
and made explicit [114, p. 168].

Overall, the different developmental efforts of PCC have made a clear distinction from the
traditional disease-oriented organisation of healthcare, but whether PCC is the “better” concept
remains to be discussed.

4.2 Reasoning for patient-centred care and implementation

In (morally) justifying research on and implementation of PCC, two main strands can be
identified: 1) PCC as intrinsically the right thing, and 2) PCC as the basis for better outcomes
[113]. From a deontological perspective, where principles are in line with the principles and
norms of medicine, it can be argued that PCC as such is the right thing to do. PCC enables the
incorporation of more information, thereby leading to better medicine [113]. However, it also
strongly focuses on shared power, SDM and enablement of the patient’s autonomy. Moreover,
it takes into account HCPs’ subjectivity and their individual qualities, which may affect the
patient (e.g., lacking empathy) [113].

From a consequentialist perspective, PCC is desirable if it provides good outcomes [113].
Evidence of the outcomes of PCC is mixed regarding clinical outcomes, but positive for
intermediate outcomes, also depending on the context and study design [115]. Overall, it can
be claimed that PCC positively influences patient satisfaction and well-being, with indications
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that PCC promotes mental health, quality of life and health status [115-118]. Among the
intermediate outcomes, PCC positively influences self-management, empowerment, adherence,
information collection, trust, and the patient-provider-relationship [115-119]. Although strong
evidence for the improvement of clinical outcomes may be lacking, the consequentialist
requirements for the promotion of PCC seem met when considering that

e the pathways between PCC and outcomes might not be direct and not yet well
understood, and

e from a patient-oriented perspective, particularly outcomes that patients describe to be
important to them, e.g., trust in the provider and feeling heard and valued, should be
used for the evaluation [120].

No evidence seems to show that PCC would produce worse outcomes. Moreover, other
outcomes, e.g., those incorporating the provider’s or organiSation’s perspective that may
indirectly influence the care process and the patient should be considered relevant. However,
little research has yet been conducted to investigate whether outcomes such as providers’ job
satisfaction are influenced by PCC [116].

Between these two justifications, Duggan et al. also discuss PCC as a virtue. They point out the
need to differentiate between PCC behaviour and PCC attitudes. The virtue consists in its focus
on attitudes; it is learned through role models, mentors and teachers, and it cannot be as easily
observed as behaviours. Internalising PCC as a virtue and developing PCC attitudes influences
and promotes the demonstration of PCC behaviour [113]. However, only acting patient-centred
(see “PCC activities” in the model of Scholl et al. [15]) without inherently believing in or
holding PCC attitudes (see “PCC principles” in the model of Scholl et al. [15]) does not mean
that HCPs or organisations are patient-centred, although PCC actions might still be progress
[113]. Consequently, both lines of argumentation, the deontological and the consequentialist,
should be conveyed in the development and implementation of PCC, and both aspects, attitudes
and behaviours, should be addressed.

In general, PCC has found its way to the overall stated goals for healthcare in most
industrialised countries, but its implementation in healthcare (systems) remains challenging and
fragmentary. In Europe, several bottom-up efforts were found to improve care for people with
multimorbidity using PCC elements, but especially goal setting, personalised care plans and
involvement of relatives were not applied [116]. Moreover, the main goals often focus on care
coordination and multidisciplinary collaboration, mostly within one healthcare sector. In
contrast, approaches to reform healthcare relationships, to involve informal carers or
collaborate with organisations outside the healthcare system, remain mostly unconsidered
[116].

In Germany, pressure is increasing to provide PCC. Already in 2001 and 2003, the Expert
Council on the Assessment of Development in the Healthcare System (Sachverstandigenrat zur
Begutachtung der Entwicklung des Gesundheitswesens) demanded patient involvement in
health system committees and improved patient rights in law [121, 122]. As Brandstetter et al.
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argue, patient orientation is now a strong political goal, although it still conflicts with the rigid
structures of the healthcare system [123]. By now, PCC and patient involvement are pursued
on different levels, mainly on the micro level (patients and physicians) [16]. These strategies
are yet not aligned or integrated into the structures of the healthcare system, and no national-
level structural incentives exist [16, 124]. While patients themselves think almost every
dimension of PCC is relevant, they find them only moderately implemented [18]. Although
activities to develop and implement PCC have been remarkably intensified in recent years, and
especially patient involvement in decisions has been fostered since 2013 with the patients’
rights law, implementation of, e.g., SDM as an important component of PCC remains
incomplete on the micro level and is insufficiently promoted by the healthcare system’s
structures and the healthcare organisations’ cultures [17].

Taken together, it becomes apparent that to encounter the challenges of demographic change
and especially to meet the needs of the oldest population, PCC is a promising concept. Hence,
patients should be put at the centre of all efforts to design healthcare interventions and
improvements, and their views should already be involved in the development of care models.
So far, however, especially older people have not been included in the development of care
models for them, so an important perspective is missing. This leads to this dissertation’s primary
aim to investigate what matters to people aged 80 and over regarding ambulatory healthcare.

However, as has been described, another important perspective is rarely researched: the views
of HCPs providing health services for the oldest. Hence, the next chapter presents how HCPs'
views and perceptions of working conditions should be considered.
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The requirements of the ageing population previously described are unsatisfactorily met, and
reorganisation of the healthcare system has been lacking. In light of this, HCPs in the first line
of caring for the oldest are already confronted with these changes and must handle them. For
ambulatory HCPs, the workload can already be considered high. For instance, GPs in Germany
work 50 to 55 hours per week, while GPs in single-handed and rural practices tend to work
more than those in group and urban practices [125]. Work overload and continuous challenging
demands can exhaust HCPs, negatively impact how they treat patients and can lead to burnout
or the decision to leave their profession [126-128]. In their work, HCPs are frequently exposed
to emotionally demanding situations involving patients’ or their relatives’ fears, suffering or
death [128]. Hence, also considering a limited number of HCPs, healthcare appropriate for the
ageing population and the very old must consider HCPs’ working capacities and job well-being.
In the following, the job demands — resources model (JDRM) is introduced to conceptualise
this.

As Bakker and Demerouti, the developers of the JDRM, describe, job demands such as high
work pressure or emotional demands may negatively impact health and well-being, while job
resources such as autonomy and social support may have a positive impact [129]. Drawing on
criticism of other models of employee well-being, they proposed the JDRM based on the
assumption that irrespective of specific job characteristics and risk factors, two categories
generally build an overarching model to examine job factors: job demands and job resources
(Figure 2) [129]. Job demands are defined as characteristics of a job that demand ongoing
efforts and are consequently associated with certain physiological and psychological costs.
They are not necessarily negative but have the potential to become job stressors [129].

By contrast, “job resources refer to those physical, psychological, social, or organizational
aspects of the job that are either/or:

e functional in achieving work goals.
e reduce job demands and the associated physiological and psychological costs.
e stimulate personal growth, learning, and development” [129, p. 312].

While job resources are needed to encounter job demands, they also have their value and rights
[129]. Bakker and Demerouti further explain two underlying processes resulting in job strain
or motivation. The first process is the path of health impairment, in which certain job
characteristics or constant demands lead to exhaustion, also due to compensatory strategies that
themselves deplete energy. The second process is the motivational path pointing to job
resources’ motivational effect and resulting in high work engagement and performance. They
can either be motivational by, e.g., supporting personal growth, or they can help in reaching
job-related goals [129].
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Figure 2: The job demands — resources model (own illustration based on [129, 130])

Moreover, the authors suggest that job resources can buffer the negative impacts of the
demands, particularly when these are high [129, 130]. Evidence from empirical studies supports
both the assumption of the two processes and the buffering effect of resources [129, 130].
Moreover, reciprocal relationships between well-being as an outcome and job resources and
demands were found; hence, stress and motivation can be predictors of more or less favourable
working conditions [129, 130]. Consequently, Bakker and Demerouti incorporated the
mechanism of job crafting in their later model [129, 130]. Overall, while originally developed
as a model to explain job burnout, the JDRM is now well-researched and has been widely
applied to inform about and research employees’ well-being [130].

To date, no studies have investigated particular job demands and resources of HCPs related to
working with community-dwelling people aged 80 and over, but some studies have investigated
the perspectives of nurses, medical trainees, GPs and dentists in general on older or care-
dependent adults, so they are informative on this matter [26, 27, 131-136]. For instance, in a
meta-synthesis of qualitative studies on home care for older adults, Olsen et al. developed the
core theme of home healthcare providers being a balance artist based on the often conflicting
needs of their clients and organisational demands [134]. Although PCC was described as the
ideal care model for home care clients, it was found that current care was task-oriented, and
these conflictual situations were stressful for the providers. This was described as resulting in
feelings of exhaustion and guilt [134]. Regarding dental care professionals, Smith and Thomson
found in a study in New Zealand on dependent older adults that disability, lack of knowledge
of oral health services and self-ageism were challenging patient factors, as were home care
facility factors such as lacking skill and knowledge of home care staff regarding oral health
impeding their work [135].

In conclusion, the potential exists for further investigating HCPs’ perceptions of working with
the oldest to better understand what influences their job satisfaction and well-being and how
their perceptions might influence the actual provision of health services to older people.

24



6. Objectives and methods

6. Objectives and methods

To address the outlined gaps in understanding ambulatory healthcare for the very old and
develop approaches for change, the overall research question for this dissertation was: What
matters in developing patient-centred ambulatory healthcare for people aged 80 and over?

The dissertation was based on three dissertation projects (DPs) that investigated the
perspectives of community-dwelling people aged 80 and over (DP1, DP2) and of the HCPs'
caring for them (DP3). Regarding the explorative and understanding-seeking nature of the
research question, an overall inductive, qualitative research design was chosen. The single DPs
were developed sequentially, each based on the earlier findings, to achieve the necessary
breadth and depth to understand the topic. In the following, the methodological approaches used
in the DPs are summarised. An overview is presented in Table 2.

Table 2: Methodological overview of the dissertation projects

physicians and dentists
working with people aged 80
and over in ambulatory
health and oral healthcare

DP Objective Data collection Data analysis
To synthesise qualitative Systematic review of Thematic synthesis of the
DP1.1 studies on the perspectives | qualitative studies; search | included primary studies’
[137] of community-dwelling conducted in electronic findings [138]
people aged 80 and over databases, additional
regarding ambulatory electronic and hand
healthcare searches, forward and
backward citation tracking;
inclusion of studies from
all countries
To systematically summarise | See DP1.1 Meta-summary [140],
DP1.2 the specific preferences of systematic appraisal of
[139] community-dwelling people confidence in the
aged 80 and over regarding evidence using GRADE
ambulatory healthcare (from CERQual [141]
studies identified in DP1.1)
To explore what matters to Qualitative interviews Thematic analysis using
DP2 community-dwelling people | using a semi-structured inductive and deductive
[142] aged 80 and over regarding interview guide approaches [143, 144]
general ambulatory health
and oral healthcare (not
restricted to aged-care
settings) in Germany
To explore the perceptions Qualitative survey; online | Structuring qualitative
[Dlzg] and practical reality of mode content analysis [146,

147]
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In DP1, the objective was to systematically elaborate and synthesise the evidence generated so
far to understand older people’s perspectives regarding ambulatory healthcare. In DP1.1 [137],
following the research question “What matters to people aged 80 and over regarding
ambulatory healthcare? ”, qualitative studies covering older people’s experiences, needs,
preferences and expectations were systematically searched in electronic bibliographic
databases. This was complemented by searches in Google Scholar and forward and backward
citation tracking of eligible studies [137]. The retrieved results were assessed for eligibility
through title and abstract screening and full-text screening. Included studies were appraised
regarding their quality using the Quality Appraisal Checklist for Qualitative Studies of the
National Institute for Health and Care Excellence (NICE) [148] to evaluate the synthesised
findings’ solidity [137]. From the included studies’ research reports, all parts describing
findings were extracted and thematically synthesised [137]. Thematic synthesis is an approach
used for qualitative meta-synthesis that aims at developing an integrated representation and
explanation of the primary studies’ findings [138, 140, 149]. The synthesis comprised line-by-
line coding of the extracted material, followed by the development of descriptive themes and
analytical themes [137, 138].

DP1.2 [139] was a secondary analysis based on the studies identified in DP1.1. While the
thematic synthesis provided three analytical themes that explained older people’s views
expressed in the primary studies’ findings, it was found that an overview of these descriptions
would also be of practical relevance. Therefore, following the research question “What are the
specific preferences and wishes of older people regarding favourable aspects of ambulatory
healthcare? ”, the studies included in DP1.1 were meta-summarised [139, 140]. The extracted
studies’ findings were first coded line-by-line, then clustered around different healthcare
aspects and condensed into specific statements on the desirability of ambulatory healthcare
features [139]. Afterwards, these statements were systematically appraised regarding the
confidence in their evidence using GRADE CERQual, a tool that was specifically designed for
qualitative evidence syntheses [141]. With CERQual, each review finding (the statements
developed from the meta-summary) was appraised regarding 1) methodological limitations, 2)
coherence, 3) data adequacy, and 4) data relevance, resulting in a qualitative evidence profile
disclosing either high, moderate, low or very low confidence for all statements [139, 141].

Drawing on the results and research gaps identified from the systematic review in DP1, a
qualitative interview study was conducted in DP2 [142]. To answer the research question
“What matters to older people regarding ambulatory health and oral healthcare? ”, qualitative
interviews were conducted in and around Cologne, Germany. This study aimed at 1)
investigating the results from DP1 further, especially in the German healthcare context and 2)
exploring older people’s views of the previously neglected area of oral health and healthcare
[142]. Community-dwelling people aged 80 and over were purposefully recruited [150] for
interviews on their previous experiences and perceptions of good healthcare regarding either
general/specialist ambulatory healthcare or oral healthcare. The interviews were conducted
using a semi-structured interview guide and afterwards transcribed verbatim [142]. The results
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were analysed thematically [143, 144], facilitated by an inductively developed codebook
incorporating the results from DP1 [137].

Based on the findings from DP1 and DP2 focusing on older people, DP3 [145] followed the
research question “What are the views and perspectives of physicians and dentists on caring
for people aged 80 and over in ambulatory health and dental care?”. DP3 aimed to describe
and understand occupational routines and views on caring for older people and physicians’ and
dentists’ perceptions of good ambulatory healthcare for them [145]. Therefore, a qualitative
online survey [151] was conducted, in which physicians and dentists practising in North-Rhine
Westphalia, Germany, could participate. Qualitative surveys mainly pose open questions to
explore participants’ subjective experiences and views and serve a qualitative research logic
[151]. The survey was pretested iteratively in three rounds before it was provided with an online
link via supporting physicians’ and dentists’ networks and associations [145]. The results were
analysed following Kuckartz’s approach of structuring qualitative content analysis [146, 147]
to develop a descriptive codebook by 1) deriving main categories from the open-ended survey
items, 2) coding the survey results with the broader main categories, and 3) inductively coding
the material in the main categories to develop more precise subcategories. After this descriptive
procedure, the coded survey data were explored for mutual patterns and compared between the
groups of physicians and dentists [145].
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In the following, the four publications resulting from the three DPs as the core of this
dissertation are listed and their results are briefly summarised. The complete publications are
available in the appendix.

1. What matters to people aged 80 and over regarding ambulatory care? A systematic
review and meta-synthesis of qualitative studies
Angelique Herrler, Helena Kukla, Vera Vennedey, Stephanie Stock. European Journal of
Ageing 19, 325-339 (2022). https://doi.org/10.1007/s10433-021-00633-7

Two-year journal impact factor at the time of publication: 2.711

The first publication resulted from DP1.1. In total, n = 22 qualitative studies were included,
comprising 330 older people and conducted mainly in Northern and Western Europe [137]. The
analytical integration of the 22 studies’ single findings yielded three core motives that represent
older people’s underlying wishes regarding ambulatory healthcare, explaining their specific
views, preferences and evaluation of experiences as described in the single studies.

The first core motive was feeling safe. Concerning existing or possible future deteriorations in
health and abilities, older people strongly wished to be made to feel safe. For instance, they
valued individually tailored support and a continuous point of contact, wanted to gain sufficient
information on their care options and medications, and valued long-term and trustful
relationships with their HCPs [137].

The second core motive, feeling like a meaningful human being, was related to older people’s
self-perceptions and external perceptions [137]. This finding revealed the fundamental wish of
not being viewed as deficient despite limitations in (functional) health. Hence, important
manifestations of this motive regarding ambulatory healthcare were the wish of being treated
friendly and experiencing meaningful social contact through being granted attention and
conversation [137].

The third core motive identified was maintaining control and independence. It was found that
older people made several different adaptations in their lives when their physical or cognitive
functions started to decline. However, being as autonomous as possible was extremely
important to them. Consequently, they expected healthcare to recognise this need, identify what
is still possible and meaningful to them, and support this wish by providing the right scope of
support. This also included involving older people in their healthcare and decisions whenever
possible, sensitively balancing the chances and risks of receiving support concerning the
maintenance of control and independence [137].
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2. Which features of ambulatory healthcare are preferred by people aged 80 and over?
Findings from a systematic review of qualitative studies and appraisal of confidence
using GRADE-CERQual
Angelique Herrler, Helena Kukla, Vera Vennedey, Stephanie Stock. BMC Geriatrics 22,
428 (2022). https://doi.org/10.1186/s12877-022-03006-6

Two-year journal impact factor at the time of publication: 3.921

The second publication resulted from DP1.2. Building on the results of DP1.1, a meta-summary
and appraisal of confidence in the evidence with GRADE CERQual were performed. A total of
23 review findings representing preferable attributes of ambulatory healthcare from the
perspective of people aged 80 and over were identified, of which 14 findings resulted in a high
appraisal of confidence, five findings were assigned a moderate appraisal of confidence and
four resulted in a low appraisal of confidence [139].

These specific preferable features of ambulatory healthcare revealed that besides healthcare
structures, aspects of relationships with healthcare providers were found to be especially
important and well supported by the empirical studies conducted so far. Findings in the “low
confidence” section tended to be based on a smaller number of studies and more contrary
individual study findings. This could be a hint at a less generalisable feature, with a greater
need to negotiate it in individual care situations [139].

3. Characteristics of desirable ambulatory health and oral healthcare from the
perspective of community-dwelling people aged 80 and over — A qualitative
examination
Angélique Herrler, Helena Kukla, Anna Greta Barbe, Vera Vennedey, Stephanie Stock.
Age and Ageing 51(11): afac258 (2022). https://doi.org/10.1093/ageing/afac258

Two-year journal impact factor at the time of publication: 12.782

The third publication resulted from DP2, in which n = 22 community-dwelling people aged 80
and over participated in interviews between October 2020 and July 2021. Sixteen aspects
relevant to desirable ambulatory health and oral healthcare were elicited in four areas: attributes
of health and oral healthcare providers, patient-provider interaction, the output of health and
oral healthcare, and the organisation and context of health and oral healthcare. Three aspects
were newly identified compared to the prior systematic review: the result of healthcare, costs,
and practice characteristics [142].

Moreover, it was found that although older people value similar attributes of healthcare and
oral healthcare, the practical meaning of the characteristics identified could differ. For example,
HCPs’ competence was understood as thoroughness and good communication in healthcare,
while competence in dental care was more strongly referred to as medical-technical skills [142].
However, good communication, relationship-building and information exchange were
generally important to the participants. Overall, it was striking how older people were often
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aware of possible deteriorations in functional health and abilities, but rarely regarding their oral
health, although they described it as relevant for important aspects such as eating or appearance
[142]. It was also noticeable that the participants seemed to have internalised a negative
stereotype of older people unnecessarily using healthcare resources and their urge to clarify that
they were different [142].

4. Providing ambulatory healthcare for people aged 80 and over: Views and
perspectives of physicians and dentists from a qualitative survey
Angélique Herrler, Lisa Valerius, Anna Greta Barbe, Vera Vennedey, Stephanie Stock.
PLoS ONE 17(8): e0272866 (2022). https://doi.org/10.1371/journal.pone.0272866

Two-year journal impact factor at the time of publication: 3.752

The fourth publication resulted from DP3. A total of n = 87 HCPs participated in the qualitative
survey, from which 77 cases were included in the structuring qualitative content analysis [145].
Both physicians and dentists characterised providing care for older people as challenging. This
was due to the older patients’ usually more complex health conditions such as multimorbidity
and limitations such as hearing impairments that could influence communication. Overall, the
treatment flow common with younger patients did not work with older people, and this seemed
to put particular stress on the HCPs [145]. While they shared the ideal of providing individual,
patient-centred care for older people, they described this as more difficult or impossible due to
the consisting structures of the healthcare system limiting their available time for patients,
especially because of fragmentation and deficient reimbursement. Hence, apart from patient
aspects, structural elements of the healthcare system such as reimbursement were considered
the main points facilitating or hindering good healthcare for older people [145].

In directly interacting with patients, especially physicians noticeably reported a lack of patient
compliance as a barrier to providing the care they perceived as suitable. Moreover, dentists
complained about a significant lack of awareness among older patients and physicians or other
healthcare professionals regarding oral health and care and demanded an integration of oral
healthcare into holistic healthcare concepts [145].

30



8. Discussion of results

8. Discussion of results

This dissertation aimed to investigate the perspectives of people aged 80 and over, and of HCPs,
to understand what matters in the development of patient-centred ambulatory healthcare for the
very old. Different qualitative empirical approaches were used to describe and analyse the
views, experiences, and priorities of both groups comprehensively as well as in-depth.

DP1 delivered the first comprehensive approach to synthesise qualitative studies exclusively
for the group of community-dwelling people aged 80 and over. This is important since this
population group is growing fast, with considerable changes in health and challenges occurring
around the age of 80 years (see Chapter 2), but many empirical studies only broadly summarise
older people in the age group 60+ or 65+ [4, 62]. As a result, DP1 delivered important
descriptive and explanatory insights exclusive to this age group [137, 139]. The systematic
review revealed that studies so far had mainly been conducted in aged-care settings such as
home care, and the participants of the included studies predominantly showed or were chosen
because of considerable health limitations such as frailty or pre-frailty [137, 139]. Moreover,
no study in the German healthcare context and no study investigating oral healthcare could be
found. Therefore, DP2 expanded and consolidated the results from DP1 by conducting the first
community-based interview study with people aged 80 and over without inclusion or exclusion
criteria regarding health status in Germany, explicitly incorporating the area of oral healthcare.
DP3 extended these advances with the perspectives of HCPs. Taken together, the three DPs can
inform the appropriate design of healthcare models for the oldest old and facilitate the
understanding of what is relevant in healthcare for both older patients and HCPs.

In the following, a joint summary of what constitutes patient-centred ambulatory healthcare for
the very old is provided, based on the dissertation projects’ results. Figure 3 provides an
overview of the combined main results from the DPs. The results are further discussed in three
areas: 1) understanding of health and well-being and the role of ambulatory healthcare in old
age, 2) interactions between HCPs and very old people, and 3) providing healthcare for people
aged 80 and over as a challenging task for HCPs. In this chapter, the results are discussed with
a particular focus on contextualisation with other studies and links to theoretical approaches,
while Chapter 9 discusses the implications for research and practice arising from that.
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8. Discussion of results

8.1 Patient-centred ambulatory healthcare for the very old

From the perspective of people aged 80 and over, four areas are relevant to the perception of
receiving good healthcare. Friendliness, competence, continuity and reliability are important
attributes of health and oral healthcare providers. While the older people addressed these
comprehensively, HCPs discussed attributes such as respectfulness and empathy as part of an
empathic interaction style with patients [137, 139, 142, 145]. Both parties emphasised the
importance of good communication to exchange all necessary information and to agree on the
best possible treatment, and help patients feel safe and valued. The necessity of having enough
time for that was agreed on [137, 139, 142, 145].

The people aged 80 and over broadened the aspect of communication and wished for patient-
provider interaction that included comprehensive information, open communication and
involvement in decisions and care. Moreover, from the perspective of older people, the
foundation is building a personal relationship and viewing healthcare interaction as a social
interaction [137, 139, 142].

Relevant aspects of the output of health and oral healthcare are the result of healthcare,
sufficient support and costs. Both parties referred to the patient’s individual needs as a central
component of care [137, 139, 142, 145]. HCPs also already referred to PCC and narrative
medicine as keywords [145]. Older people wanted to be ensured that their needs would be met
sufficiently, while HCPs frequently explained how disease-based guidelines are not useful and
that individual care plans need to be made with a focus on maintaining functionalities and
hence, independence [137, 139, 142, 145]. While they pointed to the role of good counselling,
older people considered good communication and interaction as parts of a desirable result of
healthcare [137, 139, 142]. What is seen as sufficient or “right” support and care was highly
individual but could, for instance, incorporate thorough examinations, follow-up appointments,
comprehensive explanations of treatments or specialist referrals [142]. Hence, thoroughness
and communication are not only a tool for producing good healthcare results: In raising the
feeling of being heard, seen holistically and taken seriously, these aspects are themselves
desirable results of healthcare [137, 142, 152].

In the organisation and context of health and oral healthcare, healthcare coordination, access
to health services, the place of care and practice characteristics are important aspects [137, 139,
142, 145]. For older people, whether their perception of urgency was taken seriously was
mirrored in fast and uncomplicated access [137, 142]. HCPs also wanted to provide low-
threshold, proactive care, including a seamless flow of information and the reassurance that
their patients receive any support they need, for example, regarding medication intake [145].
Independent of individual needs, older people’s dominant wish was to have continuous, easily
accessible contact persons who could react to them in the case of an acute emergency and in
minor cases such as queries regarding medication intake [137, 139, 142]. Telephone contact for
that was often suggested as sufficient. Hence, implementing broad telephone availability of a
practice or practice network could already be an appropriate measure to ensure older people
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8. Discussion of results

feel safe (because they reach help fast), meaningful (because they are heard and not ignored)
and autonomous (because they can independently realise advice without great effort).

Although acceptance of delegation was found to be based on low evidence in DP1.2 [139], it
was apparent in all studies that under certain conditions such as continuity of the contact
person(s) and for certain tasks, another HCP would be accepted in this place [137, 139, 142].
HCPs also explained that local and social structures and qualified staff and provider networks
[145] were required to provide good care. Consequently, drawing on both parties’ ideas,
professional roles and duties and how to connect relevant stakeholders must be considered.

Concerning these results, what constitutes good ambulatory healthcare in older age and the
concept of PCC as presented by Scholl et al. [15] and Zeh et al. [18] are greatly similar. Hence,
it can be concluded that PCC generally fits older people’s and HCPs’ ideas of good healthcare
in older age. This is an important finding since the conceptual closeness and often overlapping
description of good healthcare and patient-centred care have been criticised [153]. The results
from DP1-DP3 indicate that this might not be due to vague conceptualisations. Seemingly, what
patients and providers currently consider to be high-quality healthcare is PCC. In Chapter 9.2,
conclusions for the further development of care models are discussed. While the conceptual
frame of PCC was described similarly [15, 18], the detailed results described in the publications
from DP1-DP3 are beyond that suitable to understand the specific interpretation and practical
meaning of the concepts’ aspects in the context of ambulatory healthcare for the very old.

Moreover, the results showed that HCPs most often referred to healthcare structures [145],
while older people referred to relationships [137, 139, 142]. This reveals a considerable gap in
the representation of what matters to patients in the currently existing care models, which also
focus much more strongly on healthcare structures, and improvement of relationship-building,
apart from SDM, is rarely considered (see Chapter 3). In DP3, HCPs seemed to expect better
patient-provider interactions and relationships if only the structures were improved [145].
However, since most care models in the past 30 years tried to improve structures without
equally considering relationships, and those still being worthy of improvement from the older
people’s perspective, this could be a wrong conclusion. This is especially important against the
background of older people’s core motives in healthcare identified and explored in DP1, whose
fulfilment is particularly dependent on good healthcare relationships [137]. In a qualitative
study of primary and secondary providers of acute care for older people in the Netherlands,
Brouwers et al. found results quite similar to this dissertation’s, that among HCPs “only two
respondents [...] mentioned the social aspect as a very important aspect in the care process”
[154, p. 338]. The authors further described that HCPs’ improvement suggestions mainly
focused on technical processes such as referrals and consultations or interdisciplinary
cooperation to enhance efficiency and quality [154]. The implications of a stronger focus on
relationship-building versus healthcare structures are discussed further in Chapter 9.2.
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8.2 Understanding health, well-being and the role of ambulatory healthcare in older age

Apart from describing ambulatory healthcare as suitable for the very old, the dissertation
explored underlying motives and perceptions of older people and HCPs that form their views
and behaviours. One important part of that was the development of older people’s core motives
regarding ambulatory healthcare. Moreover, older people’s and HCPs' overall ideas of health
and the duties of ambulatory healthcare in old age play an important role.

8.2.1 Older people’s core motives regarding ambulatory healthcare

In DP1, three core motives regarding ambulatory healthcare were developed from empirical
studies: feeling safe, feeling like a meaningful human being, and maintaining control and
independence [137]. These were found to cover a broad range of care contexts and health
conditions and were confirmed in DP2 [137, 139, 142]. These fundamental wishes were found
to interact and complement each other rather than being hierarchically structured, and several
ways (i.e., specific measures or care elements such as SDM) could be appropriate to serve older
people as long as they consider their basic needs [137, 139, 142]. Experiencing the opposite of
preferred attributes, e.g., being given the feeling of being inferior or unimportant, could
negatively influence the perception of the core motives [137]. Hence, the practical
implementation of ambulatory healthcare elements feeds into a continuum of feeling more or
less safe, meaningful, and autonomous (Figure 4). Two theories from different contexts propose
similar elements to these core motives: Abraham Maslow’s theory of human motivation and
Aaron Antonovsky’s salutogenesis.

Maslow’s theory of human motivation is grounded on the idea of humans generally having
basic physiological, safety, belongingness/love and esteem needs, followed by the need to know
and understand, aesthetic needs and finally, the need for self-actualisation and transcendence
[155-157]. The fulfilment of all these needs means having a good life, being happy and
experiencing well-being [155, 157]. The needs described by Maslow were often interpreted as
hierarchical and their representation as a pyramid became popular, claiming that after the
fulfilment of one need, one “goes up” to the next. Especially for this hierarchical order and
difficult testability, Maslow’s theory earned much criticism [155, 158, 159]. However, this
might be a misconception of what he meant since, for instance, Maslow himself did not
introduce the representation in form of a pyramid, and several modern interpretations rather
tend to differentiate between deficiency needs and growth needs [159, 160]. Moreover, the
needs do not necessarily appear one after another after fulfilment, but certain needs can at times
be dominant, especially during certain life or age phases [159, 160]. Winston argues that the
order of need dominance follows the life course: basic and safety needs in younger years,
belonging and self-esteem in middle years, contribution and generativity in adulthood and older
age [159]. In the context of this dissertation’s results, this could be a parallel or alternative
manifestation of developmental life tasks and the wishes older people have and what they need
from healthcare to master them. However, the three core motives had no explicit structure, and
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they were equally important [137]. But it is possible that one motive, such as feeling safe,
becomes more important in certain situations such as an acute exacerbation of a health condition
[137]. Therefore, specific preferred features as described in DP1 or DP2, such as receiving fast
access and help, dominate others in these situations, and other motives and preferences such as
SDM may become less important [139, 142]. What can, however, be learned from this
dissertation’s results in comparison with Maslow’s theory is that despite physical limitations
occurring in older age and a certain focus on their compensation, older people clearly show a
growth orientation regarding their life, including their health, while also accepting that their
body ages. Hence, they are trying to find growth in the “deficit”.

Another theoretical concept in line with the identified core motives is the sense of coherence
(SOC) as an important component of salutogenesis. The salutogenic model, originally
introduced by Aaron Antonovsky in 1979, focuses on the origins of health in contrast to the
origins of disease [161]. Antonovsky developed the salutogenic orientation to understand which
positive aspects and inputs support individuals in environments in which several different
stressors cannot be avoided, instead of controlling the numerous single risk factors facilitating
or causing specific diseases [162]. Salutogenesis, as Antonovsky postulated, “leads us to focus
on the overall problem of active adaptation to an inevitably stressor-rich environment” [163, p.
9]. He proposed refuting the idea of distinct states of health or illness and instead considering
it a continuum of being rather healthy (health-ease) or rather ill (dis-ease) [164, 165]. In the
idea of salutogenesis, protective factors and risk factors influence how people move on this
continuum. In contrast to risk factor models of health and disease, salutogenesis especially
focuses on the protective factors that keep people healthy [164, 165]. Antonovsky found the
core of salutogenesis to be the SOC:

The sense of coherence is a global orientation that expresses the extent to which one has
a pervasive, enduring though dynamic feeling of confidence that (1) the stimuli deriving
from one’s internal and external environments on the course of living are structured,
predictable, and explicable; (2) the resources are available to one to meet the demands
posed by these stimuli; and (3) these demands are challenges, worthy of investment and
engagement [163, p. 19].
Hence, the elements of the SOC are 1) comprehensibility, 2) manageability, and 3)
meaningfulness [162]. The SOC is a representation of how a person views life and its challenges
[166]. The core motives identified in DP1 [137] have a strong similarity with the SOC, although
particularly developed in the healthcare context. It could be assumed that SOC is an inherent
part or driver of older people’s core motives regarding healthcare that explains their specific
preferences and respective behaviours [137, 139, 142].

Since this dissertation inductively identified the core motives, it cannot be considered a test of
Maslow’s or Antonovsky’s theory. However, in discussing their features and similarities, it
becomes apparent that older people, and humans in general, are growth-oriented in their lives,
health and well-being, and this orientation has implications for their perceptions and wishes
regarding ambulatory healthcare. Especially the ideas of health as a continuum from
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salutogenesis and the varying dominance of certain needs from Maslow’s theory enhance the
conceptualisation of older people’s core motives in the context of patient-centred ambulatory
healthcare (see Figure 3). It also clarifies that needs regarding healthcare cannot be considered
separately from general needs in life, which is important for what can or should be expected
from healthcare.

8.2.2 Perceptions of health, age and the role of healthcare in older age

While the core motives discussed explain the reasons for expressing specific wishes,
preferences and beliefs regarding healthcare, how this results in older people’s (and HCPs’)
beliefs, behaviours and interactions needs to be considered further.

As described in Chapter 2, the age of 80 currently constitutes a threshold regarding the burden
of morbidity overall, despite individual heterogeneous ageing and health trajectories. It
presented, for instance, how the model of selective optimisation and compensation proposed by
Baltes and Baltes [65] explains how older people manage their lives to maintain well-being.
This was also reflected in the results from DP1 and DP2, which found that older people
emphasised their activities and that they valued advice for daily life and activation [137, 139,
142]. This is an expression of how older people focused on meaningful options for activities
and discovered new ones such as senior citizens’ sports or gardening [142]. Hence, they want
to be recognised for their activities, also in light of their life’s work and wanted to be respected
and seen as meaningful societal contributors [137, 142]. Recognising and supporting these
individual achievements and goals is closely linked to the core motive of feeling like a
meaningful human being [137]. It is also relevant to maintain control and independence since
this is a balancing act of not receiving too much but the right and sufficient support to live life
as one wishes, and to avoid the need of further care and support [137]. This is also reflected in
older people’s wishes to receive more preventive measures and routine examinations that
ensure them that everything “works well” and will not deteriorate soon and to give them control
over possible counteracting measures [137, 139, 142].

In the German context, older people in DP2 often found it unjust that preventive and routine
examinations were limited by the SHI, also within certain age ranges, and people being
privately insured or being able to pay out of pocket would therefore receive better healthcare
[142]. HCPs in DP3 also referred to the strong role and relevance of prevention to enable a
good life for their patients, but they often argued that prevention has to be started early in life,
potentially implying old age is too late [145]. Most emphasised the importance of individual
goal setting and care planning, including routine follow-ups, especially for a range of chronic
conditions to ensure independence, mobility and safety [145]. Overall, it seems that HCPs still
have a clear focus on what is wrong with their older patients’ health, as is especially visible in
their characterisation of them as physically and cognitively impaired, medically complex and
challenging [145]. Some HCPs also expressed being annoyed by older people’s unrealistic or

inappropriate goals and their “stubbornness” if they insisted on pursuing them [145].
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On this matter, the dissertation’s results point to two important issues: Firstly, HCPs showed a
rather deficit-oriented and negative view of older people [145]. Secondly, conflicting with their
otherwise striving for a positive and health-oriented view, older people themselves showed
internalised negative stereotypes about the old [142]. Several participants described that older
people might unnecessarily “block™ healthcare resources and the limited valuable time
physicians have for their patients. They needed to differentiate themselves from those older
people and to emphasise they would only seek help if truly necessary [142].

Such ageist stereotypes are quite powerful; they can influence how and whether older people
seek help, follow prevention measures, or are convinced of their control regarding their health,
how they perceive their lives, their experience of well-being, and ultimately, their overall health
[167-170]. Ageist stereotypes influence, on the one hand, older people and their beliefs and on
the other hand, how other people, such as HCPs, perceive them and interact with them. In a
comprehensive analysis of an English 600-million-word corpus from 1810-2019 comprising
newspapers, magazines and fictional and non-fictional books, Ng and Chow investigated the
development of ageing narratives [171]. Since literature and media certainly reflect societal
images, their findings were striking: Over the past 210 years, ageing narratives were found to
steadily become more negative. Older people were increasingly ascribed a lower status, less
warmth and less competence. At the same time, descriptions of ageing became more
medicalised and connected to “dark” themes such as illness, disability, and death and they were
increasingly described as vulnerable and in need of social welfare [171]. This was also apparent
in the results of this dissertation [137, 142, 145]. Apart from the increasing average life
expectancy, Ng and Chow explain their results with the important societal vent of
industrialisation, which turned a hitherto positive image of older people to a negative one due
to the focus on fast work and efficiency and the uselessness of older people due to declining
physical capacities [171]. Moreover, older people are often generalised as a homogenous group,
despite the considerable heterogeneity of their lives [171]. This was also partly apparent in DP3,
where only a few HCPs pointed to older people’s heterogeneity in characterising them [145].

This image of old age is a harsh contrast to older people’s self-perceptions and denies their
persisting potential and wishes to pursue a meaningful life. As described in Chapter 2, old age
is a life phase in which new goals are selected and other goals need to be left behind [62].
However, society might have ideas of age-appropriate goals and base their support on whether
older people choose the “right” ones [62, 172]. Hence, if societal conceptions of older age are
deficit-oriented, they might withhold resources for older people to design their goals and lives
in a more growth-oriented way. If older people internalise these stereotypes, they might not
even perceive this as wrong, but they will experience a mismatch between their own and
perceived images of their life as insulting [169]. This dissertation’s results showed intra- and
interindividual differences. On the one hand, the urge to differentiate oneself from older people
overusing healthcare indicates that one is in line with the “right” goals and behaviours from a
societal perspective [142]. On the other hand, in several examples, older people felt sad or
insulted by how they were deprived of healthcare and attention due to their age [137, 139, 142].
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Other studies confirm how a focus on diseases promotes a deficit-oriented view among HCPs
if not counteracted. In two systematic reviews on nurses’ and student nurses’ attitudes regarding
older people, it was found they had light to moderate positive views, but also several negative
attitudes: Older people were often stereotyped as incapable of decision-making, hence less
involved, and seen as a burden due to their higher demands of attention and care complexity
[26, 131]. Negative perceptions of older people often referred to the higher burden of caring for
them, unambiguous health conditions and treatment plans, and distressing outcomes such as
death [26, 131, 132].

Taken together, these findings make it apparent that people aged 80 and over face and struggle
with medicalisation and illness-reduction of their lives. This recalls Parsons’ description of the
role of the ill person, who has rights and duties and exchanges autonomy over their state with
responsibility. Here, being ill poses a phase of deviance from the normal, healthy state [173].
This dichotomy, though, does not fit the older age that is a life phase, and while most older
people have several (chronic) conditions, this does not mean they cannot be or do not feel
healthy. Hence, the healthcare system, being designed primarily for limited phases of illness,
still serves the role of ill persons but not beyond that. Against the background of the theoretical
approaches introduced in Chapter 2, several examples from DP1 and DP2 confirm how older
people reorganise and follow new goals and strategies to achieve well-being and satisfaction
and how healthcare impacts how they perceive being supported or enabled to do so [137, 139,
142]. It could be argued that focusing on prevention and health (in contrast to disease) is a
strategy to handle current health status and possible deteriorations and that denying or
complicating access to preventive measures means older people are hindered in that.

On this matter, the DPs also produced results on older people’s and HCPs’ perceptions of their
interactions, particularly regarding communication, SDM and the building of care relationships,
which are discussed in the following.

8.3 Interactions between older people and healthcare providers

In all DPs, the role of good and valuable care relationships was dominant [137, 139, 142]. This
was particularly apparent in the numerous review findings regarding social interaction in the
healthcare context with a high rating of confidence in the evidence in DP1 [139]. What is
interesting regarding the more specific aspect of SDM is that in the systematic review and the
interview study, participants wished to be comprehensively informed and equally involved in
care and decisions, while a minority of people stated they would like to leave the decision with
the professional [137, 139, 142]. This is striking because it is frequently suggested that older
people, in contrast to younger generations, prefer a paternalistic model of healthcare and
decision-making [112, 174, 175]. In light of this dissertation’s results, this is an astonishing
misconception. Although specific preferences regarding decision-making style and mode of
information differ, being informed and discussing their health and care is generally important
to all older people. This can be seen in their strong wishes to be taken seriously with their
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matters, to receive thorough explanations, to be able to speak without being interrupted, and to
have a trustful, confidential atmosphere in which concerns and questions can be brought up
uninhibitedly [137, 139, 142]. Hence, although someone competent (the HCP) making the final
decision might be preferred by some or might be necessary, this does not mean older people do
not want to be part of the prior decision-making process, which comprises a broad interaction
of mutual information sharing. However, if

e more than one option is not made explicit,

e not enough time is granted to speak about all meaningful aspects,

e older people have the feeling of “stealing time” or being signalled their need to discuss
IS undesired,

their confidence and possibilities of getting involved may decrease.

Individually perceived abilities seem to play an important role in this matter. For example, other
studies found that lower levels of health literacy influence decision-making preferences and
that health literacy may especially influence personal motivation to seek information, resulting
in passive behaviour [176]. Parallel to that, it was also found that older people tend to have
lower health literacy levels than the younger population [177]. Hence, instead of concluding
that older people do not want to be involved in decision-making, it could be necessary to focus
even more on empowering this group to take part, strengthen their health literacy and decision-
making abilities, and create the atmosphere they need to discuss their goals and decisions. As
Taylor argues, it might not be correct that older people would value PCC or SDM less but that
they want to see the options and the “roadmap” while not necessarily wanting to control the
whole process or decisions [112]. In a large qualitative study in eleven European countries
among over 400 people aged 70 and older on decision-making involvement at the GP, Bastiaens
et al. found that preferences for decision-making were ambiguous. Many older people wished
to be involved, but some also described that the GP was the expert who should make the
decision [178]. However, as in DP1 and DP2, patient-provider relationships, talking, asking
questions, being listened to, and receiving information on health status, treatment and
prevention possibilities were equally important [178].

Some HCPs in DP3 expressed that older patients would have unrealistic views regarding their
health and possible treatment goals, while others, especially dentists, reported perceiving older
people as sometimes being in doubt whether a certain treatment “would be worth it anymore”
considering their older age [145]. Although communication and involvement in decision-
making were often mentioned, especially GPs described their perception that older people were
more paternalistically oriented. In several cases, HCPs referred to older people’s
noncompliance, due to impairments and limitations but also due to supposed stubbornness.
Some HCPs explicitly stated that good healthcare would result from patients behaving
compliantly [145]. Compliance means a clearly defined idea of what has to be done (mostly
identified by an HCP) that is followed by the patient [179]. In light of the diverse health
trajectories and non-applicability of standardised treatment concepts [145], this is a striking
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statement that is in contrast to older people’s expressed wish to discuss individual treatment
options [137, 139, 142]. Frequently, HCPs also referred to assumed dementia when their
patients refused their treatment plan [145], which was also found in a study by Zwijsen et al.
[27]. Such beliefs about older people can result in their stigmatisation, treating them
inappropriately and not involving them in decisions [180].

These beliefs and expectations could be an expression of HCPs’ professional education and
socialisation or general misconceptions about older people. They could also be based on a
perceived failure or impossibility because negotiations about care goals and treatment plans
with older people break the boundaries of usual routines established in the medical and
healthcare system. This is reflected in other studies. For instance, Wrede et al. showed that
patient-centred communication is still only moderately practised and that HCPs tend not to
initiate discussions of treatment priorities [181]. Another example comes from a big qualitative
study with GPs in eleven countries, in which Wetzels et al. revealed that what GPs understood
as patient involvement was often reduced to communication [182]. In another study on PCC,
Bodegard et al. summarised that

patients who had more than one reason for their visit indicated that they were not
listened to without interruption, did not have their questions answered, and were not
satisfied to the same extent as those with one reason for their visit. The doctors’
responses did not reflect that they perceived any of these differences in these
consultations [117, pp. 5-8].

It is interesting that in the last study, the physicians’ mode of communication seemed to change
if the reason for the visit was more complex, meaning it had more than one specific reason.
Assuming that PCC and SDM are modern ideals of healthcare also influenced by general
socialisation, not only HCPs but also older people might be used to a certain kind of doctor-
patient communication. Even if HCPs, for instance, share the ideal of SDM [145], they might
lack the skills or do not habitually stick to that in situations of complex health issues, especially
if the time frame is short. The same might be true for older patients; hence, they might not
necessarily bring up their wishes or demand that their HCPs discuss goals, especially
considering their internalised stereotype of the older person as blocking healthcare resources
[142]. Consequently, if neither the HCP nor the patient initiates such discussions, underlying
misunderstandings and disagreements, resulting in “noncompliance”, are not surprising [112].

This situation also results in important although not necessarily medical or acute topics being
cut off from consultations. For instance, it became apparent that older people think about their
future health and life trajectories, and they would like to discuss and plan them to feel prepared
and safe [137, 139, 142]. A study with older couples not yet receiving professional support in
Sweden showed concerning future development and future care preferences, maintaining the
self and being cared for with dignity to the end were important core themes [183]. The fear of
not being received and treated as an individual anymore was great [183]. Hence, how life will
go on and how to preserve dignity until the end of life are important topics for older people. A
systematic review and subsequent interviews by Kukla et al. found that informing oneself about
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death and dying, and especially talking about death-related topics, also with HCPs, was
important to the participants and helped them experience positive emotions, satisfaction and
well-being [152, 184]. Interestingly, the needs and approaches to the two groups of older people
and people with a life-limiting disease did not differ [152, 184].

Although the discussion of death might be interpreted as negative and loss-oriented, the results
from DP1, DP2, and Kukla et al. show that older people usually do not see it like that. By
contrast, they want to actively engage with the topic, they want to understand and plan what
comes ahead, and they can receive safety, meaningfulness and well-being through this mastery
[137, 139, 142, 152, 184]. Older people wish to discuss such existential, not purely medical
questions with HCPs [103, 137, 142, 152, 184, 185]. For HCPs, though, non-medical issues
and discussions are an important aspect of their perception of older people being a challenging
patient group [145]. While some understand the incorporation of psychosocial and meaning-of-
life aspects as an important field of communication with their patients and a source of meaning
and value for themselves, several felt they lacked the resources, in particular, time, or
competencies to do so properly. They also mentioned that this was not considered an HCP’s
area of expertise or role [145].

In conclusion, older people wish to build personal relationships, communicate broadly with
their HCPs on existential life questions and plans, and wish for SDM. This seems to conflict
with certain views and beliefs of HCPs, such as their perceptions of older people, their
professional roles or their perceived capabilities. Therefore, the following section discusses the
dissertation’s results from their perspective.

8.4 Providing healthcare for people aged 80 and over: A challenging task

Several factors in providing healthcare to older people were described as having the potential
of being either impeding or supportive from the perspective of HCPs in DP3 [145]. One of the
most important factors in providing good healthcare was the patient’s health status. Hence,
prevention was considered valuable. While physicians especially referred to healthy lifestyles
already in younger years, dentists seemed to be more in the present and referred to ongoing
possibilities of prevention and prophylaxis [145]. Interacting with the broader local or social
environment of the older patient, further stakeholders such as relatives or formal caregivers
were especially identified as both possibly complicating and facilitating good care, depending
on their interests and whether they acted in line with the provider’s and patient's goals and plans
[145]. Having sufficient reimbursement and time, proper information exchange with other
HCPs, and transport solutions for patients with restricted mobility were further considerable
factors [145]. Good interactions with the patient were seen as supportive, but physicians also
referred here to patients’ potential stubbornness as impeding. By contrast, dentists reported
possibly conflicting goals or views on the right treatment but emphasised the patient’s final say
in what was done [145]. They moreover stated that awareness of the relevance of oral health
among other HCPs, patients and their relatives would help in providing good care. Having a
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good team, proper professional networks, the professionals’ motivation and ongoing training
were generally described as important and supportive [145].

These findings of the dissertation are in line with other studies on further HCPs or healthcare
settings concerning caring for older adults (often defined from 60+ years on), and the challenges
accompanying that. In particular, these comprised the patients’ complexity, communication
challenges, healthcare coordination and fragmented structures, administrative burden and time
pressure [27, 133, 134, 154, 186, 187]. Caring for older adults in the current healthcare system
is particularly demanding for HCPs. For example, not being able to rely on proven treatments
or guidelines can make HCPs feel frustrated since it increases their uncertainty about providing
good care for their patients [27, 133, 145].

Taken together, these results show that healthcare that is not designed to care for older people
is not only bad for them. It also puts substantial stress on HCPs, who are necessarily confronted
with older people’s demands in their daily practice, whether they are prepared or not [145].
Against the background of the JDRM (see Chapter 3), the described barriers and challenges can
be considered ongoing job demands that can negatively impact HCPs’ well-being or make them
consider leaving their job in a process of job strain [129, 130]. Their perceptions of their
working environment (and hence of older patients as their patients) can further affect how they
behave and whether they create additional job resources or demands. For instance, Mazzetti et
al. showed that an individual’s characteristics (here: positive affectivity such as enthusiasm and
negative affectivity such as pessimism) can be an explanation for how physicians perceive their
job demands and control [188]. Systematically investigating how HCPs’ perceptions of older
adults mediate their perceived job demands and whether a positive perception alleviates the
perceived difficulty and work burden as described in DP3 would have great potential [145].

In general, there is a considerable gap in researching and evaluating care models or PCC
regarding outcomes personally relevant for HCPs, such as work satisfaction, well-being, stress
level or attitude change [116]. Consequently, designing ambulatory healthcare for the very old
must necessarily include the investigation of HCPs’ well-being and attitudes and measures to
decrease the burden. Hence, job resources enabling the path of job motivation and buffering
demands [129, 130] should also be explored in the context of caring for older adults. In DP3,
the most important resources in enabling the provision of good healthcare were found in HCP
networks and well-functioning teams [145]. However, a few participants also described
reciprocity and valuation from the older patients and participating in their life stories and
experiences as resources [145]. Hence, a positive contrast to a negative perception of older
people in healthcare could make a job demand a job resource.

8.5 Summary

This chapter discussed the results of the dissertation in the context of further studies and
theoretical approaches useful to further understand and apply them to practice. One of the focal
points of the results’ discussion is that what is considered good ambulatory healthcare in old
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age equates to PCC drawn from the perspectives of both older people and HCPs. However,
while HCPs and existing care models developed by professionals referred to healthcare
structures to change and improve healthcare for the very old, the latter themselves especially
emphasised the role of building strong, personal care relationships to achieve good healthcare.

Understanding health and well-being and the role of ambulatory healthcare in old age were
discussed further. The core motives inductively meta-synthesised from empirical qualitative
studies in DP1 showed compelling similarity with Abraham Maslow’s theory of human
motivation and the SOC proposed by Aaron Antonovsky as a core component of his salutogenic
model. It was concluded that older people pursue growth orientation and health orientation in
their lives and that the described features of ambulatory healthcare can help them move on a
continuum of fulfilling their core motives, while the core motives could also be varyingly
important in different phases of, e.g., a persisting health condition. This orientation can also be
found in their choice and maintenance of meaningful activities, as is described in the model of
selective optimisation and compensation by Baltes and Baltes. The results show that older
people wish this to be recognised in healthcare and that healthcare responds to their wish to
pursue what they consider meaningful goals. However, it also became apparent that many HCPs
hold negative views on caring for older adults and that it is challenging and demanding for
them, particularly due to missing system support. Older people internalised ageist stereotypes
in healthcare; this was especially striking in their differentiation between themselves and other
older people as “bad” healthcare users.

Moreover, older people wish to further discuss existential life issues, also including the end of
life, and psychosocial matters. However, this is often avoided in consultations, due to lack of
time and lack of communication abilities of both sides and because it is excluded from HCPs’
perceived area of expertise. Apart from complexity, these matters make caring for people aged
80 and over particularly challenging for HCPs, posing ongoing job demands as discussed in the
context of the JDRM. Job resources in working with the very old should be further explored
and developed, particularly regarding perceptions and beliefs of health and life in older age.

The DPs followed an inductive approach in exploring what is relevant in understanding and
designing PCC for the very old. The following chapter builds on these considerations and
discusses specific implications for research and practice that go further.
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9. Implications for research and practice

This chapter presents implications for research and practice regarding patient-centred
ambulatory healthcare for the very old. Three areas are discussed: 1) the understanding of
ageing and health, 2) the further development of PCC, and 3) the building of a suitable
healthcare workforce.

9.1 Debating the understanding of ageing and health

One of the basic implications of the work in hand is that, overall, the meaning of health in older
age and the issues being handled in ambulatory healthcare need to be discussed to develop and
improve care models. While health sociology has so far mainly focused on subjective theories
of health and illness, in light of the demographic change affecting all areas of life, the discussion
of health and ageing needs to become part of the analysis of society [189]. Hence, apart from
the healthcare sector, society as a whole needs to discuss and define what healthcare should be
about, and what is expected from it. Here, sociological and gerontological approaches,
particularly life course perspectives, should be considered.

One specific issue is the consideration of old age as diverse, meaningful, forward-looking and
as worth living as any other phase of life. While the prevalence of chronic and complex
conditions is undoubtedly changing from a population-based view, the very old’s health and
life situations can be extremely different, and the deficit orientation based on diagnosed
conditions in healthcare fails to meet older people’s health and life goals. Deficit orientation
and reduction of illness deny older people their ongoing potential for growth and well-being.
Such views internalised by society agents of the healthcare system result in treating older people
inadequately [4]. For example, agreeing that in older age, prevention, social welfare, or having
good teeth are still worth investing in has the potential to delay and comprise morbidity and
ensure ongoing social participation and subjective well-being [4, 34, 190].

Ideally, healthcare systems, or at least the ambulatory healthcare sector as the area closest to
people’s reality of living, should be designed to ensure that all people unfold their health
potential. The core motives and related theories discussed in Chapter 8.2. provide a good basis
for that. Promising approaches could be the further investigation of older people’s health and
well-being from a salutogenic view with a particular emphasis on older people and
implementation in ambulatory healthcare. Taking another fundamental perspective of what
desirable and achievable goals in healthcare are could also help HCPs feel more confident and
well in caring for older adults, resulting in less “failure” regarding the curing of diseases, and
the focus on resources and individual patient goals could make growth potentials in older people
visible. Moreover, a societal agreement and commitment regarding what healthcare should
deliver, also in old age, would entail the structures and means provided for healthcare. Since
healthcare will, however, be a field of conflict between a society’s limited resources and a
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variety of demands, care models should be implemented that are suitable to address the
necessary changes with the resources at hand.

9.2 Developing and implementing patient-centred care models

The similarity between the model of desirable ambulatory healthcare resulting from this
dissertation and the integrative conceptualisation of PCC [15, 18] demonstrated that patient-
centredness seems indeed suitable to address the needs of the very old and ageing population.
From the results of this work, PCC for the oldest means a stronger orientation on individual life
courses, goals and personal growth in late life, as can be seen in the core motives [137].
Designing patient-centred, health- and growth-oriented healthcare offers the opportunity to
encounter demographic challenges and ensure health and well-being until and even at the end
of life [4, 142, 184]. This could open untapped potentials in the compression of morbidity, and
hence, less burden on the healthcare system and healthcare [190]. Regarding PCC, the
conclusions from this work are twofold:

Firstly, PCC as a model of care should be pursued to design ambulatory healthcare for the
ageing population. This challenges the conviction that this model would not be preferred by the
older generation [112]. In contrast to how care models for older people have up to now mainly
been conceptualised, without equal involvement of the target group itself (see Chapter 3), older
people should constantly be involved. The results from this dissertation can deliver a blueprint
to design PCC for older people. For instance, as the systematic appraisal of confidence in the
evidence on this matter in DP1.2 showed, it is also a map to show where further exploration of
older people’s views is needed [139]. A particular chance for the involvement of older people
in the development and implementation of care models is the depletion of ageist stereotypes
and deficit-oriented views on older people and their health.

Secondly, PCC as a (theoretical) concept benefits from the inclusion of the perspectives of the
very old as provided in this work. People aged 80 and over can be considered a hard-to-reach
group [191] and have seldom been adequately depicted in studies on PCC. These usually
comprised younger samples of, e.g., patients with chronic conditions [18, 192, 193] and,
generally, studies up to now have tended to summarise the very old in the category of aged
60/65 or older [4, 62], despite the fundamental changes in health and living conditions around
the age of 80 (see Chapter 2). PCC that meets the needs of the oldest would mean meeting the
needs of most of the population as everyone hopes to grow old. Future research and
development of PCC should hence comprise a life course perspective.

9.2.1 Further development of patient-centred care: Focusing on relationships

One of the core differences between the existing conceptualisation of PCC and the results of
this work, despite the general similarity, is the dominant wish of older people to build deep
relationships with their HCPs. As can be seen from the care models in Chapter 3, more effort
has been made to improve healthcare structures or single interaction elements in improving
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healthcare for older people. This also seems to be true for the understanding of PCC: A
systematic review of Langberg et al. [194] investigating how the concept of PCC developed in
the past 20 years found that four dimensions were still in line with Mead’s and Bower’s concept
published in 2000 [110]: biopsychosocial perspective, patient-as-person, sharing power and
responsibility, and therapeutic alliance. The dimension doctor-as-person disappeared, however,
while coordinated care was added [194]. As the authors discussed, this may reflect the higher
complexity of healthcare systems [194]. Aspects of care coordination or healthcare structures
may also be easier to operationalise for change. In light of this dissertation’s results, this implies
the focus on the development and implementation of PCC has not been in the direction of what
older people need and wish to be cared for well.

This implies a “back to the basics” if Rogers’ model of person-centredness is considered the
origin of PCC (see Chapter 4). Rogers also speaks of a growth-promoting climate to support
clients, considering their past and future development and emphasises the role of good, trustful
working relationships [104]. While in the middle-aged adult population, the focus on patient-
centredness due to its fit to the medical and healthcare context as compared to the more
therapeutically oriented person-centredness seems to make sense, ageing with its special health
challenges and according to developmental tasks could benefit from more person-centredness
in patient-centredness. This might even or especially be the case if older people cannot find or
formulate appropriate life and health goals for them; therefore, they need more support in this
regard. The missing inclusion of older people’s perspectives in most care models developed so
far could explain why such aspects had been dismissed and hence, why some models could not
or not fully prove effectiveness. Consequently, the full potential of care models to help older
people follow positive health trajectories as well as they can is not exhausted. To master the
challenges of demographic change, reach positive health trajectories and work towards
compression of morbidity, this potential should urgently be used [4].

What can also be learned from this work is that implementation of real PCC and investment in
personal, and social care interaction is still rare. Similarly, van de Pol et al. concluded from
interviews and focus groups with primary HCPs and care home residents on quality care
provision that

realising successful care intervention is an undertaking that requires mutual
understanding of the expectations and goals of all the parties involved. Recognition of
expectations and goal setting is still in its infancy and the main challenge facing
caregivers and patients is to create a system that carries out these tasks as standard
procedure [103, p. 506].

So, what do these processes of mutual understanding and building care relationships ideally
look like? On this matter, Dewar and Nolan proposed a model of compassionate relationship-
centred care in older people's care contexts [195]. Firstly, they point to the need for
interpersonal competencies rather than technical skills, and to the need of building personal and
relational knowledge. This includes knowing about how people (or patients) form their identity
and see themselves and knowing about their values, preferences and beliefs [195]. Therefore,
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appreciative conversations, i.e., more than conversations focused on the current reason for a
healthcare contact, are required. Dewar and Nolan propose four strategies to achieve such
conversations: 1) recognising emotions and expressing feelings, 2) asking about current
feelings to connect with others, 3) becoming aware of how all involved persons feel about
experiences, and 4) supporting people to exchange and react to feedback [195]. The authors
summarise which knowledge, skills and values are needed for this:

e willingness to negotiate and compromise;

e willingness to see another perspective;

e promoting and accepting the emotions of others;

e sharing personal information;

e openness to other ideas;

e sharing insights when things are not going so well;

e and recognising what people are good at [195, p. 1256].

The accordance with this dissertation’s results on how older people want to be seen holistically
and understood as persons and their wish to discuss life goals and existential questions
strengthens this concept [137, 139, 142]. In a systematic review on quality in care relationships
in long-term care settings, HCPs' encouragement and emotional investment, and trust and social
interaction were also identified as relevant determinants [196]. Showing affection and
compassion in verbal and nonverbal communication was also an important part of
compassionate nursing care identified by Tehranineshat et al. [197]. Hence, while most studies
on compassionate relationships with older people are from institutionalised settings, the
accordance with the results of this work suggest transferability to community and ambulatory
healthcare settings.

From a professional, moral understanding of caring well for patients, some might be convinced
this is already part of HCPs’ job. However, the frequent complaints of HCPs about the
exceeding psychosocial issues of older patients that have no place in the consultation or should
be outsourced to other professions [145] show that a gap exists between a professional, moral
idea and how the practice of the own job is understood and realised (see Chapter 8.4). Vogt
argues that physicians up to now learn communicative strategies especially to ensure patients
behave compliantly and thereby lead to the result the physician considers desirable or good care
[198]. A study by Neumann et al. discussed empathy, a key element of care quality and patient-
provider relationships, as a means to help HCPs to perform necessary medical tasks that need
information [199]. While empathy is principally a fundamental component of PCC and offers
considerable therapeutic potential [199, 200], this reveals that the uptake of PCC, empathy and
SDM in debates around actual practice change may rather be understood as tools to fulfil regular
medical tasks than as a true change what HCPs believe is their job. Interestingly, the urge to
outsource psychosocial or relationship elements of caring from medical interactions and
physicians’ struggle to change their professional role towards including such elements were
already described by Balint and Balint in their seminars to develop PCC in 1969:
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First, it seems as if our doctors felt compelled to identify with two professions when
they joined our seminars; the profession of the general practitioner and the profession
of the psychiatrist and psycho-analyst. [...] It was important to them to preserve their
identity as general practitioners; there were times when they strongly identified with us,
but there were times when they did not wish to do so. Secondly, they saw us, on the one
hand, as trying to turn them into psycho-analysts, without the time or the opportunity to
do so [...]. They wanted to show us how exacting our demands were on them and how
frustrating and unrealistic. They thought that when we expected them to do more than
they did we did not realize how good they were anyway [108, p. 270].

Hence, what is important to further efforts in developing and implementing PCC effectively for
older people is the question of how HCPs understand and realise their role. While this is an
important result of the core of this work, it emphasises how such models, frameworks and
conceptualisations will fail if they do not simultaneously take up and initiate discussions on the
understanding and value of health, age, what is expected from healthcare interactions and
professional roles. An important step would be investing in research and promotion of what
makes caring for older people and engaging in relationship-building attractive, rewarding, and
a resource for HCPs instead of understanding and teaching it as a tool to effectively gain
necessary information or reach compliance [201]. This could be the mediator between HCPs'
general ideal of PCC and caring well for the oldest, and their actual behaviour, which might be
needed to change their roles and practices.

9.2.2 Integration of oral health and healthcare

Another area of action concerns the fact that although comprehensive care overcoming the
borders of healthcare sectors and professions and disciplines is warranted, oral health care is
rarely incorporated. While in general, the health issues of older people have been recognised
and addressed by governments, this is rarely the case regarding oral health and dental care,
despite the increasing treatment needs in older age and the considerate impacts on general
health, quality of life and well-being [48, 202]. The lack of consideration of oral health in older
people in the development of ambulatory healthcare is serious, as can also be seen in the
overview of care models (Chapter 3). As Kossioni criticises, in Europe, public funding for oral
healthcare rather decreases and oral health is often ignored in concepts to promote health and
healthcare comprehensively for older people [48]. Although the oldest are the fastest-growing
age group, efforts rather focused on children and few dentists are trained to treat older people
[48], another hint at the underlying assumption that in old age, the battle is already lost. In light
of the significance of oral health (see Chapter 2), this means withholding ongoing needs and
potentials on being painless, able to participate socially and overall well-being in older age.
Consequently, PCC needs to ensure the incorporation of all relevant areas, explicitly oral health
and healthcare. While studies in oral healthcare settings were also included in the systematic
review forming the basis of Scholl et al.’s integrated model of PCC [15], these were
outnumbered. Hence, the results of this work should be particularly useful to equally
incorporate the area of oral healthcare and as was shown, for example, the aspect of costs was

49



9. Implications for research and practice

more important compared to GP or specialist healthcare [142]. Ensuring financial structures
and support to grant sufficient oral healthcare, raising awareness for oral health among other
HCPs and, for instance, including some oral health questions in standard screening procedures
of examinations or check-ups at the GP, could already bring great progress [145]. However,
this also requires an adequate offer of, e.g., visiting dental care, if needed [145]. Moreover,
dental care professionals should be included in the development of care models and treatment
concepts. Older people and other healthcare professionals and informal caregivers or relatives
need to be made aware of the importance of oral health. Finally, drawing from the insights for
general healthcare, building strong care relationships and long-term plans, including long-term
prevention measures, check-ups and individual goal setting might be promising approaches to
prevent drop-out in older age in oral healthcare.

9.2.3 Why more (reimbursed) consultation time is probably not the solution

An obvious objection to the presented suggestions might be that HCPs would only need more
time in their consultations to automatically provide more patient-centred, relationship-oriented
healthcare to older people since this is part of their moral and professional understanding.
Receiving more reimbursed time for healthcare consultations was also a dominant demand in
the survey in DP3 [145] and was identified as a determinant of quality of care relationships
[196]. Hence, the implications of consultation length are now briefly discussed.

In a study using videotaped consultations in Norway, Gude et al. showed that consultation time
in a GP setting that exceeded 13 minutes (in a scheduled time frame of 15 minutes) significantly
correlated with more and especially more psychosocial information exchanged about the patient
[203]. In another study investigating the relationship between the depth of the patient-provider
relationship and consultation length, having a deep compared to a shallow relationship was
associated with a longer consultation, but the difference was only two minutes (overall median
consultation length 11.3 minutes and overall median depth of relationship classified as
moderate) [204]. In a systematic review, Wilson and Childs found evidence that more
consultation time (from the included studies, probably nine versus seven minutes) was
associated with less prescription but more advice on how to live healthy and prevention
activities, and more personal communication and a holistic patient view [205]. Consequently,
more time, or a certain time frame, indeed requires or supports relationship-building and
personal communication between patients and providers. However, the necessary additional
time is short (about two minutes). Moreover, what counts more for patients might not be the
actual consultation length but the perception of being granted enough time. This became
apparent from DP2 [142] but was also shown in a British study that found patient satisfaction
was not related to the actual consultation length, but to patients’ overestimation of length;
hence, their perception of having had a positive experience [206]. In a study with people aged
70 and older in eleven European countries, Bastiaens et al. also found that the perception of
enough time is related to whether older patients perceive the GP to be interested in them [178].
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Consequently, it must be questioned whether (reimbursed) additional time in patient visits
automatically results in more SDM, goal setting or discussion of existential questions. For
example, a German study on when GPs interrupt their patients at the beginning of a consultation
showed that patients were on average interrupted after eleven to 24 seconds (total conversation
time six to 11 minutes) [207]. Strikingly, a longer non-interrupted speaking time was not
associated with an overall longer consultation. Listening well or giving the patient this feeling
does not necessarily require more time, but a different mode of communication. This shows
how even one of the most frequently demanded aspects might not be the one changing
healthcare interactions substantially.

In principle, a small increase in consultation time could be sufficient, but what happens in the
interaction and how the older patient feels perceived and valued are more important. However,
when examining these studies, it can be also concluded that the “minimum time frame” of
planned consultations to enable relationship-building and holistic discussions seems to be
between nine and 15 minutes [203, 204]. This is relevant since Germany is among the European
countries with the lowest average GP consultation durations (7.6 minutes), compared to the
European average of 10.7 minutes and countries such as Belgium or Switzerland at around 15
minutes [208]. Subsequent studies reported approximately nine minutes of average consultation
time in Germany [209]. It could be argued that Germany, as a population-rich country with high
frequencies of health services use [12, 70], has short consultation lengths because of too few
HCPs for too many patients. Indeed, Deveugele et al. found that a higher burden on physicians
decreased consultation length [208]. However, the direction of this relationship is unclear; it
could also be that due to too short consultation times, patients’ needs remain unmet and hence,
they need to use health services more frequently. Consequently, being attentive and taking time
could be more efficient than rigidness, and increasing time in primary care probably produces
more costs initially, but can be offset due to reductions of, e.g., inpatient service use [210, 211].
Since realising a little more time in consultations does not pose a risk to patients or providers,
further research on this matter, favourably using study designs allowing for causal conclusions,
might significantly improving healthcare.

Moreover, this might decrease HCPs” work burden and increase satisfaction and well-being in
their jobs. Physicians in Germany constantly report the perception of needing more time than
has been allocated, which poses considerable work pressure [145, 212, 213]. Hence, while more
time may not solve all the problems of patient-provider interactions discussed, granting more
time through adapted healthcare structures and remuneration could relieve HCPs' work
pressure. Less work pressure in turn could offer the needed space to adapt practices and
strategies in handling high demands since new or flexible approaches are difficult to adopt
during high-demand periods [129, 130].

Overall, the response probably needs to be twofold: Certain minimum time frames are a
prerequisite to providing PCC and building relationships, as demanded by HCPs [145].
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However, the effect of more time could be overestimated, and a simultaneous change in
interaction practices in healthcare consultations and professional roles is needed.

9.3 Building a healthcare workforce for ageing populations

In light of insufficient adaptations of the healthcare system to address the challenges of ageing
populations, mastering these is currently up to HCPs and older people themselves. HCPs
frequently see themselves confronted with unmanageable demands and mostly wish for more
time in healthcare interactions, including the remuneration for that [79, 145]. As has been
discussed, the burden is great on HCPs in adapting to the challenges and regarding their
workload but also emotionally and regarding conflicts in their professional role.

One proposal is a more general education of physicians compared to specialisation. In
Germany, the number of medical specialists is high: specialists are available in inpatient and
outpatient settings, which is different to many other European countries [73]. This is
questionable since health issues in the ambulatory healthcare sector are often “not severe
enough” to justify all those specialists, while many of them, e.g., orthopaedists, actually mostly
face conditions such as back pain or arthrosis that could as well be handled by GPs [214].
Consequently, van den Bussche proposes a more general practice focus in medical education
[214], and likewise a general focus on the needs of older people is necessary, as can be
concluded from this dissertation.

To ensure that HCPs provide the best care for older people and also like their job as a carer for
them, how they view and perceive them is crucial, as was explored in DP3 [145]. Studies on
nurses and caregivers found that

e relationship-building and trust

e knowledge about ageing and correction of false beliefs about older people
e training and working experiences with older people

e suitable working environments and resources to care for them

are strategies to support positive attitudes and views of older people and their willingness to
care for them [26, 215-219]. Aspects that were found to be supportive or valued in older people
were their own older age, occupational values, older people’s higher appreciation of receiving
care and attention, and the emotional intelligence of the care provider [26, 132, 219, 220]. Due
to the demographic change, positive views of older people, and the positive effect of working
with them are urgently needed to create a suitable healthcare workforce. Direct contact early in
the education and training of healthcare professionals could help reduce negative stereotypes,
and exploring the value of caring for older people could even be a resource for some. For
example, Chénevert et al. found that meaning and recognition from patients as job resources
according to the JDRM were negatively associated with depersonalisation, a component of
burnout [126].
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Overall, while some studies have already investigated students’ and nurses’ perceptions of older
people and their consequences, research and interventions investigating the current practice are
lacking, hence, the HCPs currently providing healthcare for older adults. A systematic review
by Tullo et al. investigated a range of interventions for undergraduate medical students
comprising digital and classroom education, group discussions and clinical simulations
regarding older patients [221]. Many interventions targeted the improvement of knowledge, but
the effects were often short-term. Regarding attitude change, long-term exposure to geriatric
topics was to be preferred over short-term, intense teaching [221]. Interestingly, the authors
also concluded that interventions introducing “students to healthy older adults such as senior
mentor programmes were more likely to improve student attitude than interventions that
exposed students to elderly patients in the clinical environment” [221, p. 1991]. Hence, a
geriatrics rotation in a hospital is not sufficient. Similar results were discussed in the systematic
review of Samra et al. [222].

What can be concluded from these findings is that

1) the need is great for further research on interventions regarding the improvement of
attitudes and skills regarding healthcare for older adults targeted at established HCPs;

2) research and intervention development should include how HCPs can be relieved and
supported in increasing their well-being, job satisfaction and perception of resources in
caring for older adults; and

3) research and development of healthcare and interventions should focus on how long-
term positive perceptions of older people as living meaningful, growth-oriented lives
instead of as geriatric patients in great need of help can be implemented.

Most of these conclusions regard necessary overall measures regarding the implementation of
PCC as the model that best makes healthcare well-equipped for populations that are on average
older and must manage chronic conditions. Policymakers need to address in particular the
elements of shared goal setting, personalised care plans and involvement of relatives that are
rarely applied yet in primary/ambulatory healthcare innovations, where the main goals are often
care coordination and multidisciplinary collaboration [116]. The involvement of all formal and
informal stakeholders, including oral HCPs, social services, and community agents, is
necessary to build strong networks that facilitate the exchange of the necessary competencies.
Among the HCPs surveyed in DP3, building networks was also one of the most important
facilitators and according to the JDRM, could be an important resource in enhancing job well-
being and buffering demands [129, 130, 145]. This is of particular importance since physicians
in the ambulatory healthcare sector often work in single-handed practices and hence, may have
more autonomy but also a less organisational context that could be supportive [126].
Consequently, no formal structure is ensured for everyone involving professional exchange that
is also suitable to serve as a job resource. To build job resources from networks for all HCPs,
get all relevant areas involved in such networks and not put an additional burden on HCPs, the
development of such network structures needs to be a task of policymakers in healthcare and
communities [116].
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10. Strengths and limitations

While the possibilities of application of this dissertation’s results have been discussed, different
strengths and limitations must be considered. As outlined in Chapter 6, the three DPs, building
on one another, used different qualitative research methods to explore the perspectives of people
aged 80 and over and the physicians and dentists caring for them. The strengths and limitations
of the individual studies have already been discussed in the respective articles [137, 139, 142,
145]. However, in using them in this dissertation, this chapter discusses overarching
methodological issues.

10.1 Joint conduction of meta-summary and meta-synthesis

The separate and profound conduct of both meta-summary and meta-synthesis for this
dissertation is a particular strength in exploring the views of people aged 80 and over. A general
advantage of taking together “findings from multiple qualitative studies” is to “provide a range
and depth of meanings, experiences, and perspectives of participants across different healthcare
contexts” [149, p. 181]. Hence, the meta-summary conducted in DP1.2 was especially useful
to explore the range of phenomena and the meta-synthesis (thematic synthesis) conducted in
DP1.1 to explore the depth of phenomena. Both parts of the DP produced different results and
complemented each other in providing a comprehensive understanding of older people’s
perspectives, although based on the same corpus of qualitative studies. Taken together, the
results contribute to the knowledge of the social world and the subjective perspectives of older
people. Therefore, their extension of quantitatively-gained knowledge is important [223].
However, the results of DP1 neither replace the single, more in-depth primary studies and their
specific aims nor are they suitable to provide “absolute” or “all” knowledge of the phenomenon.
In particular, the systematic appraisal of confidence in the evidence provided in DP1.2 should
be understood as a map illustrating well and less well-researched features rather than as absolute
evidence [139].

10.2 Recruitment and sampling

In DP2 and DP3, empirical studies relying on the sampling and recruiting of participants were
conducted. In DP2, a purposive sampling strategy [150, 224] was pursued to enable diversity
regarding certain sociodemographics (age, sex, educational status) and health aspects
(subjective overall health, subjective oral health) [142]. Since purposive sampling is considered
especially suitable to gain appropriate, rich, useful information [224-226], this can be
considered a strength of this qualitative study. Moreover, the use of different recruitment
strategies, including newspaper advertisements, a financial incentive and no necessity to
transport participants for the interview created a good starting position to purposefully select
participants [142].
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However, the sampling decisions and the final sample do influence the results [226]. Although
the concept of bias is harshly discussed regarding whether it is applicable in qualitative research
at all [227, 228], and the study did not seek representativeness for all German people aged 80
and over, one issue deserves closer attention. Since DP2 focused on community-dwelling older
people, that is, those that are still able to manage their lives mainly on their own, those that did
not need to move to an institutional setting, the sample rather comprised the relatively fit
“survivors”. Therefore, these people might already have an advantage over others regarding
their environment, characteristics or behaviours. Indeed, while purposefully recruiting
regarding age, sex and educational level worked well, only one-fifth of the sample judged their
health status to be rather bad or bad, and the same applied to oral health [142]. This was
inherently expected as a considerable research gap related to this target group since prior studies
focused more strongly on institutional settings and one research aim was to provide insight into
what these people need to age in place as long as possible. Consequently, the results should not
be considered biased in the sense that they would be less valid or insightful, but when drawing
conclusions from them, these characteristics should be kept in mind. In particular, the
possibility that less positively oriented and active people aged 80 and over were ready to
participate, despite the widespread visiting approaches of recruitment, needs to be considered.

In DP3, due to the anonymous data collection and no possibility of accessing all eligible
persons, for instance, via a register, a convenience sample strategy was pursued. In this strategy,
inclusion and exclusion criteria are defined and based on these criteria, recruiting follows
“conveniently” the best possible access to participants [145, 229]. To reach participants,
recruitment relied on the cooperation of professional networks and organisations to forward
information on the study and the survey link [145]. As discussed earlier, qualitative research is
not about statistical representativeness; however, who became part of the sample influences the
results. As such, especially the role of gatekeepers and participant self-selection should be
considered. Overall, 45 organisations representing physicians and dentists were informed about
the study and asked for support. This included the four associations of SHI physicians and
dentists in this area, and all area- or speciality-related networks of physicians and dentists that
could be contacted via e-mail or telephone [145]. A total of 14 organisations ensured their
support. These comprised one association of SHI dentists, both regional associations of GPs,
and nine area- or speciality-related networks [145]. Among those reached through the
organisations, it can be assumed that the actual participants were possibly more open, willing,
or interested in the study’s topic (self-selection) [224, 225]. This is important for the results
since it may be correlated to how the participants perceive older patients, which attitudes they
have and how they interact with them, e.g., physicians being interested in older people, and
holding positive attitudes, may have been more open and interested in participation. A hint
concerning this assumption is the fact that nearly all participants stated they felt well-trained
and educated regarding caring for older people, so they may have already chosen certain
training opportunities based on their interests.
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Overall, this qualitative study did not seek statistical representativeness but broad and deep
insights into the participants’ perspectives, to understand more about the practice of caring for
people aged 80 and over. Although the convenience sampling strategy, and in particular the
dependency on gatekeepers, has its difficulties, the chosen design of an anonymous, self-
administered, flexible and time-and-date-independent qualitative-only survey can be
considered a strength. In particular, the design was more open to a range of participants and
their practical realities compared to, e.g., interview studies recruiting participants via teaching
practices in a decidedly academic research environment. The potential of the qualitative survey
design to reach a broader range of experiences, though, does not seem to be exhausted in light
of the smaller range of specialities that are represented in the sample. However, regarding the
considerable research gap in insights into physicians’ and dentists’ views and practical realities
in caring for people aged 80 and over, DP3 provided unique and valuable results [225],
comprising a larger and more diverse qualitative sample than such studies usually do.

10.3 Qualitative nature of the qualitative survey

In DP3, a qualitative survey in a self-administered online mode was conducted. This study
design is still rather uncommon as part of qualitative research [151, 230]. Qualitative surveys
have a range of advantages over methods such as interviews, especially when realised online:
they involve low costs, provide easy and widespread access, are flexible in time and date and
consequently are less burdensome for participants. Hence, qualitative surveys are especially
useful in 1) reaching hard-to-reach groups that are, e.g., limited in their time resources, and 2)
diversity regarding easy access for a range of groups, who may also be spread geographically
[151, 230]. Moreover, due to the anonymity of survey completion, participants might be more
open and willing to participate or explain their views, especially when the topic is sensitive or
related to strong social or professional norms [151, 230]. These were strong advantages in
researching physicians and dentists of different specialities and in the ambulatory healthcare
sector in which the target group is widely spread over single practices. Moreover, the method
made it easier to gain insight into the breadth of the group instead of only reaching certain
official representatives that might be “the usual suspects” [230, p. 19] as might be the case in
more burdensome interviews [151, 230].

As examples, mainly in the field of psychology, from Braun et al. [151] and Terry and Braun
[230] show, fully qualitative surveys that “prioritise qualitative research values alongside
qualitative techniques” [151, p. 1] offer great potential to explore a range of questions, diversity
of experiences and practices, especially in sensitive contexts or hard-to-reach-groups [151,
230]. However, since the research tool is fixed and cannot be flexibly adjusted during data
collection, good preparation is needed to ensure that the resulting answers provide enough depth
to be useful for qualitative analysis and that participants would complete the survey [151, 230].
Therefore, the qualitative survey in DP3 was extensively pretested and iteratively developed
[145]. To ensure transparency and enable further qualitative survey research in the field of
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health services research, the full pretest report was provided as an online supplement to DP3
[145], which can moreover be considered a strength of the project.

Another concern regarding qualitative surveys is that the answers might be too short and too
uninformative for qualitative analysis [151], particularly in comparison with interviews [151].
However, as Braun et al. [151] explain, the answers might be more dense but still informative
and valuable. This was also observed in DP3: in general, the length of the descriptions varied
between one line and five lines per question, while the answers were mostly focused accounts
rather than full sentences [145]. Hence, although the answers were shorter than in interviews,
due to their density, the relatively large sample of 77 included cases, and the final analysis
across the whole dataset, DP3 provided diverse insights into physicians’ and dentists’
perceptions, practices and their meanings, while also allowing for in-depth exploration [151,
230]. Therefore, it can be considered a good example of what qualitative surveys can offer
health services research. Although the range of participants and insights was probably more
diverse compared to designs such as interviews, as discussed earlier, it still must be noted that
DP3 did not unfold the full potential of a qualitative survey in reaching an even broader
diversity, as can be seen in the limited number of medical specialties participating.

10.4 Summary

Altogether, this dissertation is based on three sequential projects, each applying different
qualitative research methods to gain insight into the perspectives of people aged 80 and over
and of physicians and dentists regarding ambulatory healthcare. As such, the methodological
approach was patient-oriented, with its results contributing to the development of patient-
centred ambulatory healthcare in old age. The combination of methods and perspectives and
the sequential project structure supported the development of quite dense results, comprising
breadth and depth. In particular, the use of new designs, the transparent reporting and provision
of research material whenever possible [225], and particularly the discussion of current
methodological critique have the potential to further advance qualitative research in the

exploration of stakeholders’ perspectives.

The results are not suitable to be generalised in a sense of statistic representation. This is partly
because the dissertation aimed to gain subjective insights and therefore used qualitative
methods. It is also due to explicitly made decisions in sampling and recruiting that have been
disclosed and discussed as transparently as possible. What finally arises from the results of
DP1-DP3, taken together, are theoretical insights [231] that can, considering the circumstances
of their development, be transferred and used to develop healthcare on the micro level toward
PCC. This is particularly valuable in light of prior research gaps regarding ambulatory
healthcare in old age, oral healthcare, and explorations of the perspective of healthcare
professionals across disciplines.
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11. General conclusion

This dissertation aimed to describe and explain what matters in developing patient-centred
ambulatory healthcare for people aged 80 and over. In three DPs, the perspectives of
community-dwelling people aged 80 and over, physicians and dentists regarding ambulatory
healthcare were investigated and discussed to provide an understanding of the necessary
elements and developments for age-appropriate healthcare.

It is apparent that community-dwelling older people with a variety of health conditions think
and wish their healthcare to be resource-oriented, and that they emphasise which activities are
meaningful to them and what they do to maintain them. Considering the goal of achieving the
best well-being for all, and in the light of increasingly needed maintenance of autonomy and
self-care in older age due to the demographic change and its challenges, this is good news.
However, to do so, older people need support and encouragement, especially from ambulatory
healthcare services. This can take place through well-established trustful relationships,
individualised goal setting, decision-making and treatment. Besides a description of favourable
ambulatory healthcare, this dissertation developed three core motives as an explanatory basis
for older people’s preferences and behaviours: feeling safe, feeling like a meaningful human
being, and maintaining control and independence. These core motives reflect older people’s
general health orientation and growth orientation in healthcare.

By contrast, older people have internalised negative images of older people in the healthcare
context and explicitly express how they feel devalued due to their older age. Frequently, they
encounter deficit-oriented concepts of age and health in healthcare. It was shown that HCPs
often characterise people aged 80 and over as challenging and complex and that caring for them
was perceived as burdensome, also due to more psychosocial aspects to be considered. Societal
and professional debates about the core of ambulatory healthcare and what should be expected
are necessary. Future research should also consider the perceptions of HCPs regarding older
patients and the specific job demands and resources in caring for them. Moreover, innovations
in care models should include outcomes relevant to them, such as job satisfaction, well-being
or attitudes towards their patients.

The results at hand confirm PCC as an appropriate concept to meet the challenges of
demographic change. On this matter, this dissertation’s results question the assumption that a
paternalistic, classical doctor-centred provision of healthcare would be preferred in the older
age group. Applying the results to the concept of PCC, it seems that older people more strongly
emphasise dimensions of relationship and communication. Since care models developed for the
older population have mostly focused on healthcare structures, investing in and researching care
relationships could have great potential.
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Abstract

The growing percentage of the population aged 80 and over is challenging for healthcare systems, as frailty and other complex
health issues are common in this age group. In order to provide patient-centered ambulatory healthcare, their preferences and
expectations need to be explored. Therefore, the aim of this study was to systematically search for and synthesize qualitative
evidence on how people aged 80 and over believe ambulatory healthcare (medical and nursing care) should be delivered to
them. Medline, PsycINFO, CINAHL, Web of Science Core Collection and Google Scholar were searched for full research
reports of qualitative studies focusing on the preferences, wishes, needs, expectations and experiences of people aged 80
and over regarding ambulatory medical and nursing care. The results were screened by two independent reviewers using a
two-step approach. The included studies were meta-synthesized using Thomas and Harden’s ‘thematic synthesis’ approach
in order to gain a new, second-order interpretation of the findings of the primary studies. In the intermediate synthesis step,
14 aspects of healthcare structures and care relationships were identified as relevant. Based on these, three underlying wishes
were found: feeling safe, feeling like a meaningful human being, and maintaining control and independence. The results of
this review are in line with other research, such as reviews focusing on the preferences of the younger age group (65-80).
However, the importance of aspects of care relationships as an integral part of favorable ambulatory healthcare and the wish
to be strengthened as a meaningful human being are emphasized more strongly.

Keywords Aged - 80 and over - Patient-centered care - Ambulatory care - Qualitative research - Patient preferences -
Systematic review

Introduction

The United Nations (2019) estimate that by 2050, the num-
ber of people aged 80 and over will triple to 143 million
globally. For these people, the “oldest old,” an important
aspiration is ageing in place. This means to enable older peo-
ple to continue living in their home and known environment
with as low dependency levels as possible and therefore,

Responsible Editor: Morten Wahrendorf

P4 Angélique Herrler
angelique.herrler @uni-koeln.de

Faculty of Human Sciences and Faculty of Medicine,
Graduate School GROW, Gerontological

Research on Well-being, University of Cologne,
Albertus-Magnus-Platz, 50923 Cologne, Germany

Institute for Health Economics and Clinical Epidemiology,
University Hospital Cologne, 50924 Cologne, Germany

Published online: 21 August 2021

avoid institutionalization and transition to a nursing home
(Houben 2001). Older people show a preference for age-
ing in place to maintain their relationships and autonomy
(Costa-Font et al. 2009; WHO 2015b; Wiles et al. 2012).
However, this is particularly challenging due to health-
related impairments (Betini et al. 2017; Hajek et al. 2015).
Although the effects of ageing vary between individuals,
research conducted in recent years indicates a consider-
able deterioration in physical health status among very old
people. In addition to higher multimorbidity among this
age group, frailty becomes increasingly common (Collard
et al. 2012; Marengoni et al. 2011; Rockwood et al. 2011;
Rosero-Bixby and Dow 2009). Frailty, a state of general vul-
nerability, is the result of decreased capacities in different
body systems interacting (Fried et al. 2004; WHO 2015b).
It increases the risk of further geriatric syndromes that are
highly prevalent from the age of 80, such as falls and uri-
nary incontinence (Inouye et al. 2007; WHO 2015b). Sub-
sequently, these older people need help with one or more

@ Springer


http://orcid.org/0000-0002-8551-5091
http://orcid.org/0000-0003-4337-9666
http://orcid.org/0000-0003-4977-750X
http://orcid.org/0000-0002-1726-9300
http://crossmark.crossref.org/dialog/?doi=10.1007/s10433-021-00633-7&domain=pdf

European Journal of Ageing

aspects of daily life, and are frequent users of the healthcare
system (Marengoni et al. 2011; van den Bussche et al. 2011;
WHO 2015b).

Since a considerable proportion of the ageing popula-
tion’s health issues are complex and chronic in nature, the
purpose of healthcare services is expected to shift from acute
care and curing toward (1) chronic care and (2) individual-
ized goals and encouraging active involvement of patients.
There are two major propositions for reorienting healthcare
to address this shift. The first proposition is a stronger focus
on ambulatory care, i.e., the provision of a broad range of
healthcare services including prevention, curation and reha-
bilitation on an outpatient basis (Berman 2000). Ambula-
tory care is of particular importance for ageing in place and
considered to best manage the requirements of complex and
chronic care, especially regarding timely access, care coordi-
nation and cost-efficiency (WHO 2015a). Secondly, models
of patient-centered care (PCC) are frequently proposed to
encourage individualized care, and are now being called for
by important international organizations such as the World
Health Organization (2015b). In contrast to episode-based
clinical care, where patients are rather passive, the core of
these models is to actively involve patients and incorporate
their individual values, needs and preferences (Lusk and
Fater 2013; Scholl et al. 2014). As such, in order to bring
healthcare systems in line with the demographic shift, older
people’s subjective needs and preferences, especially regard-
ing ambulatory care, should be explored and used as the
basis for adaptations.

Previous approaches to examining older people’s health-
care needs and preferences have focused mainly on the 60
and over age group. Although people aged 80 and over were
not excluded in these reviews, most participants were below
80 years of age (Gonzalez et al. 2019; Gregory et al. 2017,
Holm et al. 2013; McGilton et al. 2018). Therefore, the
results may not be representative for the oldest-old, espe-
cially regarding their special health issues as mentioned
above. Furthermore, previous studies have focused on
institutional settings such as hospitals and nursing homes
(Bridges et al. 2010; Maurer et al. 2019). This issue was
addressed by a recent scoping review that focused on home
environments, but only included studies on home healthcare
recipients (Dostédlova et al. 2020). As such, the variety of
healthcare needs and preferences, including those for older
people who are in good enough health to manage on their
own or with help of relatives in the ambulatory setting,
remains unclear. To fill this research gap, a broader system-
atic review covering the subjective perspective of people
aged 80 and over regarding ambulatory care is needed. Thus,
the aim of this study was to synthesize qualitative evidence
on the design of ambulatory care as desired by people aged
80 and over. The overall research question was: What mat-
ters to people aged 80 and over regarding ambulatory care?

@ Springer

Methods

A systematic literature search and a thematic synthesis of
the findings were conducted in order to provide a meta-
synthesis. Qualitative meta-synthesis aims to transform
the findings into integrated descriptions and explanations
of the qualitative research phenomenon (Sandelowski
and Barroso 2007). For this review, Thomas and Hard-
en’s (2008) inductive “thematic synthesis” approach that
focuses on the integration of individual experiences and
perspectives was applied.

The review was prospectively registered at PROSPERO
(record number: CRD42020158107). Reporting is based
on the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA, Moher et al. 2009) and
the Enhancing Transparency in Reporting the Synthesis
of Qualitative Research statement (ENTREQ, Tong et al.
2012).

Search strategy

In order to develop the search strategy, the following
review question was formulated based on the overall
research question: What are the preferences, needs and
expectations of the oldest-old regarding ambulatory care,
from their perspective? Since these terms are often used
inconsistently or interchangeably in qualitative studies on
healthcare structures, they were found to be appropriate
to represent “what patients want from their healthcare”
following Street et al. (2012, p. 168). Combined search
terms and controlled vocabulary relating to people aged
80 and over, preferences and ambulatory medical and nurs-
ing care were used. The search was limited to qualita-
tive studies because the area of interest was the subjective
perspective of the older persons. The search strategy was
piloted in PubMed, together with the inclusion criteria.
The final strategy (Online Resource 1) was adapted to the
other databases.

The first author searched electronic bibliographic data-
bases related to medicine and health sciences (Medline
via PubMed, PsycINFO, CINAHL, Web of Science Core
Collection) for full primary research reports from incep-
tion to October 2019. A search in Google Scholar and a
forward and backward citation search of included studies
were also conducted. Research reported in English, Ger-
man and Dutch was included. A search update was carried
out in September 2020, but no recent studies were eligi-
ble for inclusion. The retrieved results were merged into
the citation management software EndNote X9 (Clarivate
Analytics, Boston).
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Selection of studies

Studies were screened using a two-step approach: firstly,
two authors (AH, HK) independently screened all the
abstracts for eligibility. Unclear cases were discussed
until consensus was reached. Secondly, the full texts of
the included abstracts were assessed for inclusion. In case
of disagreement, a third reviewer (VV) was consulted in
order to reach consensus. The authors of studies with miss-
ing information (e.g., regarding the sample’s age structure)
were contacted.

Qualitative studies in which people aged 80 and over
(median or average age of study population: at least 80 years)
who live at home expressed their views were eligible for
inclusion. In addition to studies reporting directly on care
preferences, needs and expectations, studies on participants’
positive and negative care experiences were also included,
because it was expected that preferences would be derived
from these descriptions. Studies on end-of-life care were
excluded, since the goals of this can differ strongly from
other areas of (geriatric) care. The search and selection cri-
teria are summarized in Table 1.

Quality appraisal
Two authors (AH, HK) independently evaluated the qual-

ity of each included study. Since our aim was to synthesize
the qualitative studies’ findings and provide a second-order

Table 1 Search and selection criteria

interpretation, we were especially reliant on their validity,
meaning that the findings are reasonable representations of
the original data and their contexts, and are convincing and
coherent (Leung 2015; Whittemore et al. 2001). This means
that data, data collection and analysis had to be appropri-
ate to the respective qualitative research aim (Leung 2015).
Therefore, we used the Quality Appraisal Checklist for Qual-
itative Studies of the National Institute for Health and Care
Excellence that examines the appropriateness and coherence
of the study instead of item reporting (NICE 2012). Unclear
cases were discussed with a third reviewer (VV) where nec-
essary. Quality appraisal was used not to weight individual
study contributions, but to evaluate the robustness of the
synthesized findings.

Analysis and synthesis

The results of the included studies formed the basis for
the synthesis. In studies reporting on different participant
groups, only those parts explicitly referring to the perspec-
tive of people aged 80 and over were used. The analysis was
conducted using MAXQDA Analytics Pro 2020 (VERBI
software, Berlin). In accordance with Thomas and Harden
(2008), the analysis consisted of three steps: inductive line-
by-line-coding, development of descriptive themes, and
development of analytical themes (integration and explana-
tion of the findings).

Inclusion

Exclusion

Population e Participants aged 80 or older

e Mean age or median age of study population is 80 or

older

e Mean age or median age is under 80 years
e Mixed participant groups: exclusion, if results are mixed
and cannot be separated for people aged 80 and older

e Mixed participant groups: inclusion, if results for peo-

ple aged 80 or older can be separated

Phenomenon of interest e Studies on preferences, wishes and needs of older
people regarding formal/professional medical or nurs-

o Studies on end of life care, particular therapies
o Studies on technical devices and applications

ing care o Studies not focusing on healthcare
e Studies on care experiences, problems, determinants o Studies on informal/unprofessional care or volunteer
and factors of care regarding formal/professional work
healthcare
Context/Setting e Ambulatory/outpatient healthcare (medical and nursing e Participants living in an institutional care setting
care) e Hospital care
e Primary healthcare, general practice
e Home healthcare
e Participants living at home
Study design Qualitative studies focusing on the perspective and e Non-qualitative study designs
descriptions of older people (interviews, focus groups, e Studies not focusing on the own perspective and descrip-
group interviews with semi-structured interview guides  tions of older people, e.g., surveys, observations
or open-ended questions) o Mixed-methods designs in which qualitative findings of
older people’s perspectives cannot be separated
Language English, German, Dutch Other languages

Type of research report  Full research reports

Poster abstracts, editorials, comments, book chapters, study
protocols

@ Springer
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Firstly, the findings of the primary studies were induc-
tively coded line-by-line with regard to their content and
meaning. Two authors (AH, HK) independently coded a
random sample of four studies. Secondly, both authors cat-
egorized them toward an initial set of descriptive themes
and discussed their results for consensus. Subsequently, the
independently examined eight and nine descriptive themes
were refined to a set of ten that described relevant aspects
of two dimensions: healthcare structures and care relation-
ships. The remaining studies were coded with these themes
and in the final consultation, the set was refined to fourteen
descriptive themes (Table 2). Moreover, first ideas to explain
the themes were collected during this process.

Thirdly, the similarities and differences in the descrip-
tions of all the aspects were compared theme-by-theme in
order to gain an understanding of why they matter to older
people and develop saturated analytical themes. Since we
were not working with primary data and therefore, could not
rely on a concept of saturation based on the emergence of
new codes and potentially conducting more interviews, we
built on a concept of meaning saturation and the explanatory
power of the analytical themes (Hennink et al. 2017; Saun-
ders et al. 2018). This meant that we did not stop analysis
at the point of information redundancy but at the point of
the best fit between our primary studies’ findings and the
analytical themes. Therefore, one author (AH) compared
the themes and suggested a set of analytical themes that
best integrated and explained them based on the earlier
collection of ideas. In the next step, this was discussed in
the research team and the analytical themes were refined.
The two steps were repeated and after the next revision, the
second author checked the results regarding the analytical
themes to validate them. After this step, minor revisions
regarding the analytical themes’ wording were conducted
and a final discussion with the research team took place
that confirmed the analytical themes. While the descriptive
themes describe general relevant care aspects, the analyti-
cal themes were ultimately understood as the underlying
wishes of older people that explained why these aspects are
relevant, and what matters to them fundamentally regarding
ambulatory care.

Results
Systematic review and quality appraisal

In total, 5576 research reports were identified during the
search process. A flowchart for the search and selection pro-
cess is provided in Fig. 1. Following screening for eligibility,
23 full texts were included for quality appraisal (22 peer-
reviewed articles, 1 doctoral thesis). During this step, the
article by Krothe (1997) was excluded because her doctoral

@ Springer

thesis on the same study sample was also retrieved, and dem-
onstrated higher quality (Online Resource 2). Ultimately, 22
studies were included for meta-synthesis.

Characteristics of included studies

Most of the included studies were conducted in Northern
and Western Europe (n=15), and used interviews for data
collection (n=19). The studies comprised 330 eligible older
participants in total, approximately two thirds of whom were
female. Eight studies assessed the participants’ views regard-
ing home care and community-based long-term care, six
studies dealt with ambulatory general practice or specialist
care. Moreover, three studies examined (preventive) home
visits and case management, respectively. While two studies
reported that most of their participants perceived their health
status to be reasonable to excellent and another two studies
focused on dementia patients, the rest of the included studies
reported on older people with several varying chronic condi-
tions, multimorbidity, frailty or at risk for functional decline
and institutionalization. Therefore, most of the studies did
not examine a specific or acute occasion for seeking care,
but the older people’s general experiences with care they
received for long-term conditions and related impairments.
An overview of the studies’ characteristics is provided in
Table 3.

Results of meta-synthesis

We identified three analytical themes as the underlying
wishes of older people: (1) feeling safe, (2) feeling like a
meaningful human being and (3) maintaining control and
independence (Fig. 2). These appear to be of equal impor-
tance and do not follow a hierarchy; instead, they rather
interact with and complement each other. Despite the second
theme that was not present in the studies on case manage-
ment, the analytical themes represent the diverse range of
ambulatory care settings and health conditions of older peo-
ple as described above. Therefore, the three themes should
be understood as set of general underlying wishes of older
people regarding ambulatory healthcare structures and care
relationships rather than regarding specific treatments or
care settings. As the core of the meta-synthesis, the three
analytical themes/wishes are described in detail in the fol-
lowing section and complemented by their most significant
relations to single care aspects as found in this review.

Feeling safe

The first fundamental wish was “feeling safe.” Older
people had several fears related to their age (e.g., medi-
cal emergencies, consequences of polypharmacy, further
physical or mental deterioration) that evoked a strong
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)
S Records identified through Additional records identified Additional records
5 database searching through Google Scholar identified through forward
L (n=7423) (n=200) and backward citation
s search of included studies
[=
) (n=5)
-]
- X
A 4 A
Records after duplicates removed
) (n =5576)
2 |
£
c v
§ Records screened Records excluded
3 (n =5576) > (n =5408)
' v
Full-text articles assessed Full-text articles excluded,
for eligibility > with reasons
> (n=168) (n =150)
E Population: n = 106
;% Study design/type of
research report: n = 15
Phenomenon of interest:
— n=21
— v Context/setting: n =8
Studies included in
qualitative synthesis
(n=18)
v v
2
) Studies included in quality appraisal (n = 23)
©
£
A\ 4 A\ 4
Studies included in Studies excluded after
qualitative synthesis quality appraisal
(n=22) (n=1)

Fig. 1 Identification and selection of studies for meta-synthesis based on PRISMA statement

desire for a “safety net” regarding their healthcare and
daily life (Behm et al. 2013; Berkelmans et al. 2010; Faeo
et al. 2020; Gowing et al. 2016; Jarling et al. 2018; Modig
etal. 2012; Moe et al. 2013; Sandberg et al. 2014; Soodeen
et al. 2007; Spoorenberg et al. 2015; Toien et al. 2015;
Turjamaa et al. 2014; Walker et al. 2018). An 82-year-old
male participant in Toien et al. (2015) said:

@ Springer

The most important is the safety—you know, that
someone cares and looks after you and checks that
the head is still functioning; that is very reassuring.
And knowing you are within the municipality’s sys-
tem (p. 704, preventive home visits).
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Table 3 Explanation of descriptive themes

Descriptive theme Meaning

Healthcare structures

Time for care

Skills of professionals

Sufficient support

Care coordination

Access to care

Continuity and reliability of care
Information

Place of care

Care relationships

Involvement in decisions and care
Care contact as social contact
Friendliness

Personal care relationships
Activation

Open and confidential communication

Time that is available for appointments, interactions and care in general

Knowledge, technical and communication competencies of healthcare professionals

Care that is suitable to support the older person with its individual needs

Care that is organized and supervised by a healthcare professional

Fast and easy availability of different care services, e.g., specialist care

Care that is predictable and provided by familiar persons

Extent, content and manner of information transfer between older person and healthcare professional

Regular setting in which care is provided (home/ambulatory versus institutional care)

Role and inclusion of the older person in decision processes and care situations

Interactions with care professionals as meaningful social interactions beyond the main reason for care
Attitude and handling of healthcare professionals toward older people

Close and trustful relationships between the older person and healthcare professionals

Motivation and support for the older person to participate in activities

Atmosphere that allows older people to speak uninhibitedly and bring up their problems

Older people’s wishes
interact with:

Healthcare Structures

Time for Care

Skills of Professionals
Sufficient Support
Care Coordination
Access to Care

Continuity and
Reliability of Care

Information

Place of Care

Maintain Control
and Independence

Care Relationships

Involvement in
Decisions and Care

Feel Like a
Meaningful
Human

Being

Care Contact as
Social Contact

Friendliness

Personal Care
Relationships

Activation

Open and
Confidential
Communication

Fig.2 Results of the meta-synthesis. Analytical themes represent underlying wishes (center), descriptive themes represent relevant aspects of

healthcare structures (left) and care relationships (right)

The strongest contributions to a sense of security among
older people were found in aspects of the healthcare struc-
tures. Older people felt safe when they received the sup-
port they considered necessary, i.e., sufficient, attentive
care that met their needs and included individual adjust-
ments (Bjornsdottir 2018; Modig et al. 2012; Soodeen

et al. 2007; Toien et al. 2015). The feeling of safety was
particularly pronounced when a healthcare professional
or case manager monitored their health status and stayed
in touch with them (Bjornsdottir 2018; Faeo et al. 2020;
Gowing et al. 2016; King et al. 2018; Sandberg et al. 2014;
Spoorenberg et al. 2015; Toien et al. 2015; van Blijswijk
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et al. 2018). Conversely, participants felt insecure when
they did not receive the support they needed (Gowing
et al. 2016; Modig et al. 2012). In addition to this, con-
tinuous, reliable and predictable care was important to the
feeling of safety, while participants feared a high turno-
ver of healthcare professionals (Berkelmans et al. 2010;
Bjornsdottir 2018; Jarling et al. 2018; Martin-Matthews
and Sims-Gould 2008; Modig et al. 2012; Moe et al. 2013;
Spoorenberg et al. 2015).

Another important factor for safety was care coordi-
nation. Older people felt relieved and safe when their
care was coordinated by a healthcare professional or case
manager, i.e., when someone organized their care and
ensured collaboration between different healthcare pro-
viders (Gowing et al. 2016; King et al. 2018; Sandberg
et al. 2014; Spoorenberg et al. 2015; Walker et al. 2018).
Sandberg et al. (2014) stated:

[...] case management was experienced as something
beneficial and something that could contribute to a
sense of security (p. 9, case management).

Moreover, being able to access healthcare (e.g., general
practice, specialists) and a familiar contact person quickly
and easily when necessary was perceived as essential
(Behm et al. 2013; Berkelmans et al. 2010; Moe et al.
2013; Spoorenberg et al. 2015; Toien et al. 2015). Like-
wise, waiting times and not receiving direct access evoked
feelings of insecurity (Berkelmans et al. 2010; Modig et al.
2012). The same applied to information, as shown by a
statement in Modig et al. (2012):

If the information was limited and there was no one
available to answer questions, there were soon feel-
ings of insecurity (p. 6, information on medication).

Receiving sufficient information regarding their care,
such as information on medication, was crucial to help-
ing older people feel safe (Modig et al. 2012; Moe et al.
2013). Information on additional services and care options
improved the sense of safety (Behm et al. 2013; Turjamaa
et al. 2014), as did experience, knowledge and commu-
nication skills on the part of healthcare professionals
(Berkelmans et al. 2010; Spoorenberg et al. 2015; Walker
et al. 2018).

Other factors important to a sense of safety for older
people were found in their care relationships. Close and
long-term relationships promoted trust and feelings of
safety (King et al. 2018; Sandberg et al. 2014; Soodeen
et al. 2007). This was closely linked to open communica-
tion; if the communication style between the older persons
and their professional caregivers was not confidential and
trustful, insecurity and distrust increased (Jarling et al.
2018; Modig et al. 2012).

@ Springer

Feeling like a meaningful human being

This theme represents the external perception and self-
perception of aged persons within care relationships. While
most of these people had to deal with physical and mental
deteriorations such as diminished vision and, consequently,
restrictions such as loss of mobility, they focused on the
remaining options available to them—they wanted to enjoy
their lives despite their old age (Behm et al. 2013; Bjorns-
dottir 2018; Faeo et al. 2020; Moe et al. 2013; Spoorenberg
et al. 2015). The primary studies showed that older people
wanted to be seen and accepted as valuable individuals who
still act on their own, take pleasure in daily activities and
contribute something to society (Behm et al. 2013; Krothe
1992; Martin-Matthews and Sims-Gould 2008; Moe et al.
2013; Tiilikainen et al. 2019; Toien et al. 2015). This was
described as being “confirmed [...] as a human being” (Moe
et al. 2013, p. 744) and “a wish for dignity, value, and self-
esteem” (Toien et al. 2015), p. 706). As one 82-year-old
woman in the interviews in Toien et al. (2015) put it:

That I am not just sitting here and am forgotten, but
that someone makes me feel that I still have something
to contribute. That I'm not just a weak human being
who sits here, but I still mean something (p. 707, pre-
ventive home visits).

However, the studies revealed that older people endured a
variety of negative care experiences. Depending on their
interaction with their caregivers, they described feeling
unimportant, worthless, vulnerable, helpless, overlooked
or inferior, and said they were afforded lower priority and
interest because of their age (Behm et al. 2013; Bjornsdot-
tir 2018; Jarling et al. 2018; Modig et al. 2012; Moe et al.
2013; Tiilikainen et al. 2019). This was connected to a loss
of privacy (in home care) and feeling like a burden to others
(Jarling et al. 2018; Moe et al. 2013; Tiilikainen et al. 2019).

In view of this, it was not surprising that whether an older
person felt like a meaningful human being was strongly con-
nected to their care relationships. The most important aspect
of this was social contact itself, i.e., conversations and inter-
est toward the older people (Behm et al. 2013; Jarling et al.
2018; Krothe 1992; Moe et al. 2013; Soodeen et al. 2007;
Tiilikainen et al. 2019). Soodeen et al. (2007) summarized:

[...] becoming acquainted with their [healthcare
worker] beyond interacting about the tasks at hand and
enjoying a little casual conversation help[ed] put the
[care receivers] at ease (p. 1249, home care).

More explicitly, experiencing friendliness and respect made
older people feel valuable, while experiencing rudeness
and disrespect made them feel burdensome and unimpor-
tant (Bjornsdottir 2018; Jarling et al. 2018; Moe et al. 2013;
Soodeen et al. 2007; Toien et al. 2015). Such negative care
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relationship experiences inhibited open communication
between the older persons and their healthcare providers
(Jarling et al. 2018; Moe et al. 2013). Furthermore, receiving
the support they needed promoted a sense of meaningfulness
among older people. Individual help enabled them to con-
tinue doing things they considered important, and therefore
improved their well-being (Moe et al. 2013; Tiilikainen et al.
2019; Toien et al. 2015).

Maintaining control and independence

The third fundamental wish identified by the older people
was to maintain their control and independence. This related
to several aspects of their healthcare structures and care
relationships. It became apparent that participants adapted
to age-related changes on their own, for instance by giv-
ing up certain activities, and that they tried to manage as
many things as they could on their own (Behm et al. 2013;
Bjornsdottir 2018; Krothe 1992; Michel et al. 2015; Modig
et al. 2012; Sandberg et al. 2014; Soodeen et al. 2007). A
participant in Soodeen et al. (2007) explained:

You’ve got more self-worth, you know, thinking, ‘well,
I can do it for myself yet’ (p. 1247, home care).

This illustrates the wish to be independent, and that older
people wanted to avoid receiving care and support for as
long as possible, because they feared losing control (Behm
et al. 2013; Berkelmans et al. 2010; Bjornsdottir 2018; Faeo
et al. 2020; Krothe 1992; Sandberg et al. 2014; Spoorenberg
et al. 2015; Tiilikainen et al. 2019; van Kempen et al. 2012).
Being independent was important to their sense of control
and their self-esteem—but they also acknowledged that they
needed help to maintain their independence (Behm et al.
2013; Bjornsdottir 2018; Faeo et al. 2020; Gowing et al.
2016; Krothe 1992; Soodeen et al. 2007; Toien et al. 2015).

On the other hand, anecdotes frequently stated that
receiving support, such as home care, meant adapting to
caregivers’ work routines and schedules, and loss of control,
influence and choices, culminating in feelings of dependence
and exposure (Gowing et al. 2016; Jarling et al. 2018; Krothe
1992; Moe et al. 2013; Soodeen et al. 2007; Spoorenberg
et al. 2015; Tiilikainen et al. 2019; Toien et al. 2015). A
female participant in the interviews of Jarling et al. (2018)
reported:

I have said, no guys, when I shower... don’t want to
show myself when I am old. I feel ashamed. Shame,
you’re ashamed... for your body when it becomes old.
Those who send me caregivers do not take my privacy
into account (p. 4, home care).

It became clear that maintaining control and independ-
ence was a delicate balancing act. This proved once more
that receiving the support they needed was crucial to older

people. Receiving too little or too much support could lead
to dependence, whereas the “right” amount of support, i.e.,
an individually adjusted program, promoted feelings of self-
control and independence among older people (Gowing et al.
2016; Krothe 1992; Sandberg et al. 2014). For most older
persons, this was only possible at home; institutional care
was perceived as a threat to their self-control and independ-
ence (Bjornsdottir 2018; Gowing et al. 2016; Jarling et al.
2018; Krothe 1992; Soodeen et al. 2007; Spoorenberg et al.
2015; van Blijswijk et al. 2018). As such, receiving appro-
priate information on topics such as additional services that
would allow them to continue living at home and health-
care professionals who were willing to share their knowl-
edge were important aspects of favorable healthcare (Krothe
1992; Michel et al. 2015; Modig et al. 2012; Toien et al.
2015).

In addition to this, the relationships between healthcare
professionals and care receivers affected the older people’s
feeling of independence. A close relationship and open, con-
fidential communication were favorable (Jarling et al. 2018;
Krothe 1992; Soodeen et al. 2007). Consequently, being
involved in decisions and their care helped older people to
feel independent and in control, and to achieve their indi-
vidual goals (Berkelmans et al. 2010; Gowing et al. 2016;
Jarling et al. 2018; Krothe 1992; Modig et al. 2012; Moe
et al. 2013; Sandberg et al. 2014; Schulman-Green et al.
2006; Spoorenberg et al. 2015; Tiilikainen et al. 2019; Tur-
jamaa et al. 2014; van Blijswijk et al. 2018). Spoorenberg
et al. (2015) stated:

The participants made decisions in cooperation with
their case managers, which increased their sense of
being in control (p. 12, population-based integrated
care/case management).

This was complemented by the promotive effects of (physi-
cal, mental, social) activation via healthcare professionals
(Behm et al. 2013; Krothe 1992; Martin-Matthews and
Sims-Gould 2008; Spoorenberg et al. 2015; Toien et al.
2015; van Blijswijk et al. 2018).

Discussion

The aim of this review was to explore what matters to people
aged 80 and over regarding ambulatory care. The meta-syn-
thesis of 22 qualitative studies showed that three underlying
wishes shape older people’s perspectives: feeling safe, feel-
ing like a meaningful human being, and maintaining control
and independence.

The results are in line with previous meta-studies on
the preferences and needs of older people. Dostalova et al.
(2020) found six themes in fifteen studies exploring the
needs of home care recipients: (1) coping with illness, (2)
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autonomy, (3) relationship with professionals, (4) quality,
safe and secure care, (5) role in society, and (6) environment.
The authors stated that in the opinion of older people, good
care also counteracts loneliness and includes casual con-
versations with caregivers, whereas a lack of interest in the
care recipients was considered poor-quality care. While Dos-
talova et al. (2020) focused only on home care, this review
shows that the themes are similar for ambulatory medical
and nursing care in general. This might be an indication that
the results truly represent the fundamental motives of the
oldest old, which tend to be related to the general circum-
stances of their age rather than their specific care depend-
ency. However, consequences of the perception of the older
persons as meaningful individuals, by both themselves and
others, seem to be more central in our review.

There are also similarities with reviews with a lower aver-
age sample age. For example, a qualitative meta-study on
the needs of older people in community healthcare stressed
the role of maintaining self-esteem and health (Holm et al.
2013). Two central themes were reported: (1) “reconciliation
with how life has come” and (2) “desire to regain identity
and sense of self-worth despite disability” (p. 6). Autonomy
and the older person’s sense of self were also important in
studies on healthcare experiences synthesized by Gregory
et al. (2017). In line with this research, our work highlights
how professional care and support may be both a threat to
individual independence and the key factor in the continu-
ation of said independence. This balancing act is a never-
ending challenge in older age, although support needs could
have been expected to be common and more accepted in
this group.

This might be due to a different interpretation of “con-
trol” in older age. On this matter, Claassens et al. (2014)
conducted a qualitative study to explore the concept of per-
ceived control in healthcare among frail older adults. The
authors found that the need for control did not become less
important in older age, though it did take a different form.
For example, the role of communication and involvement
became more important to the perception of control (Claas-
sens et al. 2014). This is in line with our findings on the
significance of care relationships and care involvement to
the feeling of maintaining control. The concept study also
showed healthcare aspects that are able to strengthen older
people’s feeling of control that we also identified, such as
being monitored, care coordination, and trustful relation-
ships (Claassens et al. 2014).

Overall, our findings are similar to meta-studies on the
needs and preferences of people aged 65-80, and do not
show substantial differences. However, the underlying
wishes that were revealed in the meta-synthesis emphasize
the social dimension of care more strongly than it is found
in functional care structures. This may be due to the fact
that older persons need and use healthcare more frequently,
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so healthcare becomes a significant part of their daily lives
(Marengoni et al. 2011; van den Bussche et al. 2011; WHO
2015b). Our review shows that people aged 80 and over
generally consider the incorporation of their emotional
and social needs during care interactions to be integral to
favorable ambulatory care. For those affected by social isola-
tion, these aspects become even more important (Nicholson
2012).

By contrast, care models applied to older people focus
mainly on assessment, care coordination and interdiscipli-
nary treatments. Popular examples include the Chronic Care
Model (CCM) and the Patient-Centered Medical Home,
which are often used as basis for care interventions (Boden-
heimer et al. 2002; John et al. 2020). Attempts to adopt the
CCM for geriatric care, such as the Geriatric Care Model,
take into account more comprehensive assessments and
care coordination, which are designed specifically to cater
to older people’s wish to feel safe (Hoogendijk et al. 2016;
Muntinga et al. 2012; Muntinga et al. 2015). However, the
importance of personal care relationships and strengthen-
ing the older person as a meaningful human being do not
seem to be represented sufficiently thus far and should be
emphasized more strongly. Our results show that casual
conversations, genuine interest in the older person, friendli-
ness and respect promote these goals. As such, referring
this demographic to other services such as social welfare,
as is often proposed in existing models of care, cannot be
seen as a complete solution. Instead, it could be worthwhile
to focus on the health professionals’ behavior and attitude
toward older people and adapt care structures accordingly
(e.g., by raising awareness of social needs and providing
more time for care).

Strengths and limitations

To our knowledge, this is the first qualitative meta-synthesis
on ambulatory healthcare needs and preferences from the
genuine perspective of people aged 80 and over. The chosen
search strategy enabled the consideration of a comprehen-
sive research status, and the systematic analysis approach
ensured intersubjectively valid, i.e., trustworthy and coher-
ent results. Although the 22 included studies focused on dif-
ferent research questions and aspects of ambulatory health-
care, the results are mostly unambiguous, the core of the
final three analytical themes emerged fast in the analysis
process and further steps mainly addressed their wording
and clarifications of their understanding. Therefore, we
assume that the analytical themes provide a reasonable
integration and explanation of the primary studies’ findings
and can be considered saturated in their meaning. Further-
more, the methodological quality of the individual studies
was found to be sufficient according to the quality appraisal
specifically encompassing trustworthiness, coherence, and



European Journal of Ageing

the appropriateness of the research design; this strengthens
the validity of the results.

However, several limitations must be considered. Firstly,
there is a possibility of dissemination bias if qualitative stud-
ies or parts of their results are not made available in full
(Booth et al. 2018). The study sample is also limited by
the exclusion of languages other than English, German and
Dutch. Additionally, the average age of potentially eligible
studies’ samples was often unclear, and some authors did
not respond to our requests for contact; this resulted in the
exclusion of the studies in question. Despite the use of a
comprehensive research strategy including an update after
one year, further or contradictory research results may not
have been considered.

Secondly, the findings are only applicable to developed
and high-income countries, since the included studies were
conducted in such countries. Primarily due to the lower aver-
age sample age, studies from low-income countries had to be
excluded during screening. Since there are indications that
accessibility and affordability of care are far more important
issues for older people in these countries and preferences
may differ depending on cultural background and known
care structures, caution should be exercised if transferring
the results (WHO 2015b). Further studies are needed in
the countries not covered by this review, though our results
could serve as a basis for their design and analysis.

Thirdly, the studies included do not represent the full
range of (medical and nursing) care and services necessary
to age in place. Moreover, the evidence from qualitative
studies presented in this review hardly covers acute occa-
sions for seeking ambulatory care (e.g., acute exacerbations
of a chronic condition) and it is possible that older peo-
ple’s priorities and preferences are different in these care
situations. In order to design comprehensive older-people-
centered care, the perspective of people aged 80 and over
should be researched further with regard to acute care (also
in combination with chronic care) and specialties such as
pharmacy and dental care.

Conclusion

This review highlights the fundamental wishes that matter to
older people regarding ambulatory healthcare: feeling safe,
feeling like a meaningful human being and maintaining con-
trol and independence. They interact with several aspects of
ambulatory healthcare structures and care relationships that
were identified as relevant. In order to achieve patient-cen-
tered care for the oldest old, future care models and policies
should be developed and evaluated based on these wishes.
Furthermore, the relationship between the (fulfillment of)
identified wishes on patient-reported experiences and out-
comes, such as well-being and satisfaction with care, should

be investigated further in order to gain a better understand-
ing of ambulatory care favored by older people.
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Abstract

Background: Despite healthcare providers goal of patient-centeredness, current models for the ambulatory (i.e., out-
patient) care of older people have not as yet systematically incorporated their views. Moreover, there is no systematic
overview of the preferable features of ambulatory care from the perspective of people aged 80 and over. Therefore,
the aim of this study was to summarize their specific wishes and preferences regarding ambulatory care from qualita-
tive studies.

Methods: The study was based on qualitative studies identified in a prior systematic review. Firstly, the findings of
the qualitative studies were meta-summarized, following Sandelowski and Barroso. Secondly, a list of preferred fea-
tures of care from the perspective of older people was derived from the included studies'findings through inductive
coding. Thirdly, the review findings were appraised using the GRADE-CERQuial tool to determine the level of confi-
dence in the qualitative evidence. The appraisal comprised four domains: methodological limitations, coherence, data
adequacy, and data relevance. Two reviewers independently evaluated every review finding in each domain. The final
appraisals were discussed and ultimately summarized for the respective review finding (high, moderate, low, or very
low confidence).

Results: The 22 qualitative studies included in the systematic review were mainly conducted in Northern and
Western Europe (n=15). In total, the studies comprised a sample of 330 participants (n=5 to n=42) with a mean or
median age of 80 and over. From the studies' findings, 23 preferred features of ambulatory care were identified. Eight
features concerned care relationships (e.g., “Older people wish to receive personal attention”), and 15 features con-
cerned healthcare structures (e.g., “Older want more time for their care”). The findings emphasized that older people
wish to build strong relationships with their care providers. The majority of the review findings reached a moderate or
high confidence appraisal.
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and care outcomes.

Systematic review

Conclusions: While the listed features of healthcare structures are common elements of care models for older
people (e.g., Geriatric Care Model), aspects of care relationships are somewhat underrepresented or are not addressed
explicitly at all. Future research should further explore the identified preferred features and their impact on patient

Keywords: Aged, 80 and over, Patient-centered care, Ambulatory care, Qualitative research, Patient preferences,

Background

The population of people aged 80 and over is the fast-
est growing age group worldwide [1]. It is frequently
said that healthcare systems are not adequately prepared
for this demographic change [2-5]. The biggest chal-
lenge described in most research and policy papers is
the increasing burden of disease due to chronic diseases,
multimorbidity, frailty and disability [2, 4, 6-9]. How-
ever, most healthcare systems are still characterized by
fragmented care and an orientation toward acute care
[4, 10-12]. It is argued that these preconditions result
in inadequate treatments and deteriorations in patient
health, and therefore lead to more frequent use of ser-
vices and rising costs [2, 4, 9, 13]. Although the use of
services and rising costs not only affect ambulatory (i.e.,
outpatient) care, this area has a particular importance
since ageing in place and the prevention of institutionali-
sation are important personal and political goals [5].

As a result, several concepts and models, especially for
ambulatory healthcare, have been developed. The most
popular approaches and propositions are integrated care
and improved sharing of information, interdisciplinary
teamwork, the redesign of healthcare workers’ roles, and
coordinated care and case management, as well as (geri-
atric) assessments [2, 3, 7, 8, 10, 12, 14—17]. Moreover,
the empowerment of the patient, and the discussion of
needs and goals, as well as prevention and health promo-
tion, are required [2, 3, 12]. Most ambulatory care mod-
els designed for older people therefore incorporate these
aspects (e. g., Geriatric Care Model [18], GRACE [19],
Guided Care Model [20], Embrace [21]).

While patient empowerment and autonomy are now
frequently described goals of these models, it is surpris-
ing that most did not systematically incorporate older
patients themselves in their development. Therefore, the
features chosen mainly represent the professional (medi-
cal) perspective and not necessarily what is important
to older people. This applies particularly to those aged
80 and over, since the common models mainly address
age groups starting at around 65 years. By contrast, to
achieve patient-centred care, which has been claimed as
the overarching aim in the design of healthcare, the val-
ues, preferences and needs of the patients should be eval-
uated and put centre stage [5, 22].

In a recent systematic review and meta-synthesis of
22 qualitative studies, we identified three basic needs
of people aged 80 and over regarding ambulatory care:
feeling safe; feeling like a meaningful human being; and
maintaining control and independence [23]. While these
findings explain older people’s general view of ambula-
tory healthcare, the studies also provide several direct
descriptions of specific features which could have tan-
gible implications for practice and the design of health-
care. However, there has been no systematic overview
of the genuine perspectives of people aged 80 and over
regarding the preferable features of the design of ambula-
tory care. Therefore, we aimed to re-analyze the findings
of the primary studies in order to answer the question:
What are the specific preferences and wishes of older peo-
ple regarding favorable aspects of ambulatory healthcare?
By “preferences,” we mean “what patients want from their
healthcare” ([24], p. 168).

Methods

Data basis

We conducted a secondary analysis and appraisal of con-
fidence in review findings based on qualitative studies
from a previous systematic review of the question: What
matters to older people regarding their ambulatory care?
[23]. The review incorporated a comprehensive data-
base search in Web of Science Core Collection, Med-
line, PsycINFO and CINAHL, which was complemented
by a keyword search in Google Scholar, as well as by a
forward and backward citation search. Qualitative pri-
mary study reports exploring the subjective preferences,
wishes, needs and experiences of people aged 80 and over
in ambulatory healthcare settings, performed by profes-
sionals, were included. The search covered full research
reports published in English, Dutch and German from
inception to October 2020, and led to 5576 potentially
relevant research reports. Their titles, abstracts and full
texts were screened against the eligibility criteria by
two independent reviewers, who agreed to include 23
research reports. After independently appraising the
quality of the studies, 22 reports were finally included.
Further details on the search and selection process are
reported elsewhere [23]. Reporting in this paper is based
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on the recommendations of Tong et al. for qualitative
syntheses (ENTREQ) [25].

Analysis

While the aim of the original review was to integrate the
findings of the primary studies and, consequently, provide
a new interpretation of them, the present analysis focuses
on the extraction and condensation of specific preferable
features of healthcare. Moreover, we were interested in
the features’ trustworthiness for use in evidence-based
practice. Therefore, we started with an aggregation of the
22 studies identified using the meta-summary approach.
According to Sandelowski and Barroso, a meta-summary
comprises several steps: extracting data, clustering data
and abstracting findings [26]. Firstly, the qualitative
results that explicitly referred to the older people’s per-
spective were extracted (mainly from the “findings” sec-
tion of the study reports) and transferred to MAXQDA
Analytics Pro 2020 for analysis (Verbi software, Berlin).
Secondly, two authors (AH, HK) independently coded
the findings of the studies line-by-line, clustered them
around different aspects of healthcare (e.g., “access”), and
discussed their results until a consensus was reached.
Thirdly, the first author condensed the contents of the
clusters around specific features of ambulatory care. The
results were discussed by the research team. Their extent
was iteratively refined, and clear statements on the desir-
ability of the care feature (e.g., “older people accept/
reject/prefer (...)”) were formulated.

Appraisal of confidence in the evidence

In the subsequent step, the review findings were exam-
ined in terms of their informative value and trustworthi-
ness. In the past, this was often done by calculating the
frequencies of the qualitative findings [26]. Since this
approach follows a quantitative logic and is therefore
not ideal for qualitative research, we decided to con-
duct a detailed confidence appraisal using the relatively
new GRADE CERQual tool (“Confidence in the Evidence
from Reviews of Qualitative Research”) [27, 28]. CER-
Qual is used to appraise each review finding in four dif-
ferent domains: methodological limitations; coherence;
data adequacy; and data relevance [28]. The assessment
of methodological limitations was based on the qual-
ity appraisal of each included study using the qualita-
tive studies checklist issued by the National Institute for
Health and Care Excellence [29]. For each review find-
ing, the quality appraisals of the studies contributing to
the respective finding were afterwards summarized and
checked for important limitations, e.g., in study design
or data analysis [30] (Additional file 1). Coherence was
assessed as the fit between the original data and the
resulting review finding [31]. Each review finding was
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compared with all original text segments that it was
based on and with the themes developed in the contrib-
uting studies. Contradictory data, alternative descrip-
tions or explanations, and unclear data support were
considered for rating coherence [31] (Additional file 2).
Data adequacy was assessed similarly, but with a focus on
data richness and quantity in order to explore the valid-
ity and explanatory power of the respective review find-
ing [32] (Additional file 2). Data relevance was assessed
as the fit between the review question and the context
of included studies. For each review finding, the studies
contributing to it were checked for the population, set-
ting and phenomenon of interest (Additional file 3). Two
authors (AH, HK) independently assessed each domain
per review finding and rated it (no or very minor con-
cerns; minor concerns; moderate concerns; or serious
concerns). The ratings were discussed until a consensus
was reached; a third author (VV) was consulted, where
necessary.

Finally, a CERQual qualitative evidence profile for
every review finding evolved in which each received an
appraisal for every domain. The final appraisals of the
four domains were discussed by the research team and
ultimately summarized for the respective review finding
[28]:

« “High confidence: It is highly likely that the review
finding is a reasonable representation of the phenom-
enon of interest.

« Moderate confidence: 1t is likely that the review find-
ing is a reasonable representation of the phenom-
enon of interest.

« Low confidence: 1t is possible that the review finding
is a reasonable representation of the phenomenon of
interest.

o Very low confidence: 1t is not clear whether the review
finding is a reasonable representation of the phenom-
enon of interest” [27, p. 6].

Results

The 22 qualitative studies that served as a basis were
mainly conducted in Northern and Western Europe
and in total comprised 330 participants who lived at
home. The participants were mainly multimorbid or
frail, and showed a broad range of chronic conditions.
The care settings examined were 1) general or special-
ist ambulatory healthcare (nine studies), 2) home care/
community-based long-term care (seven studies), 3)
case management (three studies) and 4) home visits
(three studies). There were three studies that conducted
focus groups or group interviews, all the other studies
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conducted individual or couple interviews. An overview
on the studies is provided in Table 1.

From these 22 studies, our analysis resulted in 23
review findings on the preferable features of ambulatory
care. The majority of them reached moderate or high
confidence. Fifteen review findings concerned the struc-
tures of healthcare and eight review findings concerned
care relationships. In the following section, each review
finding will be presented with a short description to pro-
vide a better understanding of its meaning. Table 2 sum-
marizes the findings, together with their overall CERQual
rating and examples for supporting data. The CERQual
qualitative evidence profile (Additional file 4) provides
an overview of the assessments and explanations for each
appraisal domain. To provide a better understanding of
the findings’ applicability, Figs. 1, 2 and 3 show the review
findings in relation to the examined care settings of the
contributing studies.

Review findings with high appraisal of confidence

Older people wish to receive care that fits their individual
needs

For older people, one remarkable feature was that they
wanted to receive holistic care, sufficient support that
met their needs and supported their independence, and
individual adjustments to care and care planning [34-38,
40-43, 45, 46, 48-50, 53]. Concomitantly, older people
negatively judged experiences such as not receiving the
care needed (regarding lack of time, money, personnel
or individual attention), not receiving individual adjust-
ments to care, not been taken seriously with their con-
cerns, and a focus on acute problems and symptoms
instead of a long-term perspective and goal setting [35,
37, 38, 40-42, 44, 45, 47, 50].

Older people value being looked after regularly

The older people highly appreciated having a healthcare
professional who “kept an eye” on them. They felt reas-
sured when someone monitored their health status,
looked after them regularly, cared for chronic issues (e.g.,
wounds, medications) and could intervene fast, if neces-
sary [35-37, 41, 43, 46, 48-50, 53]. However, a specific
frequency or contact interval was not proposed.

Older people want fast contact to care

It became apparent that older people wish to make
contact with a (known) healthcare professional fast, if
needed. They prefer to have a constant person or health-
care practice which they could contact if advice or help
was required [33, 34, 42, 46, 48]. Widespread and fast
availability via phone was especially valued [34, 37, 41,
42, 48, 50].

Page 4 of 21

Older people want easy access to care

Most participants in the qualitative studies had already
experienced difficulties or restrictions in accessing
healthcare, e.g., for specialist services. Although some of
them mentioned that the proximity of services was good,
widespread access to healthcare, including on weekends
and on an intermittent basis, as well as easily accessible
follow-up services and referrals, were rated most impor-
tant [34, 35, 38, 41, 46, 47, 50, 52]. Older people identified
restricted opening hours, the fragmented nature of the
care systems, and the need to go through several levels
of care before receiving the right treatment as barriers to
good access [38, 46, 47, 49, 50, 52].

Older people want reliable and continuous care

Older people frequently reported a high turnover of
healthcare professionals responsible for them but
strongly desired continuity. They wanted their caregiv-
ers to know them personally and to have a good over-
view of their living circumstances and care needs [34,
37-39, 41-43, 45-47, 49-51, 54]. A lack of continuity
led to stress, unstructured and impersonal care, inse-
curity and information loss [38, 39, 41, 42, 49, 54]. Fur-
thermore, they wanted reliability in receiving care, e.g.,
a regular schedule and predictability [35, 39, 48, 54].

Older people prefer home care

Consistently, study participants expressed a strong
desire to stay in their own homes for as long as possible
because of the better quality of life, increased privacy and
control, and the belief that their homes offered a more
secure environment [33, 35, 37, 38, 45, 46, 50, 54]. They
acknowledged that receiving home care and support was
needed for them to age in place [35, 38, 45, 46, 49]. There
were indications that, in contrast, a nursing home would
constitute a threat to older people’s personal integrity
and quality of life; they had quite a negative view of insti-
tutional care [38, 46]. Seldom was institutional care per-
ceived as the better option to meet their needs [37].

Older people value advice to help with daily life

Several studies found that older people value receiv-
ing advice to help with their daily lives. They welcomed
practical advice for adaptations of their home (e.g., the
removal of carpets to prevent falls), safety information
and education regarding health issue prevention and
diet, and recommendations for exercises [33, 35, 40, 43,
46, 48, 53].

Older people want more time for their care
A major obstacle to favorable care was time constraints.
Participants described that their care or medical



Page 5 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

SUOIIe|2I PIDIOS
218D dUINYUI 03 d|qeun -

pasodxa buljoa «

2In3nd bupied e 01 bundepy -

WOy UMO JnoA Ul 1sanb e bujwodag -

1ualied e Hulaq JO 9|01 dAIDR AY] -
21D 3UIOY JO SUONPHWIT +

weay

aledyijeay Atewnd ay3 Ul 92Uspyuod) «
dd4dHN

3U1 JO BuIpURISISPUN PUE SSUBIBMY
S|IeIap Y1 Ul |[B S,31 — SI91UD aJedke -
ERIVEIIEIeNEN s}

4O ASISAIP 9Y1 — SIDIAIIS 94D SUIOH -
(s9ouai9yaud Jo

A1xa|dulod ay3 — 1oddns J991un|op) -
(5309442 3pIs

Yum A19jes — ABojouya) dAINSISSY) «
Bulyew plIOM Se S9JIAISS J8D SWOH «
SUOIIR|2J Ul 9JI] — 9XBI-PUB-IAID)
SENY]

-1eal) pue Apoq bBuljie ue 01 bupeRy
awoy 1e pjiom ay] -

4D Jo 3d10yd 331 -
M SU1 Ul U} Bullepn «
SOANRNIU| SANDR-0U »
uoewlIojU| «

opNINY -

15nJ1 pue asi14adx] -
AN[1QISS20DY -

9211oeid ay3 01 9dueISI -
19A1631e2 JO AUNURUO) -

9W J0J 10U SeM AHd 3y -
UOI1OR 0] SAIUSDUI Ue 9ABD AHd 9y *
A1N23s Jo Buljaay e 1ybnoig AHd YL »
anjeA uewny Aw paaoid pue 9|gIsiA Sw
dpeW (AHd) USIA Swoy aAuaAId Y] -

218D Wa1-buo)

PIsEg-AHUNUILIOD pUB 318 SUIOH

1uswabeuew ased)

a1ed 1s1jeads
10 92130e4d [RISUSD Alo1RINGUIY

21D WIS-Bbuo)

PIseg-A}UNUILLIOD pUR 218 SWOH

aied1sijenads
10 92o10eud [RIBUSH Alo1RINqUIY

S1ISIA SWOH

(Uswom 1yb1a ‘usw
1noJ) uosiad 15eu0d s Aujedidiunw
3U1 PIA P3}INID3I ‘BUOJE 3AI| oYM A1l

-plglowninui Yum (s1eak 06-//) J9p|o
10 G/ pabe sualp aued dWoY 7| =N
(s1aquuswi A|1uey / =)

(USWIOM UAJ|3 ‘USW aAY) Saddeld
dD || BIA PaUNIDaI ‘218D dAfel|jed
9A19231 10U Op PUB SUWIOY 1B dAI| OYM
awiweibold 1uaiied ysiy YbiH puelag
-WNYHON aY3 Ul pajjoua (SI1eak 578
obe ueipaw) syuedpiyied 1spjo 9| =N

(USWIOM XIS ‘U

XIS) S191U9D 21edARP INOJ BIA PIYINIDAI

'9UI0Y 1B 9AI| OYM SISOuUbeIp elruawap
pasa1sibal e Yum (sieak ¢g abe uesw)

19A0 pue 69 pabe syuedppied 7| =N

(USWOM 3ulU ‘UsW
XIS) $9SINU 918D SUIOY BIA PR1INIDI
1BJ} S PaYIIUIPI UDAO0 JO 08 pabe
SJUSID BulsINU 24eD BWOY G| =N

(USWIOM UDADS ‘UBW XIS) S321
-oeid 4o INoj eIA PaINIDRJ (S1BAK 7' 18
obe ueaw) syuedpied ¢ =pN

(USWIOM 9A|PM]

‘USW USASS) UOIUSAISIUL,BUOZ YSI
a1 Ul suosiad A|Jap|3, BIA PNl
‘djay jo 1uspuadspul ale pue 1oelul
A]2AIUBOD 218 ‘DUIoY 1B 9Al| OYM
19p|0 10 08 pabe syuedpnied /| =N

9|doad Jap|o
plgiownnw Jo aAndadsiad syl wouy
2JeD WOy Jo Huluesw Jo uondudsaQ

swuwelboid Juswsbeuew
9sed e bujpleHal s1aled pue siualied Jo
S9OURRAXa puR SMIIA JO uoleIO|dXT

$191U9 218D ABp PUR SSDIAISS 24D
awoy ‘uoddns Jaa1un|on ‘Abojouydal
9A11SISSe DUIpIEDRI BIUSWSP LM
suosiad Bul|[amp-aWoy JO sapniile
pue saoualadxa Jo uondiudssg

9onoeid buisinu aied
W0y JO aInjeu ay3 Jo Bulpueisiapun

318D O Ul anjea
9|doad Jap|o senglne 1onpoid pue
9DIAJSS [eDIPaW-UoU Jo uondudsag

yijeay (2ininy) 1oy buiueaw
pUE JISIA 9UIOY 9AIUSASID B JO S9DUD
-padxa sajdoad Jap|o jo uondudsag

USP3MS /LT (e 38 Buler

SN [£€1910¢ ‘e 1 buimon

AemioN [9€] 0707 e 39 0oed

puejd| [G€] 810T Jnopsuiolg

spuej

-I9YIaN [7€] 0LOT |8 19 Suewl|axiag

USPaMS [£€] €10 '[e 19 Wyeg

saway |

Bumss

9|dwes/ena)4d uoisnpdu|

wiy

Apmg

S3IPNIS JO MAINIBAQ | d]qeL



Page 6 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

diysuoluedwod Joj pasu pue aliss(
DIAIDS abeuRW

pue Joj a1edaid 01 pasu bulobuQ «
(s3ua1P Alap|e 4o

S1URM pu Spa3u 3yl pue ueld aJed ay3
Ul PUIINO S$Y{SP} U99M19Q ddue|eg) «
(92URSIP [PUOIIOWS UE 1B 24ed Bul
-0buo a1ewnul buipiaoid ur uoisua]) -
(PuUBWSP SWI} pue BuNPaYDS) «
(WNNURUOD a1eDYljEaYy By JO Jed

se yoddns swoy Jo sseuseudoiddy) «
(53U JO SUISP

puUE SP33U 343 JO JUBWHBPI|MOUNDY) »
(spaau

U312 Jo Auxajdwod buisealdul) «
(UOIUS1BI PUR JUBWIINIDRY) «

SSaU|[UO| pue auole bulag -

1ey1 1| 248 9jdoad Apap|d SWos -
Spa32u pazi[enplAIpul J0f Bulua3sIT -
Anjenyds -

QWY S5O -

9ouaadxa 1sed Jo aduedyIubIS -

Buny]

pa3sIsse pue D 7-g 1o} spasu ainin -
D17-gD Inoge no Bulpuld -
SSOUPIDAU

-U0D AJUNWWOD/S31MIAIDe ARp 01 Ae(] -
suoIssassod pue auwoy Jo aduedYIUDIS
SIIAIP 2ARSIsse/d|ay [eulloju] «
SODIAIDS [BULIO) [PIJUDSST «

Ajludey Jo 3|0y

swoy buisinu ay]

Hues [eoo)

|03U0D BujuiRURA -

(K13AI19P 221MIDG) »

(Aousradwio)) -
UOIeDIUNWIWOY) «
351142dxa d1ISI|OH »

2Jed Wi3-buo)
Pa5eG-A1IUNWILLOD PUE 318D SUIOH

218D WI31-buoj
paseq-A1UNWWOD pue a1ed SWOoH

uswabeuew ose)

(s4aspiom poddns swoy ze=u

pue siakojdwia a1ed swoy | | =N)
(USWOM U} ‘USW INoJ) sadusbe
10ddns awoy eiA painidal ‘(Sieak €8
abe uesw) s1USI|D SIEd SWOY 7| =N

(USUWIOM UDASS ‘Ul omy) Jabe
-UrW 358D 5 AdUsbe 3y} BIA palINIDal
‘(s1eaA | g 9be ueawl) buleby uo
Aouaby ealy ue Jo sJuaIP =N

(s|euoissajoid aiedy1eaYy 9 =)
(USUIoM D31y}

‘U OM] '9|ge1 SISqUINU WOpUERI B
W0} UOND3|9s) sao11oeld a1edyijeay
Alewiid eIA pa1inidal ‘UCIIUIAIRIUL YL
P2AII31 OYM (S1BA (08 < 9Be uPaW)
19p|o pue G/ pabe syuedppled g=N

SJU3ID pue
siyiom 1oddns swoy ‘siakojdwa Jo
9A11D9dsIad Y1 WO} SANSS| SIDIAISS
1uoddns awoy jualjes jo uondudsag

UOI1eZI[PUONNIIISUI PIOAR
01 o|doad 4ap|o A paposU SIDIAISS
paseqg-Auunwuod Jo uondusssg

9|04 3s1je1dads asinu ABoj0)

-uoJab asedyyeay Alewnd e buipiebal
sjeuoissajold yieay pue sidoad
19p|0 JO sedusladxs Jo uondudsag

epeue) [6¢]
800 PINOD-SWIS 3 SMAUN-UILIE

VSN [8€] 2661 2Y10D)

puE|EaZ M3N /107 '[e 19 Bury

sawsy L

Pumas

9|dwes /el uoisnpu|

wiy

Apnis

(panunuod) L ajqey



Page 7 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

(3|04 JeUOISS301d

M3U e bulIa1ud se Juswabeuew ased) -
(plenb

Bulyoeod e Sse Jabeuew ased ay] ) -
92IN0s3J [PUOHIPPE

9|qIssod e se Juswiabeuew ase)) «
puey buidjay e se Jobeuewl ased 3y -

Bulag uewiny se Jouayul bulj -
djay jo A212wW ayy 1e bulag -
djay uo yuapuadap pue |1 buiag

UoneWIOJUl YIIM 2indasu| «
uoneuwlojul Ylim o|gqenojuo)) «

[SEIJEREINEsie]

01 2/ed Y[eay aplaoid 01 pasn :aoue
-pinb pue saljiwey Jo Aujgisuodsay) «
(s19p|o S9AI-BUO| 40y B1BD Y3eay

JO saanquiie :aied Jadoud ur suoya(q) «
(siople

paAl|-buoj 01 a1ed yijeay apinoid 01
suoseal :Alljigesau|na pue abe p|O) «
SI9P|S PaAl|-buol

01 2Jed Y1|eay apiroid 01 pasn :poob
op 1ey1 sad11oeld pue sadIAIRS YeaH -
SI9P[3 PaAI|-BUO]

10§ 91€D Y1|E3Y JO S9INGLIIIR :DWOY 18
djay 10w pue,panlas ||am bulsg, «
SI9P[3 PaAl|-buoy 01 21ed Yyijeay apia
-01d 01 SUOSPaJ :,J9P|O SJe IM 3SNedg, *

(s19beURW 35ED Q=)

(USWOM U} ‘USW INOy) uoly
-ez|uebio a1ed swoy [edpiunu 3yl
'S193UaD aJed Atewid unoy ‘lendsoy
AYSISAIUN SUO BIA PRUNIDI 'SYIUOW
SA]PM1 Jold BY) Ul S19PIUOD 318D
Jua1edINO JO) Y PUB SDIM] 15B3)
1e [eydsoy 01 paniupe alem 1y
OM] 15e3)| 1 10} djay papaau ‘duioy
AJBUIPIO UB U] PSAI| ‘UOIIUSAISIUI B3
PaAID3) OYM (S1eA €8 9be ueaw)
Juswabeuew ase)  49pP|o 4o §9 pabe syuedpiued v =N

(USWIOM XIS ‘U SAL) a1ed
Buisinu awoy BulAleIal pue ‘suoh

2Jed Wi3-buo) -|PUOD DIUOIYD YIM WOy 18 BulAj|

Paseq-A1UNUWIUIOD PUR 91BD WOH 490 pue 08 pabe syuedidiied || =N

(USUWIOM UDASS ‘UsU 9AL) ApN1s Uon

-U3AIS1U] JabrURW 35D B BIA P}INIDSI

‘UOI1EDIPSW JB[NDSRPAOIPIED PIAIDISI

pue ‘syiuoul aAjamy Joud sy Ul

S15BUOD JUSedINO INOJ 1SE3)| 18 PRy

‘10U JO 321M] [e1dSOY 0} paniupe

2J9M OUYM 1V 2J0W JO OM) YIM

ased 1slieads  djay buipasu ‘(s1eak g8 abe ueipawl)

10 92130e4d [RISUSD AlO1RINQUIY  J9pP|O pue G9 pabe siuedidied 7| =N

(sjeuoissajoid Buisinu o =)

(USWOM DAY

'USW 3AL) SYIUOW XIS 1583)| 18 J0j HUN

a1ed1sijepads yi[eay JIseq ay1 JO SIasN aJam Oym

10 2210eid [e12uab Alojeinquuy 10 pue og pabe syuedidied oL =N

UONUSAIIUI JUSWaheurW
9SED P JO $9DUSLIAXD SJobeuew ased

pue sa|doad Jap|o e} jo uondidsaQ UaPaMS [£] 107 '|e 39 Blagpues

awoy 1e bulal| sidoad 1apjo )i
Aj[eo1uoiyd 4oy a1ed buisinu awoy bui

-A19331 Jo Bujueaw ayi jo uondudsag KemioN [ct] €107 ‘|e 12 S0\

SuoledIPaW JIdYy) INoge
uonewloul buipiebas saduaLadxe

s21doad Japjo |1ey) jo uonduassq uIpams [1+] 210z e 12 Bipopy

sjeuolssajoid bul

-sinu pue s|doad Jap|o Aq aledyijeay
01 paubisse sbulueaw ay1 Ul salle|
-IWISSIP PUB S3I3IBJIIS JO SISAjeuy

1zeig [0%] GLOT B 12 [PYIIW

sawsy L

HPumsas 9|dwes /el uoisnpu|

wry Apmg

(panunuod) L ajqey



Page 8 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

WI21SAs pai
DBy} NW dY3 BuISIUNODUS [eNPIAIPU -
2182 USALP A|jeuonesiuebiQ -

ApPOQgaWos g 0] -
[[9M BNl O] -

3JI| Ajlep sbeuew o] »
9Jes (934 0] -

S9IAIDS DY) dPISUl UONIUHODDY -
UOIBULIOJUI PUR SIDIAIDS 0} SSIIDY »

2INJ3S puUe 94eS |0AUOD Ul buljga4 o
SUOol1eIAU| ©

Jabeuew 9sed ay1 yum diysuonelpy o
9oeIqW3 YIM saduauadxd «

Sipaq o

|0J3UOD JO SS07 ©

UOoNDeIDIUI [BIDOS BulseaIdag ©
AKouspuadap bujsealou| o

yiesy yum buybbnng o

Buibe yum saoualadxy «

(Aunupuod) -

(Jo112y) -

SINIOM 31D SUWOY YIM
diysuonejas bunsniy e buidojpasaq -
9ouapuadapu «

aules ayy
ale sjeob s1uaiied |je 1eyy uonduinsald -
Bues [eob ul 15a121UISIP

40 uondadiad [eninw Juaed-uepiul) «
suo1dWAS Uo SNJ04

W} pay Wil UaAID Ayioud e 10N -

218D WIa1-buo)
Paseg-AUUNWWIOD PUE 918D SUIOH

SUSIA SWOH

2Jed 1s1jeads
10 22130e4d [RISUSH AlorR|INqUIY

a1ed 1s1jeads
10 92130e4d [RISUSH Alo1RINqUIY

218D Wa1-buo)
Paseg-ALUNWIWIOD PUE 316D SUIOH

21ed 1s1eads
10 92130e4d [RISUSH Al01BINQUIY

(sosunu [eonoeid ¢ =p)

$39sInU [e2130e.d BIA Pa1INIDAI

‘AP B SUSIA SUWOY OM] JO SUO 15e3)|
18 YU (S1eak 1,8 9be ueaw) Jap|o Jo
G/ pabe swuald aled swoy €7 =N

(USWOM 9 ‘Ul

IN0J) 35INU 3DIAISS 318D Y3jeay |ed
-I21UNW B BIA P1INII3I ‘SONSLIDIORIRYD
SNOLIEA YIM PUB 3DIAJSS SHISIA SWOY
aAIUaAId Y1 Yam 2ous1adxe Jo
SIEDA XIS 1SB9)| 1B PR OUM (513K §'G8
obe ueaw) syuedpiied oL =N

(USWOM G| ‘USW INOJ)

S|euoIssajold aDIAISS [BIDOS pue Yijeay
|BDO] BIA PR}NIIAL ‘Sy3UOW XIS 3sed
31 BuINP $S3IAISS [BIDOS pUe Y3jeay
PaAI933J pUE (S1eak 0g abe ueaul)
3UO|e paAll oym syuedpied 6| =N

(UsWwoMm

€1 ‘'usw ua1) s1sbeuewl 1>9foud Ag
painidai alam ajdoad 1snqol ‘sis
-beuew ased 419yl AQ painidal alam
Spa2u 218D X3|dW0oD Y1IM 350U IO
o|doad |iel} {(sieak 78 abe ueaw) uon
-UsnJa1Ul B3 Jo syuedpiiied €z =N

(sasnods 6=N)

(USWIOM XIS ‘U 224y3) swesboud
UNJ-y2Inyd JO JJe1s ay3 pue saxa|d
-wod BuISNOY SIOIUDS WO S[ella)al
‘3211 e Jadedsmau el payinidal
‘UoNIPUOD DIUOIYD 3UO pue QY| Jo
QY 2UO 1583 1B YUM (S1eak 0g obe
UB3W) SI9AI2031 31ed dWoy 6=

(SuenP | L =N)

(USWIOM GZ ‘UBWI G|) IS [EIIUSPISAI
yoea J0oj uosiad 10r3U0D e AQ paLil
-uap! ‘x3|dWod WNIUIWOpUOd 31eAld
e 10 AJ|IDB) BUIAI| PR1SISSE PazIpISgNs
e 'A)1|12e) BulAl| JUSpUSdapUl SWODU]
-ybiy e ur bulAl| (sieak |8 9be ueswi)
13A0 10 09 pabe syuedpnied 7y =N

40 AUnunuod Joy
SI9|geus pue aied awoy 3|qe|ieAe bul
-piebai saAndadsiad sasinu [eonoeid

pue sjdoad 1sp|o jo uondudsag

SUSIA SWoY aAuAaId Bulpiebal seAn
-dadsiad sp|doad Jap|o jo uonduosag

SIDIAIDS 31ED [IDOS PUR
Y1|eay 4o asn pue ssa02e Jo aAndads
-19d sy wouy 9y1f Jo Ayijenb jo suon
-daniad sp|doad Jsp|o jo uonduosag

1oddns
pue a1ed> pajelbarul buipiebas aAn
-d>adsiad synpe Jap|o Jo uondusssg

sasnods JIayl pue
9|doad Japjo pateduwl AjjedisAyd jo
S9oULLadXa a1ed swoy Jo uondudsag

J21UnodUa [eD1Ul)D SY3 bulnp
sjeob yyeay pue ayi| Jisyl buipiebal
uoldeIAUI SYNPR 9P| JO uondudsag

puejuld [6v] +107 '8 32 eewelin|

AemioN [8F] GLOT e 32 Usio]

pue|ul [/F] 610T '[e 3 UBUIBYJILL

spueps
-U1aN [9¥] S10¢ ‘|e 12 Buaqualoods

epeue) [S7] Z00T e 19 Usspoos

VSN [P7] 900 ‘| 19 UdauH-uewnyds

sawsy L

Pumas

9|dwes /el uoisnpu|

wiy

Apnis

(panunuod) L ajqey



Page 9 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

a1ed wiR)-Huo| paseq-AHunwiwod H 7-gd ‘Bulall Ajiep Jo salAIdE [eauswINIISU| T/ ‘BUIAl AJ1ep JO SaINAIDY TaVY ‘@a1deid/1suonnoeld [eiausn 4o

SMSIA WOy (1 ‘Quswabeuew ased (€ ‘21ed widl-buo| paseq Alunwiwod/a1ed dwoy (g ‘21edy3jeay isieldads Jo [esauab Aio1ejnquuie (| :S1X21U0d JUSISYIP N0 01 PAUBISSE 219M SSIPNIS Y| ,

A>ouasedsuely dueyus o} sasayiualed ul pariodal ale saipnis Arewld ay) Jo synsai pue sdnoib 1310 4anamoH ‘dnoib
196.4e1 4n0 01 pasasal AIdijdxa Jeyy sbuipuy Ajuo papnjpul am ‘sisjeue Jno uj "wayy 03 Ajuo A|dde synsau sa1pnis Alewrid ay3 Jo SWOS pue papn|daul aJam siaAI6aied se yons ‘sdnolb juedidilied [euonippe ‘salpnis swos u|

ewbns buipioAe Jo asuenodwi :sbul
-195 9DIAIDS D1ISOUDRIP IO} S9OUIYDI
S9DIAIRS 1od

-dns Bulssadoe pue sisoubelp usamiag
Wil Jo yibus| uo suondadiad
sisoubelp [ewlloy e O} siallieq pue
sio1el|ey Apuadoid ,psjpuey, buiag «

S1ISIA DWOY 10} S3OURIRJR1d »
S1ISIA DWOY 10j pasu 3y -

uoned
-|paW pue aJed yijeay bureuipiood o
A)|IgISS922e pue AYjigeuleny o
Ayreduws pue poddns :21ed sAUSNY ©
318D 9A11DE-0ld ©

Bupjew-uoIsPap paleys o
Siute|dwiod yijeay Jiayy

BUIUIDUOD ¢D) 419y} JO SuoneIdadxy «
suoneywi| pue syuieid

-WOD Y3[eay Jo Juswabeurw-4as -
1oedwl pue syule|dwod yijeaH

2Jed 1s1jeads
10 22130e4d [RISUSH Alo1RINqUIY

SUSIA SWOH

a1ed 1s1jeads
10 92130e4d [RISUSD Alo1RINGUIY

(s1onba1ed £ =)

(USWIOM INOJ ‘U AL) UOIIRIDOSSY

S, JaWIayz|y Ue pue a21AIas soelab e
eIA Pa1INJIdal ‘syruow 9143 Joud ayy
UIYIIM BRUSWISP PJiw Jo sisoubelp
[BULIO} B Y3IM (SJeaK 08 9Dk uraw)
13p|0 10 69 pabe syuedpiied g =N

(sI9AID31eD [RULIOUL | | =N)

(Uswom

QUIU ‘USULI OM] ‘s1eak 0g 9be ueIpawl)
1910 10 69 pabe syusied |lely || =N

(Uswom

8| ‘UsW XIS) [l 21ed pareiHaul

ue elA palinioal ‘buipuels/Oulsem
yum swisjgoud Jo/pue uted yum
19p|0 10 08 pabe syuedpnied 7z =N

SIDIAIDS JUSWISSISSE PlIUSWSP DUl
-paebas soduigRId pue S9dUSLIRAXD
SIn1631eD Ajlwiey J1Isy3 pue siuaized
eluUaWap Jap|o jo uondidssg

SHSIA
awioy Buipiebal spasu pue SMaIA
s2|doad Jap|o |iel} Jo uondusssg

dD J12Y1 Woij 123dxa Aoy3 1eym pue
WwdY1 YaIm [eap A3yl moy ‘syutejdwiod
yieay buuspuly buipiebas saous
-ladxa sajdoad Jap|o jo uondudsa

el[easNy [2S] 810 (e 12 19X |epy

spuejle
-YIaN [1S] 710T e 12 uadway uea

spue
-19Y1aN [05] 810Z ‘[e 13 4mslijg uea

sawRy |

Bumoas

9|dwes/enay4d uoisnpdu|

wiy

Apms

(panunuod) | sjqel



Page 10 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

e1ep ay1 JO

uoleIUSsaIdal PIjeA B S| [|11s Bulpul M3IAS)
ay3 ‘9dueAajal buipiebal suladuod s1elapow
249M alay) ybnoyly “Aoenbape pue sdus
-19y0> ‘suoneywl| [ed1bojopoyaw buipiebas
SUISDUOD JOUIU AISA IO OU 31om 213y “bul
-PUY M3IASJ SIU1 O} PAINGLIUOD SIIPNIS US|

9dueAa|ai pue Adenbape ‘aous

-12y0D ‘suoneyiwl| [ed1bojopoyiaw buipiebas
SUISDUOD JOUIU AISA IO OU 31om 213y “bul
-puy M3IA3J 1Y} 01 PRINGHIUOD SaIPN3s 1yH13

p1ep A10101peIIU0D A|jeied pue salpnis
4O 1I3qUUNU [[ewS a3 JO asnedaq Adenbape
pue 95UJ3Y0d BulpIebal SUISDUOD 318
-19POW 249M 3I3U1 ‘9DUBAS|2J pUE SUOI}
-e)wl| [es1bojopoyiawl buipieHal suladuod
Joulw AJ9A 1O OU 219M 21343 3|IYM “Bulpuy
MB3IARJ SIY3 01 PRINGIIUOD SIIPNIS INO4

9DUPAS|2J INOCE SUISDUOD Joulw
2I9M I3} 'ISAOSIO|N "IEP AIOIDIPRIIUOD
AJ[eried pue sa1pnis JO JaquUnuU |[ewls 3y Jo
2snedaq Aoenbape pue axuaiayod buipiebal
SUJOUOD 31RJoPOU 2I9M 24343 ‘SUOIEIWI|
|es1bojopoyaw buipiebal SuIdU0D

Joulw AJ9A JO OU 219M 21343 3|IYM “Bulpuy
MB3IA3] SIY} 01 PRINGLIUOD SAIPNIS DAl

e1eD JO

JU31X3/591PN1S JO JaGUINU Paljwl| e 01 aNp
AJUO SBM SIU1 ‘92U3J940D PUB SUOeLIWI|
|e2160]0POYIDW INOCe SUISDUOD JOUIW 2I9M
219yl ybnouayy ‘buipuy mainal iyl 01 pain
-QLIUOD 9dUeA3|2I pUe Adenbape buipiebal
SUISDUOD JOUIU AISA IO OU YUM SIIPNIS US|

B1EP JO 1UDIX3/S3IPNIS
4O J3qWINU P3| B 01 aNP AJUO SeMm SIU3
'9DUPAS[3] pUE 3DUISYOD INOCE SUISDUOD
Joujw a1am a1ay1 ybnoylly ‘buipuy malaai
SIY1 01 paINgLIUod Adenbape pue suon
-e)jwl| |ed1bojopoyiaw buipiebal sulsduod
Joujw AJ9A 1O OU Y1IM SIIPNIS UDDIUSASS

(6 d '[o1]) ,21943 10U 31,4341 ‘WSY1 PI2U
noA J| °['**]1 djay Aue 396 Ajjen1de noA a1042q
ybiH S|9AD] JUIDHIP Auew OS Yybnoiyy s906 3y,

(02 d[8]) ,4on=q Aue
90 J0UURD 1| ‘pPaaU | Aep ay3 djay 196 [|Im |
ybiH 1Y) UlRLISD Wk | pue ‘||ed 0] OYmM Mouy |,

(2552 d TLS])

) paau Ajjeas syuaned yd1ym ‘1sIA awoy

e pasu syualied ydiym 995 01 SpIodi

MO Juaned siy ybnoiyy ob ued 4o ayy,

(td '[£€]) ,2UOp 2q 01 Sem

1eYM [dD 343] WIY YIM JSJUOD P|NOM 3Ys

pUE J911BW 33 S1BYM A]1DBXD 995 pue 2I3y

30 P|NOM W33 JO 3UQ Ja1eW 33 518YM

MO 995 0} *"'9SINU peay ay3 puss |24 10,

(v0L 'd[8p]) J2sAs

s,A1edidiunuU aY3 UlYlMm 2Je NoA Buimous|

puy ‘Bulnsseas A1aA st 1y ‘buruonsuny

[113S SI Peay ay3 1Byl SY23yd pue nok Jaye

SYOO| PUB $2J8D SUOIWOS J1BY} ‘MOUS|

ybiH noA — A134es a3 sl Jueriodu] 150w 3y,

(¢vrd

‘[24]) ,JUBM 3M SE SN 1ea1} 0} pauled| aney

A3y eI BulyIswos op Adys “*-suosiad

ybiH  1ybu ay1 a1e oym Asyi — op Aayi 1eym st |,

[€5 505 6V "Ly 'O 'L '8€ 'SE V€]

[0S ‘8% OF ‘tv "L 'LE V€ "E€]

[15°05 'v€ "c€l

(1505 "Ly 'L€ 'vE]

[€6'05-8F OF 't¥ "Lt '/ €-5€]

[€5'05-0v '8€-¥€]

21D 0} 5598 Asea Juem a|doad Jap|O 9

aied
01 1021U0D 15k Juem 9|doad Jap|O G

A1eSs200U 218 A3U1 yUIyl |2 10U
Inq ‘susiA awoy anjea sjdoad 1sp|O ¥

uonebssp 1dadde sjdoad Jsp|O ¢

Ajdejnbal
J19)ye paxoo| bulag anjea sjdoad Jsp|O 7

SPI3U [BNPIAIPUL 1YY SIY
1eUj1 218D 319234 01 Ysim ajdoad 1apjO 'L

S21N15NJ1s o4edyljeay JO Sainleo

JudWISSasse [enDYID Jo uoneue|dx3

2dUdpYU0d (syuedpiyed
JO JUBWISSISSE ,S31pnis aAneljenb ay) woij suoneld
1endy3d |euibLio) 110ddns ejep uojy ajdwexy

salpnis bunnquuo)

Buipuy maiaai jo Aiewwing

2DUSPYUOD JO SIUBUISSISSE [BNDYTD puUe sbuipuy aAleljenb jo Alewwns g ajqer



(2022) 22:428 Page 11 of 21

Herrler et al. BMC Geriatrics

Bulpuy malnal

9y 4o Yy1buauis ay3 pardedull Apuedyiubis
SIY 1BU1 PUNOJ 9M ‘|[BWIS SBM S1pNIS Bul
-INQLIUOD JO JagqUINU ay31 aduls ‘Adenbape
pue 92ua19y02 bulpiebal SuIedUOD Joulw
2I9M 3131 ISAOIO "9dUBAS|R) Bulpiebal
SUISDUOD 91RIS9POU 219M 3J2Y1 ‘SUONLLIWI|
|ed1bojopoyiaw buipiebal SuISdU0D
Joulu AJaA 10 OU 219Mm 319yl 3IYM “Bulpuy
MB3IA3] SIY) 01 PRINGUIUOD SIIPNIS dAI4

P1EP 31 JO
uoneluasaIdal pljeA e ||i1s sem yoiym ‘buipuy
MBIIASI D41 103)Je Ajuedyiubis 1ou pip siyl
'30UBAS|2) pUB 30Ua1aY0D Bulplebal suiad
-U0d Joulw 31am 313yl ybnouyily Aoenbspe
pue suopelwl| [edibojopoyisw buipiebal
SUJSOUOD JOUIW AISA 1O OU 31am alay] “bul
-PuUY M3IA3I SIY3} 0 PRINQLIIUOD S3IPNIS SUIN

[P101 Ul
BUIpUY MDIADI S} PUDNEIM JBY) 9DURAS|RI
pue suonelw| |esibojopoyiawl buipiebal
SUISDUOD 21RIDPOU I9M I3Y) JISASMOH
‘Aoenbape pue 9xua12yod buipiebal
SUIDDUOD JOUIW AIDA JO OU 3J1am 13y “Bul
-PUY M3IAJ SIU1 O} PAINGLIUOD SIIPNIS US|

Buipuy mainal

3y} U0 10edwi 9AIIRHIU OU WINS Ul SeM 2194}
‘9dueA33) Bulpieb3l SUISDUOD JOUIU 319M
2J2y1 ybnoyyy “Aoenbape pue adua194od
‘suolieyull| [ed1bojopoyiaw buipiebal suiad
-UOD JoulW AJSA 1O OU 21aMm 313y “Bulpuy
MB3IARJ SIY} O3 PRINGIIIUOD S3IPNIS U331IN0S

Buipuy

MIIADI B} PAUSNEIM SIU1 J1BY) PUNOJ IM ‘S3)
-pNis JO JaquUNnu [[ews 21nb ay) 01 anp pue
9oUeAdjJ pue Adenbape Buipiebal SUISIUOD
JOUIW 219M 213U} 19AIMOH "9IUI8Y0D

pue suopelw| [es1bojopoyiawl buipiebal
SUIDDUOD JOUIW AIDA JO OU dJam 213y | “Bul
-puy M3IAS] SIY1 O3 PAINGLIUOD SIIPNIS INO-

(5 d[e€]) Arowaw

N0 Ul SUIBWJ 11 ‘USIA B PIAIDDRI ARY

9M 'SIY11N0ge MOUY 9M MON “suaddey
BUIYISWOS [1IUN 1 Y1IM [BIP 01 JIEM PINOM

oM 11 1ybnoyl pue sainyd0iq syl Aeme

UMOJYL 9ARY 1SN[ PINOM DM JeYl 3Ulyl |
9SIMISUIQ "3|ge|IRAR S,1BUM 191197 1l pURIS

MO -19pun NoK 49119q gUOSge NOANUIYL | ‘||9M,

(€ d'[5€]) 2044 pue A|pusiy si

BulYIA19A3 181 SUBSW SWOY 1e Bulag "NoA

Jo 1ed si awoy 3y aie sbulyl JNOA alaym

ybiH  ‘swoy InoA si SIy1 ‘Duoy 1. 1599 |99} NOA,,

(118 d [£G]),3N0 3sInu A pa1Ios
pue 10 10120p AW panios ays “*"djay |ny

91eISPOY -ISPUOM B SBM S ‘[NJISPUOM SBM S,
(o d

‘[z4]) ,MOUY NOA BUILIOD S| OYm MOUS| 10U

op | ¢a4e Aoy suosiad ualaylp Auew moy

ybIH MO} 10U 0 [9SINU] SWES Y3 J9ASN,,

(9¥€ d [0v])..£8 W,| ‘p|O sieak 0g anoqe

15e9] 1y ¢9be plo uo Auond sy sI aISYM

‘Kibue 196 | ssonb | Jaybiy uanob 1usey

2unssaid poojg AW USYM 231 SWOD ARy

| Swi1 3|BUIS OU S| 213y "SINOY 931y} 10§

91RJOPOWN  UPM pue JUSWiulodde ue Joj 319y SWod |,

[0S "Ly "L¥ 'vE "€€]

[¥S ‘05 ‘6% 'O 'St '8€ L€ 'SE "€€]

[€G'05-8% OF ‘tv 'L '6€-LE]

VS 'LS-6v 'Ly—Sb 'ev—L¥ '6€ '8€ 'SE V€]

[7S 'Lt '€ 'pel

uolew
-Jojul jeuosiad sagaid ajdoad Jop|O "L L

21ed swoy Jayaid ajdoad 4ap|0 0L

UOIeUIPIO0D 318D anjea a|doad Jap|0 ‘6

24BD SNONUIUOD
pue 3|ge2l 3uem ajdoad 12p|0 '8

sawin Buniem 13321 oidoad 19p|0 L

juBWISSasse |enDYID Jo uoneue|dx3y

2DUdpYU0od (syuedpiyed
JO JUBWISSIsSe ,s91pns aAneljenb ay) wouy suoneyd
1enDyId |euibLio) 11oddns ejep Jojy ajdwexg

salpnis bunnquiuod

Buipuy maiaal jo Arewwnsg

(panunuod) g ajqey



(2022) 22:428 Page 12 of 21

Herrler et al. BMC Geriatrics

p1EP 941 JO UoneIuasaldal

PI[BA B [|13S SeM BUIpUY MIIASI 31 ‘9OUBAS|DI
BuipiebaI SUISOUOD 91BISPOU SI9M DI9Y)
ybnoyyy “Aoenbape pue 95ua1940od ‘suoiy
-e)jwl| |ed1bojopoyiawl buipiebal suladuod
Joulw AI9A 10 OU 219M I3y “bulpuy

M3IARI SIY} O} PRINGLIUOD SAIPNIS SA[M |

Buipuy mainal ay Jo Yyibuans

3y 10edwi| 10U PIP SIY3 ‘9dueA3|a) Bulpiebal
SUJ9OUOD JOUIW 249M 3343 ybnoyiy
"90UBA3|2) pue Adenbape ‘9douaiayod ‘suon
-e)wl| [ed1bojopoyiawl buipiebHal suladuod
Joulw AJaA 10 OU 219M 13y “Bulpuy
M3IASI S1Y3 O} P3INGUIUOD S3IPNIS UMY

Bulpuy mainal

2U1 JO Buiusyeam Buo.ls e sem aiay) ‘erep
A10121peIIu0d A||elied a1am 213Y1 19A0I0W
pue eiep jo 1ed ab.e| e papiroid 1eyy
SUONBIWI| YIM APNiS 2UO SeMm 3133 DUl
"9DUBAR|2) pue Adenbape ‘9dualayod bul
-p1eH31 SUISOUOD 31RISPOU DI9M 2I3Y) 49N
-MOH suonewi| [ed1bojopoyisw buipiebai
SUJOUOD JOUIW AI9A 10 OU a1am 313y bul
-puy M3IA3J 1Y} 01 PRINGHIUOD S3IPN3Ss 3yH13

Bulpuy M3IASI SY3 PaUDNRIM

1ey3 9dURA3|RI BUIpIeH3I SUISDUOD S1RISPOU
2I9M 3J2Y3 19N03I0 “Aoenbape pue U
-19402 BuIpIeBHI SUISIUOD JOUIW DI9M 213}
‘suolieyull| [ed1bojopoyiaw buipiebal suiad
-UOD JOUIW AIDA 10 OU 219M 21943 3|1y Bul
-puyY M3IA3J SIY} 0 PRINQHIUOD SAIPNIS XIS

[PIOY U BUIpUY MIIADI

3y uo 1oedwi 3uedYIUBIS OU SeM 213}
‘ApN1s aUO 0} aNp AISOW S| SIY} 9JUIS 'SUOI}
-e)jwl| |ed1bojopoyiawl buipiebal suladuod
91RISPOW DI9M 2134} ISASMOH "DIUBAD|DI
pue A>enbape ‘aaua1ay0od bujpiebal suiad
-UOD JOUIW AIDA 1O OU 1om 213y “Bulpuy
M3IABI SIY} 0} PAINGLIIUOD S3IPNIS UIAS

UbIH

UbIH

MO

91RISPON

ubIH

(7 d ‘[¥€]) ,AlieInB31 $3SINOD

194591491 S93B1 3Y 1BYL ‘UBSW | YDIym

Ag s||3ys siy yum Jed 01 dn abpajmouy
JO [9A3] SIy dasy 01 Wiy 129dx3 os|e |,

(z18°d[€S)) uew Asnq

KI9A B s34 Ing "NOA 01 sbulyy ulejdxa pue
A1y aw 19 3snl3juiyy | - -Aes Aw aul aAID
pue 2U 0} U33SI| PUB 24343 1S ISN[ "3|Iym e
10} SW 03 U3ISI| PINOM dD 3Y3 Ysim Isn(|,

(6d L))

,Suaddey asj9 Bulyawos §| 19|4es] 3y}
Ul US1ILIM S| 1eYM UBY] 2J0W BUIyIaWOos
9ABY | J1 Yo1eM pInoys | puy ‘sbuiyi yons
PUB SYI0M 1] MOY pUE J0j POODH S 31 1ByM
sAes A|[ensn ays ‘Ul yim 1 ybnoiya
s20b Ajjensn ays ‘jjid mau e 136 | usypn,

(507 "d'[8]) ,JeWIOU 0} 350[D dAI| MOU U
| ‘WY1 03 syuey spie buid|ay asoyi Ino
-yum pabeuew ey 10U pinod | 196 pjnod
| 1YY MUY JOU PR1SIXd MU JOYIDU | 1Ry}
SIDIASP DA[ISISSE JO JIqUINU B Pa1sabbns
sey pue swajgoid AW spueisispun ays,

(6 dTev)).dn

YSeM PUB PURLS UBD | MOU 95NeI3( 'aNni)
A|91N|OSQE S pUe ‘1l BUIOp US3Q 9A| pUY
*'19119q 1 B 9] [|IM 9DUB[eq JNOA Usyl
“*pede Jayuny sB3| INOA Yum pools NoA Ji
99 11 P|NOM MOy s payse [139(oid sy ul
1s1desayiolsAyd ‘sweu] Asyl puy ‘adueleq
A daay 01 1NdYIp AJ9A 3 puy | puy,

[€5 2505 '8Y 'Sy~ 1¥ '8€ L€ V€]

(€S 156V "L V¥ T "L 'L€ '9€ V€]

(¢S 'ev—1¥ '8¢ 'se—¢€]

[0S '8 "£v "€ '8¢ "€€]

[€G '8t O 'ev 'Or '€ 'c€]

9|qeabpajmous| 9 01 S|euoIssaj0.id
2Jedyyjeay 10adxe ajdoad 4ap|O 91

sdiysuoiie|al 21ed Jo sainlead

SIPIEI
10§ W} 210w Juem ajdoad 1ep|0 'S L

AjoAIsuaya1duwod
pawojul q 01 Juem sjdoad Jsp|O 1

$9DIAIDS pue suondo a1ed
Uo uolewloyul Juem ajdoad Jap|0 €1

1| Allep yum
djay 01 221Ape anjeA ajdoad Jap|O 7L

jusWISSasse |enDYID Jo uoneue|dxy

[duapYuod
JO JudWISSasse

1endyad

(syuedpiyed
,S$31pN1s dA1ellenb sy} woij suoned
JeuibLio) 11oddns ejep Jojy ajdwexy

salpnis bunnquiuod

Buipuy maiaal jo Arewwnsg

(panunuod) g ajqey



(2022) 22:428 Page 13 of 21

Herrler et al. BMC Geriatrics

e1ep A10121pejuod 01 anp

JejnonJed ul ‘yibuais 15| buipuy mMalAl 3yl
1By} PUNOJ M ‘[PI0} U| '9DUBAS|SI PUR 3DUD
-J3Y02 ‘suopeyjull| [ed1bojopoyiaw buipiebal
SUI9DUOD Joulw Ing ‘Aoenbape buipiebai
SUJ2DUOD JOUIW IO OU 2Jam 213y "Bulpuy
M3IASI SIY} O} PIINGIIUOD SSIPNIS USIIXIS

2oUBA3|21 pue AdeNbape ‘9duaIsy 0D
‘suoneywi| [esibojopoyiaw buipiebas suiad
-U0D JOUIW AISA O OU S1om 218y | “Buipuy
MB3IA3] 1Y) 01 PRINGHIUOD SIIPNIS UYL

|e301 Ul Buipuy

M3IADI Y} UO 10edW| OU SBM 21343 pUE S3
-pN3s JO JI2QWINU [[PWS B 01 3NP AJUO SEM SIU3
‘30UeAS|2) BulpIebaI SUISDUOD JOUIW DI9M
219y ybnoyy)y Aoenbape pue aoua19yod
‘suolieliw|| [ed1bojopoyiawl bujpiebal sutad
-U0D JoUIW AISA JO OU 249M 313y “Bulpuy
MB3IASI S} O3 PAINGHIUOD SIIPNIS USAS|T

[P1O1 Ul BUIpUY M3IASI
9Y1 U0 10edW| OU SEM 21343} pUB S3IPNIS JO
JaguWinu |[ews e 01 anp AJuo sem siya ‘suon

-eywl| |eaibojopoyisw buipiebal sulsduod
JoulW aJam 313y} Ybnoyy|y 'sdueAdjai pue
A>enbape ‘@dualayod Bulpiebal sUIdU0D
JouIW AJSA JO OU 219M 13y “Bulpuy
M3IARI SIY} O} PRINGHIUOD SAIPNIS SA[M |

95UeA3|21 pUe AdeNbape ‘92UIaY0d
‘suolieyull| [ed1bojopoyiaw buipiebal suiad
-U0D JouIW AIDA 10 OU d19Mm 213y “Buipuy
M3IARJ SI43 O3 PRINGIIIUOD SIIPNIS USIIXIS

JU3IX3 PalIWI| e 01 1Ng ‘BUIPUY MIIASI

941 PaUSYeIM SIU1 1BY1 PUNO) oM 19y1ab
-0}]y "Suonelwl| [esibojopoyiaw buipiebal
SUJ9DU0D S1eI9pOoUl pue Adenbape Bulpiebal
SUISDUOD JOUIU 2I9M 3I2Y) ISAIMOH
"92URAS|3) PUB 92US19Y0d Bulpiebal suisd
-UOD JOUIW AIDA 1O OU 1om 213y “Bulpuy

(6°dT0s))

,Joy1ob01 Wa|goid Y1 PaA|OS 9A,IM ey}
|99 NOA 181 ‘SAISDR4 01 31| PINOM NOA
9suodsal Jo 1g 91| e s1ey] "uiebe 1 1noge
PYSe J9ASU S,2Y ING—PIA|OS SeM Jey]

91eI2PO pue JsUM AW Ul UOIID3Ul U PeY | 92UQ,
(6°d"[ep)) 1oy 015N

poob Al1aA padojaAsp | Ing "NOA 01 UOIIUSW

01 JueM JOU OP | SBUIY1 INOQY “BUIYIAISAD

ybiH INOQE ** I3y 01 3|el P|NOD NOA puy,

(6¥zL d[S¥]) Alpuaiy og 01 way)
ybIH  1uem | OS|e pue 1S3UOY 9q 0} WSY) JUeM |,

(G d [GE]) ,Wayy uo K21
ybiH  ued | pue ‘spuallj Aw w03 aAeY A3y,

(v d'[g€]) ,21d0ad Jap|o Jo Ui
UBIH  A3u3 ‘931U s31 ‘s Inoge yulyl Ay 1eya asny,

(018°d"[€G)) ,2ouaIayIp € Spew

VS '€S LS=6V 'Ly—v¥ "Cv LY '6€-LE 'SE V€]

[V €S 1S58V 'OF 'S "ev—L¥ 'B€ V€]

[PS €S '8y 'L 'S "¢ ‘TY ‘Ot '9c €]

[#S €S 1S 67 'St "¢ T '0v—8€ 'SE 'pe]

[¥S €S '6v—S 'ev ‘T '0v—8¢€ '9¢-¢€]

2JBD PUE SUOISIDIP
Ul PRAJOAUL 3q 03 3uem 3jdoad Jap|O 7T

UOI1BDIUNWIWIOD [eRUSP
-yuod pue uado anjeA ajdoad Jop|O LT

Kem Ajpusiiy
e U] paieal) 3 01 Juem ajdoad 4ap|0 0T

sdiysuonejai
w91-buoj ‘95012 anjea ajdoad 4ap|O 61

UOoUS}Ie [BUOS
-1ad 219331 01 ysim ajdoad 4ap|O 81

S||1%S UONEDIUNWILIOD S|eUOISSD)

M3IA3I SI43 O) PRINGHIUOD SIIPNIS USASS 21eISPOWN 1YL “Ujjem 0s Bulyifisna pauie|dxa ays, [€5'25'05 8% ‘oF 'St 'cy)  -0id a1edy3jeay anjea sjdoad 19p|0 /L
2DUdpYU0od (syuedpiyed
JO JUBWISSIsSe ,s91pns aAneljenb ay) wouy suoneyd
JudWIssasse [enDYID Jo uoneue|dxy 1enDyId |euibLio) 11oddns ejep Jojy ajdwexg salpnis bunnquiuod Buipuy maiaal jo Arewwnsg

(panunuod) g ajqey



Page 14 of 21

(2022) 22:428

Herrler et al. BMC Geriatrics

9dUeA3|2J pue Adenbape ‘9oua1ayod
‘suolieyull| [ea1bojopoyiaud buipiebal suisd
-U0D Joulw AJSA JO OU 249M 13y “Bulpuy
M3IARI SIY1 O} PRINGLIUOD SIPNIS SA[M |

UbIH

(d[eg))

L2uenioduwl AI9A $199) 1Y) pUB MOU Op UeD
| ey BuiyrAiaAs ol 1ybisul ue ybisul ue
9ARY | " HS 1SN[JOUURD | ‘'S311IAIIDR 9591
||e ul 26ebus 01 pasu | Inoge pay (el Aoyl
SBUIYI 9y |[e OP [|IM OYM W S ‘WYL
10U S3| ) OP |[IM OYM SW S} pue ‘op ued
noA yanw Moy 00| INg ‘P|O 3 NOA MON,,

[¢S'05-8% OF 'tv Ti '6€-9€ 'c€l

AAinoe anjea ajdoad J1ap|O €

judWISSasse [enDYID Jo uoneue|dxy

aduapyuod
JO JUBWISSasse
1endyad

(syuedpdiyed
,S31pnis aAneljenb syl woij suoneld
|euibLio) 110ddns ejep uojy ajdwexy

salpnis bunnquuod

Buipuy mainai jo Arewwing

(panunuod) zajqel



Herrler et al. BMC Geriatrics (2022) 22:428

Page 15 of 21

. N Ambul y general/specialist healthcare Home care/community-based long- c™M Home visits
Revlewjindine (n=9) term care (n=7) (n=3) (n=3)

Older people wish to receive care that 34 36 40 41 44 46 47 50 35 38 42 45 49 37 43 53 48

fits their individual needs.

Older people value being looked after 36 41 46 50 35 a9 37 43 53 48

regularly.

Older people want fast contact to 34 41 46 50 2 37 33 48

care.

Older people want easy access to care. 34 41 46 47 50 52 35 38 49 53

Oldelrpeoplewantrellableand 34 41 46 47 50 35 38 39 42 45 49 54 43 51

continuous care.

Older people prefer home care. 46 50 35 38 45 49 54 37 33

Q

] . .

< OI(.jer_peopIevaIueadV|cetoheIpW|th 40 46 35 43 53 33 as
Z dailylife.

c

o

S R -

£ Older people want more time for their 34 36 41 44 47 50 42 49 37 53 51

2 care.

Older people expect healthcare 34 41 44 50 52 38 42 45 37 43 53 48

professionals to be knowledgeable.

Older people wish to receive personal 34 36 40 46 47 35 38 39 42 45 49 54 43 53 33 48

attention.

Older people value close, long-term

. . 34 40 35 38 39 42 45 49 54 43 53 51
relationships.

O!derpeoplewanttobetreated|na 34 36 40 47 35 42 45 54 43 53 48

friendly way.

Older people value open and

X . e 34 41 46 50 38 42 45 49 54 43 53 48 51
confidential communication.

Older people value activity. 36 46 50 52 38 39 42 49 37 43 33 48
Fig. 1 Review findings with high appraisal of confidence and care contexts of the contributing studies. Note: The numbers in the row are the
references of the studies contributing to the respective review finding, sorted by their care contexts. n, total number of studies included from the
respective care context

appointments were frequently rushed and that there
was not enough time for the necessary help and conver-
sation [34, 36, 37, 41, 42, 44, 47, 49-51, 53]. Insufficient
time for care was described as resulting in unresolved
questions and a focus on acute tasks and symptoms,
rather than on considering long-term plans and goals
[36, 37, 41, 44, 47].

Older people expect healthcare professionals to be
knowledgeable

The older people expected healthcare professionals to
have a certain level of knowledge and experience in order
to provide good care, which was also described as a con-
dition for trust [34, 37, 38, 41-45, 48, 50, 52, 53].

Older people wish to receive personal attention

Descriptions of care as an important social contact
point were relevant in almost all studies, but more fre-
quently in those describing home care and home visits.
The interviewees appreciated having the feeling that
someone was interested and cared about them [33, 34,
38, 40, 46, 53]. In several studies, it was indicated that

the social aspects of care — caregivers spending time
with them, starting conversations, providing emotional
support — were highly valuable for the older persons’
well-being [33, 36, 38, 39, 42, 43, 45-49, 53, 54]. The
older people also revealed this wish for beneficial con-
tacts in describing negative experiences, e.g., caregivers
visibly hurrying, not talking and not focusing on them,
which resulted in negative feelings and a sense of isola-
tion [35, 38, 42, 45-47].

Older people value close, long-term relationships
Establishing close, long-term care relationships was an
overall present topic, although mainly related to home
care professionals (e.g., nurses) or case managers. Older
people wanted trustful interactions with well-known
healthcare professionals that enabled them to share
personal issues and to feel safe and strengthened [34,
35, 38, 40, 42, 43, 45, 49, 51, 53, 54]. Frequently, it was
indicated that they developed friendships or family-like
relationships [35, 39, 42, 43, 45, 53, 54].
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. - Ambul y general/specialist healthcare Home care/community-based long- c™M Home visits
Revlewjindine (n=9) term care (n=7) (n=3) (n=3)

Older people reject waiting times. 34 4 35 54 37 43 53 48

g Older people value care coordination. 41 46 50 38 39 49 37 43 53 48

2

€ . .

S Older pe.ople want |nf_ormatlon on 47 50 38 43 33 48

&  care options and services.

o}

'Eg Older p.eoplelvalue hea!thc.are ) 46 50 52 a5 43 53 48
professionals’ communication skills.
Older people want to be involved in 34 41 44 46 47 50 35 38 39 42 45 49 54 37 53 51

decisions and care.

respective care context

Fig. 2 Review findings with moderate appraisal of confidence and care contexts of the contributing studies. Note: The numbers in the row are the
references of the studies contributing to the respective review finding, sorted by their care contexts. n, total number of studies included from the

comprehensively.

Review findin Ambul y general/specialist healthcare Home care/community-based long- c™M Home visits
g (n=9) term care (n=7) (n=3) (n=3)
Older people accept delegation. 34 47 50 37 51
3 P
g Older pe(?ple value home visits, but 34 50 33 51
z not all think they are necessary.
c
o
o
2 F)Ider pegple prefer personal 34 41 47 50 33
g information.
Older people want to be informed M 41 52 35 38 42 43 33

respective care context

Fig. 3 Review findings with low appraisal of confidence and care contexts of the contributing studies. Note: The numbers in the row are the
references of the studies contributing to the respective review finding, sorted by their care contexts. n, total number of studies included from the

Older people want to be treated in a friendly way

Older people valued a kind, open and positive attitude on
the part of caregivers and wanted to be treated respect-
fully [34, 36, 40, 42, 43, 45, 47, 48, 53]. On the other hand,
some studies described how older people felt hurt when
caregivers were authoritative, disrespectful, impersonal,
rude or — in general — lacked empathy [35, 42, 47, 54].

Older people value open and confidential communication
Older people would like to communicate with their
care providers in an open and confidential manner. The
importance of trust, genuine interest and attention to
the person’s broader health concerns and living circum-
stances were stressed, as well as the possibility of dis-
cussing everything with the professionals [34, 43, 45, 46,
48-51, 53, 54]. Concomitantly, the studies’ participants
described negative experiences, such as professionals not
listening to them, not having the chance to speak about
personal problems, and feelings of distrust, shame or
being a burden, which resulted in inhibited communica-
tion [38, 41, 42, 50, 54].

Older people value activity

Several participants expressed the wish to remain as
active as possible, e.g., regarding physical activity, volun-
teer work or social activities. They appreciated care pro-
fessionals who supported them doing so [38, 42, 43, 46,
48, 50]. Furthermore, the older persons found it highly
valuable when care professionals motivated them to
improve their health and living circumstances, opened
up a new, positive perspective of their possibilities and
encouraged them to take on active roles [33, 36, 37, 39,
43, 46, 48, 49, 52].

Review findings with moderate appraisal of confidence
Older people reject waiting times

The older participants found waiting times (waiting for
telephone contact, waiting for an appointment, waiting
at an appointment) generally problematic [34, 35, 40, 41,
54]. Some explained that their issues were urgent and pri-
ority should be given to old age; inconvenience, such as
hard benches in waiting rooms, was also mentioned in
connection with waiting times [34, 40].
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Older people value care coordination

Older people greatly appreciated care coordination,
including in the form of case management. They felt reas-
sured when their care services, treatments, collaboration
between different providers and necessary adaptations
were organized and managed by a healthcare profes-
sional, someone who had an overview and was able to
provide them with additional support, where needed
[37-39, 41, 43, 46, 48-50, 53].

Older people want information on care options and services
The studies’ participants wanted to receive information
on care options, services and additional help, in terms of
which were suitable and available for them, where they
could be accessed and how they could apply for them [33,
38, 43, 47, 48, 50].

Older people value healthcare professionals’ communication
skills

Older people valued interpersonal and educational skills,
e.g., regarding explanations of treatment. Healthcare
professionals that were “good communicators” helped
improve the understanding of care and affected older
people positively, e.g., by lessening anxiety [43, 45, 46, 48,
50, 52, 53].

Older people want to be involved in decisions and care

The majority of studies indicated that older persons
wanted to be involved in decision-making and planning
regarding their healthcare and lifestyle as autonomous
and equal partners [35, 37-39, 41, 42, 44-47, 49-51, 53,
54]. This was described as a wish to be asked about needs
and priorities, instead of professionals assuming that they
knew what these were, and as a wish to be taken seriously
[34, 38, 44, 46, 50, 54]. On the other hand, professionals
not taking older people’s perspective into account, act-
ing in a paternalistic way and not discussing individual
concerns or goals were judged negatively [42, 44, 47, 53].
Nevertheless, the minority of the older people wanted to
be rather passive, relied on care professionals and wanted
them to provide care and make decisions, e.g., regarding
hospital admission [35, 37, 41, 44].

Review findings with low appraisal of confidence

Older people accept delegation

Regarding general care practices and home visits, most
older people accepted task delegation to assistants or
nurses, or even welcomed it. On the condition that this
person provided a continuous contact, knew them well
and exchanged information with a GP or specialist, del-
egation was found to be a good alternative for minor
problems or follow-up appointments, and could even
mean that more time and attention was provided for the
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older person [34, 37, 47, 50, 51]. Nevertheless, some older
people preferred contact with a physician and sometimes
considered nurses and assistants to be barriers to physi-
cian access [34, 50, 51].

Older people value home visits, but not all think they are
necessary

Home visits were discussed controversially in the qualita-
tive studies. In general, it became apparent that receiv-
ing a home visit was seen as favorable if someone really
needed it but was not required in less urgent cases [34,
51]. Nevertheless, home visits were welcomed as offer-
ing the potential for personal attention and as providing
more information on the older person’s living circum-
stances and psychosocial context [34, 50, 51]. By contrast,
one study on preventive home visits found that these
could be too demanding for some ill people [33].

Older people prefer personal information

Older people found it easier to understand information
in a face-to-face-conversation, where questions and dif-
ficult terms or issues can be discussed directly; brochures
or leaflets were requested rather as memory aids [33, 34,
41]. According to the results of two studies, offers of digi-
tal services or online communication were refused [47,
50].

Older people want to be informed comprehensively

Older people wished to be informed well about their
health status, treatments and further issues by healthcare
professionals so that they can understand the procedures
[33-35, 38, 41-43, 52]. In contrast, it was reported that
some did not wish for more explanations and that they
were satisfied with limited information [34, 41].

Discussion

The aim of this study was to summarize the specific pref-
erences and wishes of older people regarding features of
ambulatory healthcare. We developed 23 review findings
from 22 qualitative studies relating to healthcare struc-
tures and care relationships, and appraised the level of
confidence in them. Most findings reached a moderate or
high confidence level. This was particularly the case for
findings that comprised a higher number of contributing
studies. Moreover, the inclusion of studies in the system-
atic review itself was already restrictive regarding charac-
teristics such as the population’s age, resulting in a higher
relevance for the findings. Additionally, our findings are
of a descriptive nature, so the fit between the findings
and the respective contributing data was often direct.
However, four of our review findings reached only a low
confidence level in the evidence. This was mainly due to a
lower number of contributing studies and contrary data.
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However, a lower confidence rating does not necessarily
mean that the findings were unrepresentative. In these
cases, further research is especially needed. This also
applies to further care settings from which no or only few
studies contributed to the presented review findings. So
far, these findings should be transferred carefully to other
settings — in particular, when between general healthcare
and specific aged-care settings.

Many of our findings with a moderate or high level of
confidence are in line with other research, e.g., the wish
to stay home for as long as possible [55]. However, other
findings are more controversial. For instance, our confi-
dence in the finding that older people accept delegation
is low and other research on this matter is also ambiva-
lent. A recent representative survey in Germany showed
that the majority of adults accept the shifting of medical
tasks to medical practice assistants, but the acceptance
varied depending on the specific task (in favor of minor
illnesses), and adults aged 65 and over tended to be more
unwilling [56]. There are also indications that further var-
iables need to be explored to understand older people’s
preferences. While our finding that “older people want
to be informed comprehensively” received only a low
confidence rating due to contrary data, a study on infor-
mation-seeking preferences among older people (with a
mean age of 73 years) found that a lower level of health
literacy is associated with a lower desire for informa-
tion [57]. This is a good example of a feature of care that
should be examined in more detail.

A variety of our findings related to aspects of care rela-
tionships. This corresponds to other studies exploring
the younger age group (65+) or institutional settings.
For instance, Bangerter et al. showed that care providers’
attitude (interest, friendliness, compassion) and com-
munication (active listening, talking) are very important
for nursing home residents aged 80 and over, although
in urgent cases, fast professional behaviour was pre-
ferred [58]. In a population-based survey on the desir-
able characteristics of professional long-term caregivers,
people aged 65 and over especially valued soft skills such
as kindness and empathy, and these aspects were much
more important than the provider’s gender or ethnical
background [59]. In a qualitative study in primary care
with people aged 70, Bastiaens et al. also found that good
communication skills were valued and that most older
patients wanted to have a confidential and caring rela-
tionship with their caregivers [60]. Altogether, older peo-
ple clearly wish to build relationships with care providers
and experience empathy.

By contrast, current care models for older people pri-
marily target healthcare structures and the patient’s indi-
vidual behaviour. When compared to our findings, these
models do not fit the subjective needs and preferences of
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older people. Moreover, it may be possible that this lack
of fit affects the success of such models. For instance,
some complex care interventions, such as the Geriatric
Care Model, did not achieve significant improvements
in patients’ quality of life or other outcomes [18]. This
may be explained by the fact that despite much criticism,
Western countries already provide high-level health-
care structures [18]. While efforts to reform healthcare
structures are nonetheless important and often improve
clinical outcomes or decrease the use of services [11],
addressing care relationships could also be very promis-
ing, as our findings show.

In order to complement care for very old people
with effective care relationships, it may be helpful to
learn from the concept of relationship-centred care.
This attempt to humanize and improve care focuses on
patients’ relationships and interactions with the care
system and their outcomes [61]. Rather than technical
communication skills or medical expertise, interpersonal
competences are required [62]. Several of our review
findings correspond to the elements of relationship-cen-
tred care that Dewar and Nolan describe: “willingness
to negotiate and compromise, willingness to see another
perspective, promoting and accepting the emotions of
others, sharing personal information, openness to other
ideas, sharing insights when things are not going well,
recognizing what people are good at” ([62], p. 1256).

However, the practical reality might look different. One
the one hand, primary care providers describe that care
for older people is personally and interpersonally chal-
lenging [63] and medical students complain about “the
emotional burden of caring for older patients” ([64],
p. 1996). On the other hand, focusing on relationships
rather than on the medical aspects of care may not meet
professionals’ expectations and ambitions, and therefore
may make caring for older people unattractive [64]. Since
older patients are expected to be seen more frequently
in most medical subspecialities, apart from geriatrics,
addressing attitudes and interpersonal competences in
all healthcare professions seems necessary. In the sys-
tematic review of Tullo et al. on teaching interventions
to improve the knowledge, skills and attitudes of medical
students, increased exposure to older patients and long-
term teaching implementation were found to be effective
[65]. Furthermore, geriatric issues should be presented
as “intellectually challenging and emotionally appealing”
([66], p. 241). However, multicomponent interventions in
primary care still mainly focus on care structures such as
access. Only a few include provider education and train-
ing and among these, the content of the training often
refers to disease-specific knowledge [67]. Therefore, pri-
mary care interventions and innovations do not compre-
hensively prepare for the growing number of older adults
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in the population, and seldom address providers’ attitude
and care relationships.

Altogether, it becomes clear that besides ambulatory
healthcare structures, several features of care relation-
ships are important to people aged 80 and over. While
our findings provide an overview of the relevant features
of care, future research should further explore these and
their impact on relevant patient and care outcomes to
enable age-appropriate care. The features of care pre-
sented in this paper may serve as a basis for investiga-
tions in other (especially non-European) countries and
cultures. Moreover, they could provide a basis for quanti-
tative investigations such as discrete choice experiments
to strengthen the inclusion of the perspective of people
aged 80 and over in the design of healthcare. However,
this should not replace discussions about older people’s
wishes and preferences in individual care situations.

Strengths and Limitations

To our knowledge, this is the first systematic overview
of the preferable features of ambulatory care from the
perspective of people aged 80 and over. The work ben-
efits from a base of 22 studies, which were systematically
searched and appraised. Moreover, the rigorous appli-
cation of CERQual allows for detailed insight into the
confidence that can be put in the findings; this there-
fore strengthens their potential for incorporation into
evidence-based decision-making. Since CERQual is a
tool designed for qualitative research synthesis, it par-
ticularly serves the requirements of qualitative research,
instead of referring to frequencies to provide an appraisal
of confidence in the evidence. Additionally, the presented
approach of analysis and confidence appraisal is particu-
larly suitable to promote the systematic incorporation of
qualitative evidence for practice-oriented problems and
policy questions (e.g., as in comprehensive health tech-
nology assessment reports). Therefore, it complements
integrating or theorizing approaches such as meta-eth-
nography in providing a deeper understanding of, e.g.,
patients’ perspectives.

However, some limitations should be considered.
Firstly, the selection of studies is based on an earlier sys-
tematic review and all of its limitations apply here as well:
1) the risk of unconsidered data due to dissemination bias
and the restriction to English, German and Dutch pub-
lications; 2) restricted transferability to other countries
because most of the included studies were conducted in
Northern and Western Europe; and 3) restricted transfer-
ability to certain care settings, such as dental care, since
the studies included did not cover them [23]. Secondly,
CERQual is a relatively new tool for appraising qualitative
review findings, especially regarding care for older peo-
ple and their preferences. There may have been pitfalls in
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the application that we have not registered. In particular,
the use of another tool for the appraisal of methodologi-
cal limitations might have resulted in slightly different
confidence ratings.

Conclusions

This meta-summary provides a set of 23 preferable fea-
tures of ambulatory care from the perspective of people
aged 80 and over. The findings highlight the role of care
relationships, which seem to be as yet underrepresented
in the design of healthcare. Further research should
explore the single features in more detail and their pos-
sible effects on patient outcomes and quality of care. The
use of qualitative research syntheses in combination with
CERQual, as described in this paper, has the potential to
allow for systematic inclusion of patients’ perspectives in
the design and development of care.

Abbreviation
CERQuial: Confidence in the Evidence from Reviews of Qualitative Research.
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Abstract

Background. People aged 80 and over frequently have diverse and complex health trajectories, which
has been well studied. But their oral health is seldom included in care models. To realise comprehensive
healthcare, both general and oral ambulatory (i.e., outpatient) healthcare need to be explored and
conceptualised equally.

Obijective. To elicit what matters to very old people regarding ambulatory health and oral healthcare.

Methods. Interviews were conducted with non-institutionalised people aged 80 and over living in the
area of Cologne, Germany. They were interviewed regarding their experiences of and views on
ambulatory healthcare and oral healthcare care, respectively. Thematic analysis was performed to
understand their motives and elicit relevant characteristics of desirable health services.

Results. From the interviews with 22 participants, 16 characteristics of good healthcare were described.
These were generally similar for both general and oral healthcare and had a particular focus on patient-
provider-interaction and the organization of care. However, regarding oral healthcare, the participants
focused more strongly on the technical-medical skills of professionals and the perceptible treatment
results and were more concerned about costs. It was noticeable that older people had the urge to
differentiate themselves from “otherS unnecessarily using health services”. They were unaware of
possible future oral health deterioration and the resulting future needs.

Conclusions. Characteristics of good health and oral healthcare from the perspective of older people
should be incorporated to ensure patient-centredness in care models. Older patients, as well as healthcare
providers, need to be sensitised to their oral health needs to realise comprehensive healthcare.

Keywords
Aged, 80 and over; ambulatory healthcare; oral health; gerodontology; qualitative research; older people
Key Points

e The area of oral healthcare for older people had been underexamined and was rarely
considered in comprehensive healthcare.

e Based on qualitative data, 16 characteristics of desirable ambulatory health and oral healthcare
were elicited.

e A lack of awareness of oral health deterioration was noticeable, compared to high awareness
of general health deterioration.

e Oral health matters should be included more fully in a comprehensive concept of caring for
older adults.

¢ Joint training opportunities for general and oral healthcare providers could be a promising
approach.
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Introduction

The global population of people aged 80 and over is growing steadily. In Europe, the proportion of the
population of such almost doubled to six percent between 2001 and 2020 [1]. Although ageing is not a
linear process of deterioration [2], several health issues are more prevalent in this age group, especially
multimorbidity (the occurrence of two or more chronic conditions simultaneously) and frailty [3, 4].
While these age-related conditions are well-known and have been broadly studied [2], older people’s
oral health is seldom included in the debate about their healthcare [5, 6]. But dental treatment needs,
comprising caries, periodontal disease, non-functional prostheses and chewing problems, are common
[7-13]. In particular, frail older adults and those with complex care needs have a higher prevalence of
problems, such as oral pain and dry mouth, that, in complex interactions between frailty,
immunosenescence, oral microbiome and oral hygiene and health, affect their lives [14, 15]. Although
oral health plays an important role in health-related quality of life [16], it is still mainly considered
separate from overall health in research and practice. Care models for older people claiming
comprehensiveness seldom include oral healthcare or dentists as part of interdisciplinary care planning,
as can, for instance, be seen in the overview of Boult et al. [17]. This is striking because, in contrast to
the rest of ambulatory (i.e., outpatient) healthcare, the frequency of dental care contacts decreases with
age, possibly resulting in underuse and unmet oral health needs [7].

However, in the past years, the field of gerodontology and oral health services research has caught up.
Studies have shown that older people as well as other healthcare professionals and caregivers 1) are less
aware of or lacking knowledge regarding oral health needs, 2) hold views on oral healthcare that are
influenced by the relevance that was put on oral health in their previous life, and 3) lack of transport
possibilities and additional costs are important barriers to using oral healthcare [18-24]. While the
available studies provide important insight into the role of oral health and care for older people, they
were still performed separately.

Hence, this study aimed at exploring the views of older people regarding what constitutes good
healthcare, incorporating general and oral healthcare equally, to provide a basis for holistic care models.
We focused on community-dwelling people aged 80 and over not being dependent on care since the
goal of proactive healthcare is to avoid institutionalisation and care dependency, as far as possible [25,
26], and other studies have often focused on the “younger old” (65+ years) [2]. The overall research
guestion was: What matters to older people regarding ambulatory health and oral healthcare?

The study was conducted in Germany, where the healthcare system is divided into three sectors:
ambulatory (outpatient) healthcare, hospital (inpatient) healthcare and rehabilitation. In the ambulatory
healthcare sector, general practitioners, specialists and dentists provide health and oral health services
in their own or in cooperative local offices that that can be freely chosen by patients [27]. Hence, they
are similarly organised. Most of the services are covered by the statutory health insurance system, which
includes almost 90% of the population. However, private co-payments for more or higher quality
services are possible, especially in dentistry (e.g., to receive a ceramic instead of amalgam filling for
aesthetic purposes) [27].
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Methods

We positioned our study design in an experientialist/realist paradigm. Therefore, we conducted
qualitative interviews using a semi-structured interview guide to talk with the participants on certain
guiding topics, but to be still open and flexible enough to let them raise and explain what was important
to them [28]. The study was approved by the Medical Ethics Review Board of the Medical Faculty at
the University of Cologne (19-1645) and registered in the German Clinical Trials Register
(DRKS00020889). Reporting of the study is based on the consolidated criteria for reporting qualitative
studies (COREQ) [29]. Figure 1 provides an overview of the methodological process.

Development of semi-structured interview guide

L

Provision of interviews (N = 22)

L

Data analysis

O

Inductive approach: Development of initial themes

1) Familiarization
Based onn=12 2) Line-by-line coding Data saturation
interviews 3) Discussion & development reached
of themes

Deductive approach: Import of aspects from prior meta-synthesis

14 aspects identified in [33],
imported for the theme , Characteristics of good healthcare”

L

Development of a joint codebook

Merging of inductive and deductive 4) & 5) Reviewing of themes, codes
themes and codes & data, revision of codebook

L

Coding of remaining interviews

n =10 interviews

L

Iterative description, interpretation and explanation of the data

6) Writing of the research report based on all data

Figure 1: Overview of methodological process

Citation: Herrler A, Kukla H, Barbe AG, Vennedey V, Stock S. Characteristics of desirable ambulatory health and oral
healthcare from the perspective of community-dwelling people aged 80 and over — A qualitative examination. Age Ageing.
2022;51(11): afac258. doi: 10.1093/ageing/afac258. By permission of Oxford University Press/British Geriatrics Society.




Accepted manuscript version for Age and Ageing 5

Development of the interview guide

The interview guide was developed by a health services researcher (AH) and a speech therapist (HK),
both conducting research in the field of gerontology, and a health economist (VV) and a physician (SS),
both conducting research in the field of patient-centred care. Additionally, a dentist (AGB) trained in
gerodontology was involved. The guide’s structure followed a stepwise approach: After an introductory
part (small talk and asking about the person’s overall well-being), participants were asked to 1) describe
one or more previous ambulatory healthcare or dental care situations, 2) explain whether they had
experienced “good” healthcare, from their perspective, and 3) elaborate on the reasons for this
assessment and the subjective relevance of certain aspects. Additionally, we developed a short
guestionnaire on sociodemographic and health characteristics to be able to describe the sample in more
detail. The interview guide was refined during a discussion among the research team and subsequently
pretested with one woman (81 years) and one man (86 years). After the pretest, only minor changes
regarding the wording and arrangement of the questions were implemented, so the pretest interviews
were included in the analysis. An overview of the interview guide appears in Table 1. All participants
were interviewed using the same guide, apart from one difference: Half of the sample was asked to refer
to general ambulatory healthcare, and the other half was asked to refer to oral health/dental care. This
was done to ensure that both ambulatory healthcare areas would be explored equally and deeply enough,
since the previous research showed that older people might prioritize dental care less and may
predominantly refer to general healthcare if both were approached in one interview.

Table 1: Summary of interview guide

Key topic In-depth topics

General well-being e  Support needs in daily life
e Occasions for seeking healthcare

Positive outpatient healthcare/outpatient e Sequence

dental care experiences e Reasons for positive evaluation

e Relationship with core motives (feeling safe, feeling like
a meaningful human being, maintaining control and

independence)
Negative outpatient healthcare/outpatient e Sequence
dental care experiences e Reasons for positive evaluation

e Relationship with core motives (feeling safe, feeling like
a meaningful human being, maintaining control and
independence)

Subjective significance of outpatient
healthcare/outpatient dental care

Reasons
Role regarding general well-being
Relationships with healthcare providers

Ideas of ideal outpatient
healthcare/outpatient dental care

Reasons
Priorities

The potential impact of the Covid-19
pandemic on views regarding outpatient
healthcare/outpatient dental care
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Sampling, recruitment and data collection

A purposive sampling strategy [30] was applied to reach diversity regarding sociodemographic and
health aspects (especially sex, educational status, and subjective health status). People were eligible for
participation if they were at least 80 years old, were community-dwelling (living in a non-
institutionalised setting) in Cologne, and could participate in the interview in German. Participants were
recruited via advertisements in two local newspapers, notices in the local university hospitals and
cooperating medical practices, and information spread through community institutions such as seniors’
sports clubs or volunteering institutions. If a person was interested in participating, they first made a
phone call to (AH) to gain further information on the study, to check whether they were eligible and to
appoint a date for the face-to-face interview. Before the start of the interview, written informed consent
was obtained.

After the interview, participants received an allowance of 15 euros as appreciation for their participation.
The interviews were audio-recorded and transcribed verbatim to facilitate in-depth data analysis [28].
All the interviews were conducted by (AH).

Data analysis

We used thematic analysis to enable both descriptions of what good healthcare constitutes and an
understanding of the participant’s motivations and actions [31]. Overall, our analytic approach was
twofold: First, we wanted to inductively explore and interpret the data by developing themes
(“[capturing] something important to the research question, and [representing] some level of patterned
response or meaning within the data set” [31, p. 82]). Therefore, (AH) and (HK) independently 1)
familiarised themselves with data, obtained from 12 interviews and 2) inductively coded the data line
by line. All coding was facilitated using MAXQDA Analytics Pro 2020 (VERBI Software, Berlin).
After checking the initial codes for redundancies, the codes were 3) organised into broader themes
discussing among the whole research team, what was found to matter to the participants when talking
about their perceptions of healthcare [31]. The initial independent coding was not done to calculate
intercoder reliability later but to make the analysis broader in the beginning, with each researcher
building a separate first understanding of the data. Additionally, this approach allowed the researchers
to discuss whether they found that data saturation (“the degree to which new data repeat what was
expressed in previous data” [32, p. 1897]) was reached. Since this was the case, it was decided to stop
further data collection.

One of the initial themes (from step 3) comprised descriptions of what constituted good healthcare. To
tie in with the research status, we then decided to adopt a partially deductive approach for this specific
theme. A recent meta-synthesis had already integratively explored the underlying motives of people
aged 80 and over regarding ambulatory healthcare, based on 22 qualitative studies [33]. The study
provided an initial framework of 14 aspects relevant to good healthcare, although no studies covering
older people’s views on oral healthcare could be included and the contributing studies mostly originated
from specific aged-care settings such as home care [33]. We decided to incorporate the already identified
14 aspects as a basis to explore the theme of “good healthcare”, while also aiming to further develop it
with our data.

To facilitate the analysis incorporating both inductive and deductive elements, we meanwhile developed
a codebook to structure the data. As Braun and Clarke describe, “the codebook is used to record and or
chart the developing analysis as well as to guide data coding” [34, p. 5]. Both codes and themes already
found inductively and the deductively imported 14 aspects were brought together. Following steps 4)
and 5) of Braun and Clarke’s thematic analysis, we now reviewed the entirety of our themes interacting
with our codes and data [31] in a discussion among all authors, which also included a revision of the
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codebook. Based on the final codebook, (AH) coded the remaining ten already conducted interviews in
consultation with (HK) to ensure all the data could be used to substantiate the research results. All the
data was finally reread and used for iterative description, interpretation and explanation in 6) writing up
the research report, which was led by (AH) in close collaboration with (HK), and the interim and final
results were further discussed by the entire research team.

Results

From October 2020 to July 2021, 22 people participated in the study. The median age was 82 years
(range: 80-88 years) and two-thirds of the participants were female. More detailed information is
provided in Table 2. Apart from three interviews that took place at the university, all the interviews were
conducted at the participants’ homes.

In the following, the core themes, including interview examples will be presented. AH translated the
interview examples from German to English to enable better comprehension, and the translations were
checked by an external English native speaker. An overview of all interview examples with their original
German version is provided in Table 3. Additionally, an overview of all themes is provided in Appendix A.
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Table 2: Sample characteristics

Variable

Age: mean/median (range)

83/82 (80-88)

Median household size (range) 1(1-2)
Sex Female 14
Male 8
Marital status Married
Widowed 11
Unmarried 1
Divorced 3
Last graduation None 0
Secondary school 8
Middle school 7
Higher education entrance qualification 6
Professional None 0
qualification Apprenticeship 11
Vocational school 4
University of applied sciences/university
Other 1
Health insurance Statutory 19
Private 3
Supplementary None 16
insurance Only for dental care 4
Other 1
Both for dental care and other 1
Current subjective | Good 8
health status Rather good 9
Rather bad 4
Bad 1
Current subjective | Good 17
oral health status Rather good 1
Rather bad 3
Bad 1
Median number of chronic health issues (range) 2,5 (0-5)
Median number of oral health issues (range) 0 (0-3)
Median number of prescribed medications (range) 3 (0-10)
Median number of general practitioner or specialist visits in the past six months (range) 3 (0-9)
Median number of dentist visits in the past twelve months (range) 1 (0-8)
Median number of hospital visits in the past twelve months (range) 0(1-2)

Duration of interviews: mean/median (range)

42/41 (22-92)
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Table 3: Original and translated illustrative interview passages

Theme

Ilustrative interview passage
(English translation)

Ilustrative interview passage (German
original)

Older people’s views of
themselves and their health

status

“I can’t do foot care anymore. My
son does that. And | know that |
am entitled to get home care if |
need that” (A8, §60)

“Ich kann ja auch nicht mehr Fullpflege
machen. Das macht mein Sohn. Und ich
weil, es stehen mir dann ja auch
Pflegekrifte zu, wenn ich sie mal brauche*
(A8, 860)

“As for the teeth, I don't know, if
at some point you are no longer
able to stand in front of the mirror
for so long. Well, then you could
still sit down. With the mirror.
Then the bathroom would have to
be rebuilt so that you have the
mirror in front of you while
sitting, for example. You still
have to do that yourself, and |
don’t know how that’s going to
work.” (B3, §59-60)

,»Was die Zahne angeht, das weil} ich
nicht, wenn man irgendwann nicht mehr in
der Lage ist, solange vor dem Spiegel zu
stehen. Gut, dann kdnnte man sich noch
setzen. Mit dem Spiegel. Dann misste das
Badezimmer so umgebaut werden, dass
man den Spiegel so vor sich hat im Sitzen.
Zum Beispiel. Das muss man ja selber
machen nach wie vor, wie das dann gehen
soll, das weiB ich nicht.“ (B3, §59-60)

Older people’s general
perceptions of ambulatory
health and oral healthcare

“It is as if he disliked older
people” (A5, §26)

“Aber das ist so, als konnte der mit dlteren
Leuten nichts anfangen® (A5, § 26)

Older people’s views on
the utilization of health

“They try to be friendly, but you
recognize, what is always in the

“Man bemiiht sich um die Freundlichkeit,
aber Sie merken, dass da hinter immer

services background, ‘Oh my gosh, what steht, oh Gott, was wollen wir bei der denn
shall we further do?’ I know that | noch machen? Ich weiR, dass da ja auch
there is also a truth in that” (B9, § | Wahrheit drin liegt™ (B9, § 20)
19-20)
“First of all, it was important to “Also fiir mich war das erstmal wichtig zu
me to know that we are able to wissen, dass wir uns eine solche Sache
afford [the routine examination]” | [den Check-Up] leisten kénnen (Al1,
(A11, 834) 834)
Charac- Attributes of | “I can tell by the way the doctor “Am Gehabe und am Sprechen des Arztes
teristics of | health and acts and talks whether he has a merke ich das schon, ob er Ahnung hat
good oral clue or not. And he also thinks the | oder nicht. Und er tiberlegt ja auch mit und
ambulatory | healthcare issues through with me.” (A4, so weiter.“ (A4, §16)
health and | providers §16)”
ﬁ(rezll theare “And I always have the feeling “Und ich habe immer das Gefiihl, dass ich
that | think, he can't keep studying | denke, der kann doch nicht immer weiter
at university. In my opinion, he is | der Uni studieren* (B9, §8)
always up to date” (B9, §8)
Patient- “Now I have the feeling, there are | “Jetzt habe ich das Gefiihl, da sind zu viele
provider- too many people. There are Menschen, es gibt auch viele dltere Leute,
interaction several older people who are die haben Langeweile und die fiihlen sich

bored and don’t feel well and they
go to the doctor for every little
thing” (A1, §42)

nicht gut und gehen bei jedem Pups zum
Doktor* (A1, §42)
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Theme

Ilustrative interview passage
(English translation)

Ilustrative interview passage (German
original)

“They don’t want that. You
cannot say that. One thinks, one
knows more than the doctor, so
you have to be careful” (A6, §30)

“Das wollen die nicht. Das diirfen Sie
nicht sagen. Man denkt, man wei3 mehr
als der Arzt, da muss man also vorsichtig
sein“ (A6, §30)

“It is awful, although to a certain
extent understandable. They look
at their computer, they are talking
to you, but they look at their
computer. Constantly” (A8, §18)

“Was bei allen so scheuBlich ist, bis zu
einem gewissen Grad auch verstandlich,
da gucken die auf den Computer, aber die
reden mit dir, gucken aber auf den
Computer. Konstant“ (A8, §18)

The output
of health and
oral
healthcare

“Which doctor will take care of
you, | thought, and really listen to
you and inquires. And not, ‘that
will probably be it” and prescribe
something” (A1, §61)

“Welcher Arzt kiimmert sich um dich,
habe ich gedacht, und hort mal richtig zu
und forscht mal nach. Und nicht, das wird
das wohl sein und verschreiben” (A1, §61)

“And I live happily with that, the
dental crown lasts, | have teeth
there and can laugh and nobody
sees that I lost my teeth” (B7,
§22)

“Und mit dem lebe ich gliicklich die Krone
hélt und ich habe da hinten Z&hne und ich
kann lachen und keiner sieht, dass mir ein
paar Zihne fehlen (B7, §22)

“When I listen to my wife, she
says, you are a private patient,
everything is different, they talk
to you differently. With me, they
take the time for me. Because |
pay for that™ (A11, §44)

“Wenn ich immer von meiner Frau hore,
du bist ja Privatpatient, das ist bei dir ja
alles anders und die reden mit dir auch
anders. Bei mir nehmen sie sich Zeit. Ich
bezahle das ja“ (All, 844)

“The dentist said to me, I have
such a minimal jaw left here, |
have to have implants. Two
implants. Two or four. Two in the
back are there to be fixed. But the
cost of that. That's the problem”
(B6, §10)

“Der Zahnarzt hat zu mir gesagt, ich hitte
hier unten den Unterkiefer so minimal, ich
musste Implantate haben. Zwei Implantate.
Zwei oder vier. Hinten zwei und da, dass
das festgemacht wird. Aber was das kostet.
Das ist das Problem* (B6, §10)

Organisation
and context
of health and
oral
healthcare

“When I say I'm in pain. It's
exactly the same. When I'm on
the phone, ‘yes, in three weeks or
so’. Then I say no, I have such
pain. I've waited so long now, |
can't go on. | want to see the
doctor now. ‘Yes, if you have
waited so long, then you can wait
another three weeks’. That’s not
possible” (A10, §58)

“Wenn ich sage, ich habe Schmerzen. Das
ist genau das Gleiche. Wenn ich am
Telefon bin, ja in drei Wochen oder so.
Dann sage ich nein, ich habe solche
Schmerzen. Ich habe jetzt so lange
gewartet, ich kann jetzt nicht mehr. Ich
mdchte jetzt zum Herrn oder Frau Doktor.
Ja wenn Sie doch solange gewartet haben,
dann konnen Sie ja auch noch drei
Wochen warten. Sowas geht gar nicht”
(A10, 858)
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1) Older people’s views of themselves and their health status

Reports on age-related restrictions and thoughts about the deterioration of health were common in all
interviews. Most frequently, the participants reported restrictions in mobility and the reduction or
replacement of certain activities. It became apparent that they had adapted their lives and meaningful
activities to their current condition, while also attaching importance to maintaining their usual lifestyle.
Hence, they emphasized the role of prevention and wished for thorough examinations and support
should help be needed. Although they wanted to delay dependence on help as long as possible, to receive
support at some point was expected and accepted: “I can 't do foot care anymore. My son does that. And
I know that | am entitled to get home care if | need that” (A8, §60).

While it became apparent that the older people wished to be seen holistically in healthcare, they rarely
included their oral health in their reflections. Only three participants made oral health issues a subject
of discussion. In these cases, hampered oral hygiene due to an inflammation in the arm, loss of teeth and
swallowing problems were addressed. One interviewee, an 82-year-old man, discussed the future of his
oral health and hygiene and reflected on measures that may help him brush his teeth: “As for the teeth,
I don't know, if at some point you are no longer able to stand in front of the mirror for so long. /.../ You
still have to do that yourself, and | don 't know how that’s going to work” (B3, §59-60). It was notable
that these considerations only comprised measures that might enable self-provision of oral hygiene.
Thus, while it seemed normal for older people to consider receiving external help for physical issues
such as foot care, this did not apply to oral hygiene.

2) Older people’s general perceptions of ambulatory health and oral healthcare

The participants reported general satisfaction with their healthcare. However, several negative
experiences from interactions with healthcare providers were described, sometimes connected to the
perception of being treated worse due to their older age: “It is as if he disliked older people” (A5, §26).
Interestingly, the participants seemed to be more confident about changing providers in dental care, in
contrast to GPs and specialist physicians. This might be due to a wider offer of available dental care
practices or may be associated with the usually higher private co-payments.

3) Older people’s views on the utilization of health services

Most participants reported that they avoided “unnecessarily using health services”. Whether health
services use was perceived as appropriate seemed to be driven by a generally negative perception of
older people as “unnecessary healthcare users” or “blocking” healthcare resources: “They try to be
friendly, but you recognize what is always in the background, ‘Oh my gosh, what shall we further do?’
I know that there is also a truth in that” (B9, § 20). The participants described that in their perception,
they used health services only if necessary, e.g., for acute occasions. Regarding dental care, avoidance
was also explained by appointments being perceived as cumbersome and unpleasant. Interestingly, a
good result of dental care — e.g., no need to repair a tooth or a well-fitting denture — seemed to support
the perception of visiting the dentist as unnecessary. Concerns about out-of-pocket costs also played a
role, particularly among privately insured persons and regarding dental care: “First of all, it was
important to me to know that we are able to afford [the routine examination]” (A11, §34).
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4) Characteristics of good ambulatory health and oral healthcare

Based on the prior meta-synthesis, three new aspects of desirable health and oral healthcare were
identified: the result of healthcare, costs, and practice characteristics. One prior aspect (activation) was
not represented in our study. In total, 16 characteristics were elicited in four areas: 1) attributes of health
and oral healthcare providers, 2) patient-provider-interaction, 3) the output of health and oral healthcare,
and 4) organisation and context of health and oral healthcare. An overview of all characteristics is
presented in Figure 2.
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Figure 2: Results concerning characteristics of desirable ambulatory healthcare and oral healthcare
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Notes: Numbers 1-15 represent the characteristics of desirable ambulatory health and oral healthcare, based on
relevant aspects found in a previous meta-synthesis interacting with three core motives [33]. Characteristics are
grouped as attributes of health and oral healthcare providers (1-3); patient-provider-interaction (4-9); the output
of health and oral healthcare (10-12); organisation and context of health and oral healthcare (13-16). * Aspect
was not included in the prior meta-synthesis. ** Aspect was included in the prior meta-synthesis, but not relevant
in this study. Explanations in the dotted boxes indicate substantially different interpretations of the respective
characteristics.

4.1) Attributes of health and oral healthcare providers

Friendliness was considered a basic characteristic of good healthcare. By friendliness, participants
meant being treated empathetically and respectfully and having their concerns taken seriously. This was
often supported in small, casual conversations. The participants also expressed the wish to interact with
the same healthcare providers, if possible. The continuity of healthcare providers gave them a feeling of
familiarity and safety. For good healthcare, the perception of healthcare professionals’ skills and
competencies was also considered important. This was based on personal relationships, trust and the
ability to explain and communicate satisfactorily: ““I can tell by the way the doctor acts and talks whether
he has a clue or not. And he also thinks the issues through with me” (A4, §16). Regarding dental care,
the healthcare providers’ competence was more strongly described referring to their work as “state of
the art”, with a perception of continuous training and respective counselling regarding treatment
methods and use of materials: “And | always have the feeling that | think, he can’t keep studying at
university. In my opinion, he is always up to date” (B9, §8). The perceived result, e.g., the durability of
dentures, was especially important in describing a dentist as competent.

4.2) Patient-provider-interaction

Having sufficient time in patient-provider interactions was an important feature of good healthcare.
Participants wished to be granted enough time to explain their concerns, to receive information and a
thorough examination, and be offered an atmosphere that was not rushed. However, several participants
narrated negative experiences, in that they felt frequently hurried and were not taken seriously.
Comprehension of and explanations for this problem were discussed, and they included general
economic and time pressure in the healthcare system, and the perception that “other older people” would
unnecessarily use healthcare and waste the providers’ time: “Now I have the feeling, there are too many
people. There are several older people who are bored and don’t feel well and they go to the doctor for
every little thing” (A1, §42).

Open and confidential communication was considered necessary for well-being and the best possible
healthcare results. It was the basis for trust and allowed the older people to raise all their concerns,
providing a complete picture of their health status and treatment options. They wanted to be listened to
without restrictions and that an atmosphere was created in which they could raise sensitive concerns.
The participants also wished to receive comprehensive information, such as explanations of indications,
treatment and medication, and an opportunity to discuss possible treatment options. Although four
participants stated that they mostly did not want to discuss such matters because they trusted the provider
to do the best for them or did not perceive that more than one option might be available, the majority
clearly expressed the wish to be involved in decisions and healthcare as equal partners. Receiving too
little information resulted in uncertainty, doubts and the perception that providers were not interested in
them. On this matter, there were several reports of inhibited communication, especially regarding
questions “the doctor might not like”. And some older people had the feeling that their engagement in
therapy discussions and their opinions were undesired: “They don 't want that. You cannot say that. One
thinks, one knows more than the doctor, so you have to be careful” (A6, §30).
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The older people also negatively reported on healthcare interactions focused only on acute issues,
leaving out long-term planning and quality of life; instead, they wanted to receive holistic advice beyond
an acute occasion, e.g., regarding lifestyle and prevention measures.

Overall, the participants wanted to be primarily perceived as humans engaging in regular social contact,
which could, for instance, be achieved through casual conversation. As one woman said, healthcare
contacts were often strongly focused on “the current case” and the interactions did not feel pleasant: “It
is awful, although, to a certain extent, understandable. They look at their computer, they are talking to
you, but they look at their computer. Constantly” (A8, §18). This shows that the interpersonal interaction
affected the participants’ feelings of trust, safety, and well-being. These perceptions were also reflected
in their wish to build long-term personal relationships with healthcare providers, comprising a more
than superficial knowledge about the other person that was not limited to medical indications.

4.3) The output of health and oral healthcare

The result was an important characteristic of good healthcare for all the participants. Regarding general
practice and specialist healthcare, a good result mainly referred to the perception of receiving the right
treatment, which could be achieved through good information and communication: “Which doctor will
take care of you, | thought, and really listen to you and inquires. And not, ‘that will probably be it’ and
prescribe something” (A1, §61). The absence of pain and the preservation and restoration of functions
such as the ability to walk were also mentioned. Regarding dental care, the perception of a good result
especially comprised good fit of prostheses and dentures, durability, and the absence of pain. The feeling
of clean teeth after treatment, the long-term preservation of teeth, easy manageability of dentures and
aesthetic appearance were also relevant criteria: “And | live happily with that, the dental crown lasts, |
have teeth there and can laugh and nobody sees that I lost my teeth” (B7, §22). The different perceptions
might be explained by the fact that the result of dental care is more visible than, e.g., a person’s blood
pressure.

Sufficient individual support was another important characteristic of good healthcare. This referred to
individual counselling, thorough examinations and treatment, including follow-up appointments,
listening well, and taking concerns seriously. Moreover, the participants wished to be directed to
additional support services and wanted physicians to explain medication prescriptions.

The costs played an important role in older people’s perceptions of receiving good and appropriate
healthcare. Several participants spoke about their perception that privately insured patients and direct
payers receive more comprehensive and better health services, that they receive more attention from
physicians and that they have faster access. A privately insured participant reported: “When I listen to
my wife, she says, you are a private patient, everything is different, they talk to you differently. With me,
they take the time for me. Because | pay for that“ (A1l, 844). This was considered a societal problem
of injustice. Regarding oral healthcare, there was the perception that direct payers received better quality
care, e.g., regarding the material of dentures. But, some thought that privately insured patients may also
receive unnecessary health services. On this matter, the appropriateness of costs and health services
was discussed as a criterion for receiving good healthcare. The participants argued that distinguishing
between a necessary service, e.g., a certain material used in dental care or a directly paid additional
blood examination, and a nice-to-have-service that was offered to increase the payment was not always
easy. The older people described generally thinking about the costs of health and dental care. Regarding
oral healthcare, these thoughts were primarily about whether and to what extent quality care could be
afforded. One concern was that co-payments could not be afforded; as a result, some participants had
already avoided or postponed dental care. “The dentist said to me, | have such a minimal jaw left here,
I have to have implants. Two implants. Two or four. Two in the back are there to be fixed. But the cost
of that. That's the problem” (B6, §10). It was also mentioned that the statutorily paid services may be
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sufficient but did not provide the aesthetic appearance needed to feel well. Conversely, the concerns
about costs regarding GP or specialist care referred more to additional services, especially in
counselling, prevention and rehabilitation.

4.4) Organisation and context of health and oral healthcare

Healthcare coordination was only discussed regarding general healthcare, probably because of more
frequent referral processes. Healthcare coordination refers to healthcare processes working seamlessly,
especially regarding referral appointments and the exchange of information between different healthcare
providers. But two participants felt unhappy about that, e.g., due to a general mistrust in the healthcare
system.

Access to healthcare comprised two dimensions. First, the organisation of health services was
discussed. Participants wished that healthcare processes, appointment allocations and regular visits were
organised properly so that no uncertainties regarding their treatment or waiting times would occur.
Second, timely availability of healthcare and contact persons was an important aspect, but there were
mixed opinions about the availability of services. Several participants stated that in the case of urgent
need, medical help was readily available. However, they complained about long waiting times,
especially regarding specialist appointments. In their perception, they had already tried to avoid
healthcare use as far as possible, so when they decided to consult a physician, it was with a high
perception of urgency: “When | say I'm in pain. It's exactly the same. When I'm on the phone, ‘es, in
three weeks or so’. Then I say no, | have such pain. I've waited so long now, | can't go on. | want to see
the doctor now. ‘Yes, if you have waited so long, then you can wait another three weeks’. That’s not
possible” (A10, §58). Regarding oral healthcare, the reported experiences were more positive. Most
participants were satisfied, although they suggested providing more short-term appointments or open
practice hours to support flexibility.

Since all the participants were still living in their own homes, the place of healthcare did not play a
major role in the interviews. But, in the case of increased support needs, they wished to continue living
at home, if possible. Regarding practice characteristics, the older people held mixed opinions. On the
one hand, a modern, well-equipped practice was appraised positively and had a good atmosphere and
gave them the feeling of being well cared for. On the other hand, a practice that seemed to be too modern
or luxurious was appraised negatively because of the impression that appearance and money were
focused on.

Discussion

This qualitative study investigated what matters to community-dwelling people aged 80 and over
regarding both ambulatory health and oral healthcare. We described 16 characteristics that constitute a
framework of good healthcare and how these are shaped: through their views on their own health, their
general perception of healthcare and their views on the utilization of health services. The framework
provides the basis for a patient-centred understanding and development of care for older people,
particularly including oral healthcare. As the results show, what is good healthcare was mostly
considered to be the same for both general and oral healthcare, especially regarding patient-provider-
interaction and the organization of care. The differences mainly regarded what was a perceptible
treatment result, with perceptions of oral healthcare having a stronger technical-medical focus. They
were also related to perceptions of the provider’s competence and which benefits, on paying the health
service directly, could be offered. This could be substantiated by the fact that co-payments are more
usual for oral healthcare in Germany [27]. Since most aspects were similar, it should be possible to
conceptualise comprehensive healthcare and care models for older people including oral healthcare.
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Our findings on the characteristics of desirable health and oral healthcare are similar to elements in the
conceptualisations of patient satisfaction (e. g, [35, 36]) and patient-centredness [37, 38]. Interestingly,
while the participants said how they were generally satisfied, they reported several negative experiences.
Consequently, this study might indicate that health and oral healthcare do not necessarily have to meet
all the specific wishes or expectations of (older) patients to achieve satisfaction or patient-centredness.
As the prior meta-synthesis noted, basic requirements must be fulfilled, and these seem to be feeling
safe, feeling like a meaningful human being and maintaining control and independence [33]. They can
be addressed within nearly all of the identified characteristics and should, therefore, form the basis for
the provision of health and oral healthcare for older patients (Figure 2). “Costs” and the “result of
healthcare” were new aspects compared to prior studies [37-39] and were rather introduced concerning
oral healthcare. Hence, these factors should be further explored among very old patients to understand
their implications for the use of dental care and satisfaction, especially against the background of
underuse [7].

Apart from that, two findings were striking. First, nearly all the participants were concerned about
general health deteriorations and age-related restrictions and talked about the importance of considering
a holistic view of health but were rarely aware of possible expected oral health deterioration, future oral
care or increased oral hygiene needs. This is in line with other studies, e.g., a cross-sectional examination
in France that found that older people were seldom aware of their preventive and curative oral care needs
[9]. Since there are considerable treatment needs in old age, older people should be informed more
comprehensively about oral health and dental care. Providers of ambulatory healthcare could be a key
factor in paying attention to oral health aspects when in contact with older patients, e.g., by informing
them about oral health and using oral health screening tools, followed by a presentation to a dentist [40-
42]. An important part of providing comprehensive proactive care could be the reduction of discomfort
with the help of oral hygiene by actively addressing and normalizing it during, for instance, routine
examinations. But since prior research has shown that healthcare providers who are not trained for oral
healthcare are often lacking awareness of oral health as well, broader inclusion of the topic in their
education and training is probably needed [5, 20]. But, oral healthcare providers should also be made
aware of older people’s overall healthcare situations and needs [5], and they should address the
importance of long-term oral healthcare development early, even though the patient might have no
current unmet needs.

A second noteworthy finding concerns the participants’ perceived images of older people in healthcare.
They often talked about others “unnecessarily blocking” healthcare resources or “wasting valuable time”
and seemed to have a great urge to differentiate from “those” older people. From our results, the
perception of healthcare professionals not being genuinely interested in older people as persons might
strengthen this perception. Addressing attitudes and beliefs toward older people in the training of
healthcare professionals might be a promising approach [43]. Joint education and interdisciplinary
training opportunities between GPs, specialists and dentists, developed and conducted involving all
disciplines, could further enhance mutual awareness and holistic understanding of the older person’s
health needs. These opportunities should also be used to deliver contact with the diverse meanings and
goals older people have in their lives, to make providers incorporate a positive instead of deficit-oriented
view of them. This is complemented by a need to avoid internalisation of negative societal stereotypes
of older people that are often shaped by the perception of deficits and loss (of health, social contacts,
societal recognition) and of older people being less needed in society [44]. This internalisation is a broad
societal process that, for example, condenses in literature or the media [45]. Hence, reflecting on these
narratives and building a more positive one could also be an effective approach.
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Strengths and limitations

To the best of our knowledge, this is the first study to investigate perceptions of both ambulatory health
and oral healthcare from the perspective of community-dwelling, independently living people aged 80
and over. The results enable a holistic view of health services in the ambulatory healthcare sector to help
our understanding of older people’s perspectives, and provide an integrative framework of what
constitutes good care as a basis for the development of care models. Nevertheless, some limitations have
to be taken into account. First, the study was limited to the urban area of Cologne, so the results might
not be transferable to rural areas. In particular, a higher density of health services needs to be considered.
Second, although we followed a purposive sampling approach, important characteristics such as
migration background were not considered and might have altered the results, e.g., regarding aspects
such as trust, access and costs [22].

Conclusion

A variety of characteristics shape the perception of good ambulatory health and oral healthcare from the
perspective of people aged 80 and over. These characteristics should be jointly addressed in the
provision of health services, especially regarding the integration of oral health matters in a holistic
approach. Future research should take into account the perspective of healthcare providers to provide a
better understanding of healthcare interactions and relationships and to elicit specific starting points for
strengthening (older) patient-centred comprehensive healthcare.
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Appendix A: Full list of themes

The table provides a full overview on all analysed themes in the study.

Theme

Subthemes/codes

Older people’s views
of themselves and
their health status

General satisfaction with life

Acceptance of ageing

Age-related restrictions

Thoughts about deterioration of health

Altered requirements due to aging

Perception of other people’s views on older people

Who takes care for me? — getting along alone

Who takes care for me? — external daily support

Who takes care for me? — daily support from family and close environment

Older people’s
general perceptions
and interactions
regarding ambulatory
health and oral
healthcare

General satisfaction with the healthcare system

Perceived problems of the healthcare system

Holistic view on health

Reports on previous healthcare and experiences

Significance of healthcare

Motives of using healthcare — routine examination

Motives of using healthcare — aesthetics and well-being

Motives of using healthcare — preservation and functionality

Motives of using healthcare — bonus of the health insurance

Avoidance of unnecessary use of healthcare

Perception of other older people using healthcare

Role of fears and negative experiences

Self-management

Interaction of the own behaviour with the healthcare system

Aspects of good
ambulatory health
and oral healthcare

[General/neutral descriptions of processes]

[Role of the non-physician professions]

Attributes of health and oral healthcare providers — Skills of Professionals

Attributes of health and oral healthcare providers — Friendliness

Attributes of health and oral healthcare providers — Continuity and Reliability

Patient-provider-interaction — Time for Healthcare
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Theme

Subthemes/codes

Patient-provider-interaction — Open and Confidential Communication

Patient-provider-interaction — Information

Patient-provider-interaction — Involvement in Decisions and Healthcare

Patient-provider-interaction — Healthcare Contact as Social Contact

Patient-provider-interaction — Personal Relationships

The output of health and oral healthcare — Result of Healthcare

The output of health and oral healthcare — Sufficient Support

The output of health and oral healthcare — Costs — Different health services for
statutorily and privately insured/paying patients

The output of health and oral healthcare — Costs — Appropriateness of health services
and costs

The output of health and oral healthcare — Costs — Thoughts on Arising Expenses

Organisation and context of health and oral healthcare — Healthcare Coordination

Organisation and context of health and oral healthcare — Access to Healthcare —
Organisation of Health Services

Organisation and context of health and oral healthcare — Access to Healthcare —
Timely Availability of Health Services and Contact Persons

Organisation and context of health and oral healthcare — Place of Healthcare

Organisation and context of health and oral healthcare — Practice Characteristics

[Activation*]

Older people’s core
motives** regarding
outpatient healthcare
and oral healthcare

Maintaining Control and Independence

Feeling Safe

Feeling Like a Meaningful Human Being

Reports on the Covid-
19 pandemic

Relevance in daily life

Relevance in healthcare

Protective Measures

Further reports

Reports on illness

Reports on life

Criticism of the system

Reports from other areas of healthcare

*The characteristic “activation” was included in the prior meta-synthesis [33], but not discussed by the participants
in the interviews of this study. ** Core motives identified in the prior meta-synthesis [33] and introduced in the
interview guide to further explore them.
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Abstract

Background

People aged 80 and over frequently face complex chronic conditions and health limitations,
including oral health problems, which are primarily addressed by ambulatory (i.e., outpa-
tient) healthcare. This demographic development is expected to affect the provision of care.
However, few studies have investigated physicians’ and dentists’ views across the various
medical disciplines in non-institutional settings. This study investigated how healthcare pro-
viders perceive caring for very old people, and how they feel healthcare should be designed
for this patient group.

Methods

A qualitative online survey comprising nine open-ended items was conducted among physi-
cians and dentists practicing in the ambulatory healthcare sector in North Rhine-Westphalia,
Germany. Apart from child and adolescent healthcare, no medical specialties were
excluded. The results were analysed using Kuckartz’ approach of structuring qualitative
content analysis. A descriptive codebook was developed first. After coding all the material,
recurring patterns between the topics were investigated and compared between two groups
of participants, physicians and dentists.

Results

N = 77 cases were included in the analysis, from which n = 21 originated from the field of

ambulatory general practice care and internal medicine, n = 19 from specialties (e.g., neurol-
ogy, urology), and n = 37 from dentistry. Caring for patients aged 80 and over was perceived
as challenging because of complex health conditions and treatments such as multimorbidity
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and polypharmacy, and patients’ cognitive and physical limitations. In characterizing good
care in older age, both groups found individual care important, as well as empathetic interac-
tions and good collaboration in networks of healthcare providers. Inadequate reimburse-
ment and limited resources and time were the most important barriers to providing good
care, while one of the most important facilitators was healthcare providers’ attitude and
motivation.

Conclusions

Physicians’ and dentists’ conceptions of good healthcare are in line with the conceptualiza-
tion of patient-centred care. However, the transfer in everyday care delivery is hampered by
the current design of healthcare structures. Healthcare providers feel overstrained by the
increasing demands placed on them. Adaptations for improvement should focus on building
strong networks of cooperating health professions, especially including dental care, and
local social support structures.

Introduction

Due to demographic changes, the section of the population of people aged 80 and over will
grow significantly in Europe [1]. Around the age of 80 years, complex long-term health issues
such as multimorbidity and frailty show a strong increase, demanding proactive healthcare [2-
5] that is primarily provided in the ambulatory (i.e., outpatient) healthcare sector [6,7]. This
also applies to the area of dentistry since old age is associated with a variety of oral health issues
and dental treatment needs, such as dry mouth problems, periodontal disease, decreased oral
function or denture-related conditions [8], while the role of oral health for maintaining the
quality of life and well-being is increasingly recognized [9].

However, most healthcare systems are still criticized for being primarily oriented toward
acute care that focuses on single conditions and care episodes [10,11]. Therefore, until now,
responsibility for the different approaches to healthcare required by the older population has
appeared to fall mainly on the micro level and on healthcare providers. This particularly affects
providers in the ambulatory healthcare sector, since older people’s health matters are fre-
quently of chronic nature, and they have a strong preference for ageing in place and avoiding
institutionalisation [12,13]. Moreover, strengthening ambulatory healthcare is one of the main
suggestions by institutions such as the Organisation for Economic Co-operation and Develop-
ment (OECD) or the World Health organisation (WHO) to meet the demands of ageing popu-
lations [14,15]. But, apart from geriatric specialisations, approaches to treatment and
healthcare delivery for older patients are not yet broadly discussed in medical or dental train-
ing, possibly leading to inadequate awareness of the special needs of these patients, and to feel-
ings of stress and frustration in healthcare providers [16,17]. Studies suggest that how
professionals perceive older patients and their care has an impact on their patient interactions
and satisfaction with their work. For example, it was found that nurses holding negative atti-
tudes towards older people were stereotyping their patients, finding them incapable of deci-
sion-making and perceiving them as a burden [18,19]. This conflicts with older people’s core
motives in healthcare, these being 1) to feel safe, 2) to feel like a meaningful human being, and
3) to maintain control and independence [20]. Therefore, understanding healthcare providers’
perceptions and their interactions is crucial for delivering appropriate healthcare to older
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adults. However, studies exploring the perspectives and needs of physicians and dentists, apart
from a few investigating general practitioners (GPs) [17,21], are rare. What challenges arise in
the practice of caring for older adults and what support needs occur, has been primarily exam-
ined in institutionalized settings (e.g., [22-24]) or among nurses (e.g., [25,26]). Since older
people are especially present in the field of ambulatory healthcare settings with their usual
health matters, this poses a considerable gap in understanding the daily reality of patients and
healthcare providers, and regarding what is needed to maintain or further develop a proper
healthcare workforce.

Apart from understanding healthcare providers’ occupational routines with older patients,
insight into their interactions is needed to design patient-centred care (PCC) for older adults
that is aligned to health services’ reality. Moreover, since healthcare needs to be increasingly
coordinated and integrated to serve the needs of complex health issues and patient-centred-
ness, a broader investigation comparing the variety of specialisations, including dental care,
seems useful. Therefore, this study aimed to provide a deeper understanding of the perspec-
tives of the variety of physicians and dentists providing ambulatory healthcare for people aged
80 and over, to understand the challenges they face and to draw conclusions about how health-
care delivery for older adults should be organized. The focus on this specific age group was
chosen because of the already described increase in complex health issues and care needs
around the age of 80 years, and also to deliver more nuanced insights since most studies on
older people broadly summarize them in age categories such as 60+ or 65+ years [27,28]. The
vast investigation of physicians and dentists was intended to meet the requirements of a neces-
sary development of new interdisciplinary, integrative concepts of healthcare, explicitly incor-
porating the neglected area of oral health and care in older age [8,11,29-31].

Accordingly, three research questions guided the study:

1) How is care for people aged 80 and over characterized from the perspective of physicians
and dentists?

2) How should the delivery of health and dental care for people aged 80 and over be designed
from the perspective of physicians and dentists?

3) What influences the provision of good care for people aged 80 and over from the perspective
of physicians and dentists?

Methods

A qualitative online survey was conducted to answer the research questions. The study was
approved by the Medical Ethics Review Board of the Medical Faculty at the University of
Cologne (21-1152). Written consent by confirming an online tick box (mandatory to start the
survey) was obtained. The study was pre-registered in the German Register for Clinical Trials
(DRKS00024666). Since there is no reporting guideline specifically for qualitative surveys,
reporting of the study is based on the consolidated criteria for reporting qualitative studies
(COREQ) [32] and the consensus-based checklist for reporting of survey studies (CROSS)
[33], as far as they were applicable to this research design. An overview of the methodological
process is provided in Fig 1.

Setting

The study was performed in Germany’s largest federal state, North Rhine-Westphalia, and
focused on the ambulatory healthcare sector. In Germany, ambulatory healthcare is separated,
regarding organisation and reimbursement mode, from the hospital care and the rehabilitation
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E] [ Development and pretest of the qualitative survey ]
[ Initial draft by the research team ]
[ Three rounds of iterative revisions ]

E] [ Data collection (online, 16 weeks)

[ Development of descriptive codebook

[ N = 87 participants ]

[ Inclusion of cases with at least three open-ended items answered ]

[ A (physicians): n = 40 ] [ N =77 ] [ B (dentists): n = 37

)

[ 3.1 Base size = 8 cases per group (total: 16) ]

[ Derivation of nine main categories from open-ended survey items ]

[ Inductive coding within main categories > development of subcodes ]

[ A: 116 codes ] [ B: 101 codes ]
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[ Inductive coding within main categories - development of subcodes ]
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- new run - new run

[ 3.4 Third run = 3 cases per group (total: 6) ]

A: 4 new codes B: 5 new codes
= 3.4% of base size = 4.9% of base size
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- saturation achieved - saturation achieved

Development of final codebook and in-depth analyses

o

Merging and revisions of codes, development of descriptive codebook

« Exploration of recurring patterns
« Comparisons between groups

[ Full coding of all cases

~— JJ

Fig 1. Methodological overview.
https://doi.org/10.1371/journal.pone.0272866.9001
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sector. GPs, specialists and dentists in the ambulatory healthcare sector provide services in
their private practices [34]. Most of their services are covered by statutory health insurance for
nearly 90% of the population; however, private co-payments for additional services are possible
[34].

Design and development of the qualitative survey

Employing a phenomenological approach, we chose a qualitative survey design, in a self-
administered online mode, to answer the research questions. Apart from a few closed items,
qualitative surveys primarily pose open questions following a qualitative research logic to
explore the “participants’ subjective experiences, narratives, practices, positionings and dis-
courses” [35]. Qualitative surveys are useful in depicting the broader diversity of the phenom-
ena of interest and in recruiting hard-to-reach groups; therefore, new and rich insights can be
gained [35]. We chose this study design due to the breadth of the physicians’ and dentists’ spe-
cialisations and their usually limited availability for time-consuming qualitative studies due to
their high workload. For this survey, they could flexibly choose from where and when they
want to participate.

With regard to the research questions, relevant aspects and questions were brainstormed,
initially. After discussion among the multidisciplinary research team (health sciences, health
services research, medicine, dental care, sociology), the initial version of the survey was pre-
tested. The pretest was based on iterative rounds of comments and revisions until the items
worked as intended. This was reached after three rounds, the changes mainly concerning com-
prehensible wording of the items and the length of the survey. Details of the pretest rounds,
the participants, and survey development are provided in an online (S1 Appendix).

The final survey contained nine closed items on sociodemographic and practice aspects.
The eight open items asked for 1) characterization and challenges of working with patients
aged 80 and over, 2) what constitutes good healthcare in older age from the healthcare provid-
ers’ perspective, 3) influential factors (barriers and facilitators) of treating older patients as
intended, 4) conceptions on ensuring that patients feel safe, feel like meaningful human beings
and maintain control and independence (older people’s core motives identified in [20]), and
5) proposals to improve or design future healthcare in old age. The complete survey is pro-
vided in the online S1 Appendix.

Sampling and recruitment

Participants were eligible for the survey if

4) they were GPs or specialist physicians or dentists,

5) they practiced in an ambulatory healthcare setting in North Rhine-Westphalia, and
6) had sufficient reading and writing skills to answer a German questionnaire.

Physicians exclusively treating children and adolescents (e.g., paediatricians) or not practic-
ing in an ambulatory healthcare setting in North Rhine-Westphalia were not eligible for
participation.

We followed a convenience sampling strategy [36] to recruit physicians and dentists from
diverse specialties but did not aim at statistical representativity. Because there are no clear
guidelines for the sample size of a qualitative survey, we took the recommendations from
Braun et al. as a reference point and aimed at recruiting 50-100 participants for a mid-range
sample [35]. To reach the participants, 45 physician organizations (e.g., physician networks)
were contacted and asked to promote the survey by spreading the survey link and a short
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information text via newsletters, e-mail lists or their websites among their members. Fourteen
organisations agreed to spread the survey.

Data collection and analysis

The survey was created via SoSciSurvey. The participants were informed about all aspects of
anonymous data processing and had to actively agree to participate to start the survey. The
final dataset was transferred to MAXQDA Analytics Pro 2020 (Verbi software, Berlin). Cases
were included for analysis if at least three open-ended items were answered.

The closed items were analysed descriptively. For the open items, we followed the approach
of structuring qualitative content analysis designed by Kuckartz in developing a descriptive
codebook [37,38]. Moreover, to increase transparency and assess whether data saturation
could be reached within our sample, we decided to document the development of thematic sat-
uration (little or no new information in additional cases regarding the research question) [39].
We set the base size at 16 cases (eight from Group A-physicians, and eight from Group B-den-
tists) for defining the initial body of information, and a run length of six cases (three per
group) to define additional information. We set the new information threshold at < 5% (new
themes found within a run compared to the base size) [39]. Therefore, new runs were analysed
until the new information threshold was reached.

Following Kuckartz, the main categories were derived from the open items first. Second,
two researchers (AH-health scientist, LV-sociologist, both female) independently read,
memo-ed and inductively coded the first randomly chosen eight cases per group line-by-line
and structured the results towards a first set of subcategories per main category. Both research-
ers discussed their results and agreed on a joint set of categories that was described in a code-
book. Next, this was repeated with the first run of cases, in which newly identified codes were
highlighted. After discussion, the codebook was revised accordingly. The procedure was
repeated until the new information threshold was reached. Third, the codebook was reviewed
and discussed by the research team. Subsequently, AH fully coded the remaining cases and the
coding was checked by LV. The coded survey data was then examined regarding mutual pat-
terns among the categories and compared between the two groups. The participants from the
survey were not included in the data analysis process.

Results

Data were collected from October 2021 to February 2022. In total, there were 87 participants.
In n =77 cases, at least three qualitative answers were provided and, therefore, they were
included in the analysis. Both groups were comparable regarding demographics (Table 1).
Most participants were aged between 50 and 60 years and male. Professional practice experi-
ence ranged from four to 44 years (mean 23 years). Nearly all the participants indicated they
worked in an urban or mostly urban region. Most respondents stated that the proportion of
patients aged 80 and over in their practice comprised up to 25%, and the vast majority had the
perception of having received good education and training regarding caring for older adults.
Approximately one third stated they were able to provide the care as desired in 75% or more of
their cases, while 22 participants stated this applied to 49% or less of their cases (Table 2).
Thematic saturation was reached after three runs of independent code development. In the
following, the results will be described in the broader themes identified throughout the differ-
ent topics addressed in the survey: 1) characteristics of providing care for older people, 2) what
matters to good healthcare in older age, 3) barriers and facilitators in the provision of good
care. An overview of the topics is provided in Fig 2. The descriptions are based on the more
detailed codes developed during analysis, which are depicted in Table 3. Moreover, the
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Table 1. Participant demographics.

Age

Sex

Professional experience

Specialization

Total
30-39 years
40-49 years 6
50-59 years 31
60-69 years 27
70-79 years 4
missing -
male 51
female 25
missing 1
mean/median (range) 23/24 (4-44)
missing 2

general practice/internal medicine
internal medicine, geriatrics

internal medicine, ‘no’ or ‘other’ focus than geriatrics
surgery

otorhinolaryngology

neurology

nuclear medicine

physical and rehabilitative medicine
anesthesiology

urology

dentistry with focus on geriatric dentistry
dentistry with other focus of activity

dentistry without focus of activity

https://doi.org/10.1371/journal.pone.0272866.t001

Physicians (n = 40)

3

2

18

14

3

27

13

0

21/22 (4-40)
2

O | === W W = |u |~ |~
v

Dentists (n = 37)

13
13

1

24

12

1

24/25 (5-44)
0

21

codebook, including example interview passages (German original with English translation),
is provided in online S2 Appendix and the full coded material from the open items (German
original) is provided in online S3 Appendix. Passages from interviews are labelled with GP for
general practitioners, S for specialists and D for dentists.

Characteristics of providing care for older people

The complexity of multimorbidity and polypharmacy. The participants, especially the
physicians, referred to older patients’ health status mainly as complex and limited and, conse-
quently, challenging. In particular, they described multimorbidity and polypharmacy, causing

more intensive care and time effort, limitations of mobility and care options, special attention

regarding adverse events, and also the perception that older people themselves feel over-
strained or helpless because of their medical complexity. It was further described that most dis-
ease-specific guidelines did not consider complex conditions such as multimorbidity or frailty
and, therefore, were not useful in these situations. These circumstances were described as par-
ticularly challenging because it was often difficult to determine “a reasonable scope of diagnos-

tics and therapy” (S-516, §5).

Physical and cognitive restraints influencing treatment and communication. Older

adults’ physical and cognitive limitations, often influencing interactions and treatments, were
also frequently noted in both groups. Cognitive restrictions such as limited sensory percep-
tions (hearing, seeing), slowness and forgetfulness were explained as challenging for
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Table 2. Results of closed items.

Total Physicians Dentists
Estimated proportion of privately insured patients in the practice <10% 33 17 16
11-25% 34 19 15
26-40% 5 3 2
41-65% 4 0 4
66-79% 0 0 0
>80% 1 1 0
missing 0 0 0
Estimated proportion of patients aged 80 and over in the practice <10% 16 7 9
11-25% 44 22 22
26-40% 10 6 4
41-65% 4 3 1
66-79% 3 2 1
>80% 0 0
missing 0 0
Perception of having received good education and training yes 40 20 20
rather yes 33 19 14
rather no 1 3
no 0 0
missing 0 0 0
Perception of providing good care (estimated proportion of all treated cases) <25% 8 2 6
25-49% 13 8 5
50-75% 30 16 14
>75% 26 14 12
missing 0 0 0

https://doi.org/10.1371/journal.pone.0272866.t002

communication. In general, a dominant description was how communication with older
patients was more demanding. This was explained by the limited capacity to understand and
remember complex information and more questions, and a need for information: “Difficulties
in communication—patients absorb less information and cannot express themselves that well any-
more” (D-189, §17). Moreover, it was mentioned that communication also needed to cover
psychosocial needs more strongly compared to younger age groups. Therefore, more time and
adapted communication styles (e.g., reducing complexity, speaking clearly) were required.
Additional time was also needed because of more complex treatment planning as well as to
exchange information with other disciplines and stakeholders, according to both groups.
Many of the participants believed they did not have the time to implement these approaches.

Physical limitations such as impaired mobility or declined motor skills were also described
as demanding alternative concepts of treatment, e.g., including more breaks during the consul-
tation or treatment. This was particularly reported by dentists, who could often not tilt older
patients in the dental chair during treatment because of cardiovascular diseases, stiffness, and
dizziness.

In contrast, six participants stated that older patients appeared to be heterogeneous, with
some still being fit and self-determined and not causing any additional effort.

Unclear or conflictual care planning. In both groups, the participants described that
some older people accepted their health status as normal due to their age and that they held
the view or were unsure whether treatment would still be worth it. Conversely, some physi-
cians stated that older people held unrealistic views of their health status and the possibilities
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of diagnostics and treatment. Concomitantly, conflicting views on older people’s compliance
were outlined. On the one hand, especially GPs had the perception that older people were
more paternalistic-oriented and more compliant. On the other hand, a lack of compliance and
resistance to advice were also described, sometimes characterized as “stubbornness” (S-217,
§10). Regardless of the cause, it was described that non-compliance increased physicians’ and
dentists’ expenses.

Older patients’ care goals and non-medical concerns were perceived as challenging; this
was most dominantly described by GPs. The first challenge on this matter was that reasonable
treatment was not always clear, nor were patients’ individual goals, which could differ from
the physician’s or dentist’s views. Moreover, psychosocial concerns such as loneliness, lack of
familial or social support, financial problems and the organisation of support were described
as additional demands on healthcare. The participants found themselves confronted with
these demands, which could be of relevance in providing a good care plan, but likewise, several
did not perceive it as their area of competence or could not provide the resources necessary for
fulfilling them, e.g., due to limited time.

Organisational challenges. As a result of the more complex care situation, treatment con-
cepts were described as being more individualized and frequently incorporating “the solution
of daily problems and organisational regards” (GP-253, §5). Sometimes, the organisation of
social or specialist services was considered a part of the treatment concept. The dentists also
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Table 3. Overview of descriptive codebook and code frequencies.

Main category (number of cases answering) Subcategories/codes No. of cases coded among No. of cases coded among
physicians* dentists*
Characteristics of working with people aged 80 Role of life and experiences 2 1
and over (n =76) Positive attributes 8 6
Challenging attributes 15 4
Complexity due to multimorbidity and polypharmacy 12 7
Physical and cognitive limitations 19 20
Heterogenous appearance 3 3
Higher need for care 3
Perspective of people aged 80 and over regarding their health 6
and care
Paternalistic orientation 4
Discernment and compliance 3
Relationship-building and trust 4
Speed and time 20 11
Continuity and control 2 2
Need for support 2 1
Additional stakeholders and actors 7 6
Communication 9 10
Treatment concepts 6 11
Structural and organizational specific features 4 5
Good healthcare in old age Individual, person-centred view and care 15 10
(n=75) Status and behaviour of patients 3 2
Patient-relevant outcomes 12 12
Empathy and appreciation 4
Communication
Time 11 7
Proactive care 9 18
Access and infrastructure 13 10
Sufficient and well-trained staff 3 5
Cooperation with further actors 5 5
Patients® environments 5 2
Challenges in caring for people aged 80 and over | Complexity due to multimorbidity and polypharmacy 13 7
(n=73) Influence of physical and cognitive limitations 14 15
Lack of compliance or rejection of treatment 8 4
Handling of time resources 10
Relatives and further actors 3 10
Patients’ care goals and (non-medical) further issues 10 3
Structural and organizational challenges 9 9
No challenges 1 1
Reasons for not providing the desired care Patients‘ (health) status and abilities 7 22
(n=72) Patients® environments and further actors 11 7
Lack of compliance or discernment 14 9
Financial Reasons 2 16
Expenditure/lack of time 11 3
Lack of information exchange and cooperation with other 4 5
actors and disciplines
Lack of (qualified) staff 5 1
Bureaucracy 2 1
Design of healthcare infrastructure 8 7
(Continued)
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Table 3. (Continued)

Main category (number of cases answering) Subcategories/codes No. of cases coded among No. of cases coded among
physicians* dentists*
Facilitators of providing good care None 0 1
(n=70) Care providers* experiences 5 3
Care providers® qualifications and training 7 6
Care providers® attitudes and motivation 19 13
Encounters with patients 13 4
Patients‘ (health) status 2 2
Interactions with further stakeholders 12 8
Time 4 1
Interdisciplinary cooperation 7 1
Local structures and offers 4 1
Supporting tools and programmes 4 0
Ensuring a feeling of safety Not possible 1 0
(n=71) Familiar environment 2 2
Timely contact options 4 1
Proactive care 2 3
Support 5 6
Good communication, counselling and conversations 17 7
Attention and appreciative behaviour, relationship-building 12 19
Sufficient time 1 5
Competence and education 2 3
Ensuring a feeling like that of a meaningful Not possible 0
?::r:a;;)being Good communication, counselling and conversations 4 7
Attention and appreciative behaviour, relationship-building 25 19
Sufficient time 9 6
Engagement with individual needs and wishes, holistic view 8 9
Social integration 4 0
Ensuring the maintenance of control and Not (always) possible 3 1
i(r;d_e%;r))dence Engagement with individual needs and wishes, holistic view 1 2
Good communication and counselling 5 3
Appreciative behaviour 1 3
Enabling decision options 6 6
Encouragements and support without paternalism 5 5
Maintaining and expanding functionalities, prevention 11 1
Structures of support and care 15 5
Measures to improve healthcare in old age Prevention orientation 3 4
(n=67) Patient orientation 2
Empathy 2 2
Reimbursement 16 12
More time 10 4
Access 2 4
Support structures 15 10
Information exchange and interdisciplinary cooperation 5 4
Simplification 0 2
Qualification and training 3 7
More (qualified) staff 5 3
Consideration of non-medical dimensions 8 1
Strengthening the relevance of oral health 0 14

* The frequencies are shown to provide more transparency and insight into the findings but are not appropriate for drawing conclusions based on their weighting or

importance.

https://doi.org/10.1371/journal.pone.0272866.t003
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highlighted how they focused their treatment concepts on reduced therapy, uncomplicated
handling and, particularly, on the absence of pain.

Moreover, participants in both groups described that for older patients, more effort regard-
ing the organization of (social) support and transport had to be made. One of the most impor-
tant challenges was that necessary ambulatory and local support structures decreased and were
more cumbersome to obtain. Specialists and dentists also complained about a lack of informa-
tion and the necessary equipment to adequately treat older patients. The lack of information
was further explained by missing medical reports and information from other disciplines.
Moreover, care at home was perceived to be difficult to ensure due to bureaucratic and finan-
cial hurdles, especially when “the financial means of the older person are depleted” (GP-525,
§8). Dentists also pointed out that providing dental care was difficult because staff and equip-
ment needed to be transported and cooperation with the nursing home staff was sometimes
bad.

Relationships with patients and further stakeholders. Some participants stated that car-
ing for older adults often means building relationships over many years, resulting in deep
trust. This was also mentioned as a demand of the older patient group, which was described to
be “happy to receive personal attention, a conversation away from the condition” (GP-198, §3)
and sometimes needed special sensitivity.

In both groups, it was noted that the entire care situation changes when relatives or caregiv-
ers accompany the older patient. This could be perceived as helpful, but they were also stake-
holders with their ideas and demands, resulting in additional expenditure of time. This was
explained by sometimes differing own interests and goals of these people, as well as “utopian
demands” (D-374, §3). It was also found that consultations with relatives and formal caregivers
could be complicated and bureaucratic, e.g., regarding cost coverage of necessary treatments
such as dentures.

Good healthcare in older age-what matters?

Treating a person, not a case: Individual, patient-centred care. Providing an individual,
patient-centred view and treatment was a dominant feature of good healthcare in older age for
both groups and considered very important when addressing older patients’ core motives.
This was described as ensuring “individually adjusted therapy concepts, less guideline medicine”
(S-232, §4) and adapting the care plan to the patients’ individual wishes, circumstances, func-
tionalities, and treatment goals. The most important goal explained in this regard was main-
taining independence and autonomy as best as possible, including mobility and functions such
as chewing. Moreover, maintaining quality of life, guaranteeing freedom from pain, and pro-
viding prevention and control-oriented care were also found to be important. Balancing risks
and benefits-oriented towards patients’ functionalities and feasibility were described, as was
the necessary courage to provide less treatment and medication. Moreover, focusing on mental
health and well-being as well as inquiring about the patient and listening well (“narrative medi-
cine”) were mentioned.

Motivating patients to maintain activities and preventive measures, and to use early inter-
ventions if functions were declining were highlighted to support their maintenance of control
and independence, as well as encouraging them to accept support, to engage in improving
functions and recommending supportive measures without paternalism. Pointing out different
treatment options and providing good counselling to them and, therefore, enabling the scope
for decision-making were reported to strengthen patients’ self-esteem and autonomy.

Interacting empathetically without time pressure. For a range of cases in both groups,
communication was important in providing good healthcare. This was primarily described as
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listening patiently, paying attention, and addressing questions and concerns comprehensively
to provide good counselling and comprehensible explanations. Therefore, “granting sufficient
time” (D-454, §12) and acting empathetic, appreciative, respectful, and friendly were consid-
ered necessary. In both groups, taking sufficient time for the interaction was particularly con-
sidered to make the patients feel safe and meaningful. Good communication, counselling and
conversations were also among the most important aspects to address all three older patients’
core motives and build trustful relationships, incorporating interactions on an equal level and
respect for the older patients’ life’s work.

In contrast, three GPs and two dentists also mentioned that the interaction and therefore,
healthcare, is good when patients are compliant and have realistic expectations.

Providing low-threshold, proactive care. A very important feature in both groups, but
disproportionally often described by dentists, was proactive care. Proactive care was described
as providing reliable and continuous examinations and check-ups, strongly connected with
broader offers of prevention (e.g., regarding mobility and dental prophylaxis) and dental
hygiene (possibly with help) to maintain independence. Moreover, involving relevant people
such as relatives or caregivers in planning care was considered proactive care. Some dentists
additionally referred to enabling manageable care as well as long-lasting prostheses.

Access and infrastructure were also a feature of good healthcare in both groups, but especially
dominant among the specialists. This aspect included medical and dental care located nearby or,
alternatively, the availability of low-threshold opportunities for transport to reach a practice.
Moreover, access and provision of further offers such as “social assistance, networks, ambulatory
support” (S-470, $4) were described regarding this. Especially, physicians referred to ensuring
these structures to address older patients’ motives to maintain control and independence, includ-
ing the accessibility of information and optimisation of living and care facilities. Furthermore,
ensuring support regarding medication intake, the involvement of relatives, and enabling the use
of aids and restorative measures, were suggested to help address older patients’ core motives.

Another important aspect was low-threshold access to necessary therapies and diagnostics,
as well as preventive examinations, without bureaucratic or financial barriers (e.g., cost cover-
age by insurances): “The semi-annual check-up is important because motor skills decline and the
oral hygiene is not ensured sufficiently anymore” (D-439, §6). Additionally, timeliness and con-
tinuity of care, sufficient (specialist) physicians and accessibility were mentioned.

Networks of qualified healthcare providers. Another aspect discussed under good
healthcare was the availability of sufficient well-trained staff. Participants referred to broadly
trained professionals, who are aware of the necessary aspects of caring for older patients. They
also explained that healthcare providers’ perceived competence would make the patients feel
safe. Moreover, the “close cooperation of all professional actors” (S-516, §4), such as medical
professionals, nurses, caregivers, and social services, was proposed to enable holistic care and
comprehensive, individually shaped support for patients. Three dentists also mentioned coop-
eration with nursing homes to provide good oral healthcare and hygiene.

Barriers and facilitators in the provision of good care

Patients’ (health) status and skills. Older patients having bad overall (health) was
described as a barrier to providing care as desired, predominantly by dentists. It was held that
physical limitations, namely decreased resilience, bone loss and limited motoric skills, made
the desired treatments difficult to impossible. Moreover, multimorbidity and polypharmacy
leading to medical complexity and an unstable overall health status hampered the desired
treatments. Concomitantly, good overall health and functionality in the patients were
described as facilitators by some participants.
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A lack of skills and functionalities necessary to master daily life, as well as private or social
barriers regarding support or financial resources, were also discussed as ultimately negatively
influencing patients’ health status and, therefore, medical or dental treatment. Additionally,
bad cognitive functioning and dementia were mentioned by some participants as barriers to
cooperation. Consequently, a stronger prevention orientation was described as necessary:
“make provisions at a young age, to need medical help as little as possible in old age” (S-499,
§13). While physicians focused on cultivating a health-promotive lifestyle early in life, dentists
rather focused on offers and coverage of dental prophylaxis and preventive routine
examinations.

Patients’ environments and further stakeholders. Patients’ environments, including fur-
ther stakeholders such as relatives, were also mentioned as possible barriers to providing the
desired care, especially by GPs. A lack of acceptance of patients” wishes, lack of support or dis-
cernment by relatives and formal caregivers, as well as “a too high and counterproductive sense
of entitlement” (GP-245, §7) were described as impediments to good care. However, the
involvement and support of relatives and caregivers were mentioned as a possible facilitator as
well. This could be achieved by meaningful exchanges with them and additional support to
make good decisions for the patient.

Interactions with patients. In both groups, but most dominantly by GPs, meaningful
interactions with the older patients were mentioned as facilitators. “Intensive conversations”
(GP-202, $19) and patients’ gratitude were perceived as being supportive. Moreover, the
patients’ cooperation and their stable social environments were also described as supportive.
Consequently, focusing more on the patients as individuals and granting them dignified and
respectful care were described as necessary measures to improve healthcare. On this matter,
narrative medicine was highlighted as a principle that should be supported by the organisation
and reimbursement of the healthcare system.

However, a lack of patient compliance was described as hindering the desired care, espe-
cially by GPs. Physicians explained this factor as patients lacking discernment in the necessity
of treatments, stubbornness and not adhering to treatment plans. Some dentists described that
there might be discrepancies between the patients’ wishes and their perception of adequate
treatment and, therefore, the latter would not be provided.

Reimbursement and time. A lack of time to care for and interact with older patients as
desired was mentioned in both groups, more dominantly by physicians, and especially against
the background of greater demand on time, as already described. Consequently, the most
important measure suggested was the reorganization of reimbursement: namely, providing
higher renumeration for health services in general or, in particular, for older patients. In gen-
eral, it was described that it would be desirable to receive more renumeration for greater efforts
regarding time spent and to enable narrative medicine, which would otherwise be hardly or
not possible at all. Moreover, cost coverage for further or necessary therapies and treatments
such as prophylaxis, oral hygiene, physiotherapy or occupational therapy were found neces-
sary. Especially dentists described how desired care depended on the “patients’ [limited] finan-
cial resources” (D-399, §8).

Information exchange and cooperation. Specialists noted that one reason for not provid-
ing the desired care was “a lack of information and cooperation” (S-516, §7) and the absence of
complete medical records to adequately treat their patients. Moreover, the specialists and den-
tists explained that cooperation with other disciplines and actors was needed to provide com-
prehensive and good care, but that their availability was often limited, communication was
lacking, and that they also perceived a lack of willingness to cooperate. In particular, the spe-
cialists valued the exchange with colleagues and cooperation with other disciplines involved in
the care of the older patient as a facilitator, as well as having a professional network. In both
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groups, better interdisciplinary cooperation and networking among all care providers were
explicitly requested.

Motivated, well-trained, and sufficient healthcare providers. One of the most important
facilitators described in both groups was the attitude and motivation of medical professionals.
To provide good care despite the described obstacles, it was explained that idealism and
engagement, as well as empathy and a strong moral claim to supporting older patients and
guaranteeing them the healthcare they deserve were facilitating. It was also mentioned that the
participants thought of their own future as being old or “my older parents” (GP-198, §10) and
the care they would like to receive. Moreover, the motivation, the attitude towards older
patients and “routinely well-organized team[s]” (D-384, §8) were mentioned as important facil-
itators, as well as their professional experience in providing health or dental care for such
patients. On-going qualification and training regarding the specialties of caring for older
patients was additionally described as being supportive in providing good care. However, in
both groups, the participants mentioned a lack of qualified staff as a barrier, and several sug-
gested the recruitment and education of further qualified staft.

Strengthening the relevance of oral health. Several dentists highlighted the necessity to
raise awareness of the relevance of oral health in older adults among relatives, physicians and
further actors. This included the integration of oral health matters and provision or support of
oral hygiene, especially in care-dependent older adults, in education and training of medical
staff, nurses and relatives. Moreover, broader possibilities and the cost coverage of prophylaxis
in old age and support for visiting dental care were demanded. It was stated that “the dental
care in nursing homes has been structurally secured in the past years—the ambulatory care still is
a broad field” (D-451, $25-26). Finally, dedicated dental care rooms for visiting dentists in
nursing homes were suggested.

Infrastructure of healthcare and further support. In both groups, the design of health-
care structures was discussed as an important factor in providing the desired care. This con-
cerned a lack of cost coverage by insurance schemes, lacking therapy places, and “age-
appropriate transportation systems” (S-175, §8). Moreover, a lack of possibilities to provide
home and nursing home visits was mentioned. Improvement of access was described as neces-
sary, especially regarding cost coverage and the simplification of application for treatment and
therapies, home visits and preventive appointments.

Moreover, low-threshold opportunities for support structures such as ambulatory services,
“patient guides that take organisational tasks” (GP-158, §16) or welfare centres were suggested.
Provision of barrier-free information, help in mobility and transport, daycare centres and visiting
or mobile health and dental care were said to be necessary. Therefore, a good local infrastructure
of social services and ambulatory care services were said to be facilitators of good healthcare. Sup-
port structures, such as local networks guaranteeing social integration and participation in cultural
activities to prevent loneliness, were also required to serve older patients’ psychosocial well-being.

Discussion

This qualitative survey investigated the views of physicians and dentists on caring for people
aged 80 and over in the fields of ambulatory health and dental care. We comparatively
described how physicians and dentists characterize these care interactions, what they perceive
to be good healthcare in older age, and which factors influenced this. The identified themes
are closely interrelated, evidenced by certain factors occurring frequently in various roles. For
example, “more time needed” is a characteristic of caring for older adults, while “too little
time” is a challenge and a barrier to providing good care. Meanwhile, “having sufficient time”
is a characteristic of and facilitator for good care.

PLOS ONE | https://doi.org/10.1371/journal.pone.0272866  August 15, 2022 15/22


https://doi.org/10.1371/journal.pone.0272866

PLOS ONE

Ambulatory healthcare for people aged 80 and over from the perspective of physicians and dentists

Opverall, our results show that caring for people aged 80 and over is challenging for physi-
cians and dentists due to inherent complexity, a decline in health status, or physical and cogni-
tive limitations that influence treatment possibilities and communication. Moreover, the
entire care situation seems to have changed in caring for older adults due to 1) the mentioned
complexity and, therefore, less obvious or fewer possible treatment options, 2) the older
patients’ genuine view on the desirability and value of treatments, 3) the greater relevance of
the patients’ social and local surroundings since support is needed, and 4) further stakeholders,
such as relatives or caregivers, who need to be considered in care interactions and who often
bring their interests and demands.

These findings are in line with a study by Zwisen et al. investigating GPs’ views on complex
older patients in the Netherlands [17]. Caring for complex or older patients means that direct
and established strategies for providing care, as are also depicted in guidelines for single condi-
tions or the certainty of being only in charge of a medical issue, do not work properly. This is
also mirrored in the frequent complaints regarding older patients’ lack of compliance or the
refusal of treatment in our survey-something does not work as intended, and this puts stress
on the healthcare providers.

For both physicians and dentists, good care for older people was characterized by the provi-
sion of individualized concepts, empathetic interactions and low-threshold, proactive care in a
network of qualified healthcare providers. Therefore, their perceptions are in line with those of
older patients, [40,41] and conceptualisations of PCC [42,43]. However, this ideal is currently
hampered by insufficient time and unhelpful reimbursement structures, and the fragmentary
infrastructure of healthcare and further social services. This is supported by the considerable
proportion of participants stating that they were able to provide the care they found appropri-
ate in 49% or less of their cases. In a study that externally rated PCC in consultations, it has
also be shown that PCC is currently moderately apparent [44].

Consequently, the wish and the demand to provide PCC seem to be given, but this stands
in contrast to the limited resources and opportunities, possibly resulting in the reported feel-
ings of overload or frustration. Therefore, the assumption that healthcare providers primarily
stem the challenges of the demographic shift in healthcare while the healthcare system does
not provide adequate support seems confirmed. According to a study among GPs by Herzog
et al,, there are three ways GPs can manage these demands and this complexity: 1) by focusing
on medical expertise and not seeing themselves in the position to serve all demands; 2) by
holding a holistic view, trying to serve all demands using great individual effort; 3) by seeing
oneself as one part of a broader (social) network that overall serves the demands [21]. The last
strategy seems to be the most promising for physicians and dentists in the light of our results
since the most frequent suggestion, besides improved reimbursement and more time, was the
development and low-threshold access to further support structures, including social or wel-
fare services.

Therefore, future efforts to design PCC suitable for the older population should focus on
creating broad networks of a variety of medical providers, but not being limited to them. It
was also a striking finding that relevant healthcare areas, such as dentistry, are widely unrecog-
nized according to the dentists in our survey, who frequently complained about a lack of
awareness regarding oral health and hygiene among healthcare providers, patients and rela-
tives—resulting in a bad oral status. This finding is in line with several other studies [45-49].
Moreover, while care contacts among older people have increased in most areas of ambulatory
healthcare due to increased demand, care contacts in dentistry have declined in patients in
older age [50]. Therefore, the dentists demanded an increase in awareness and, in particular, a
prevention-oriented care organisation.
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In contrast to the current healthcare structures, which were mainly described as hindering,
the most important facilitators described by physicians and dentists were their own and their
staff’s motivation, a positive attitude towards older people, and sufficient professional experi-
ence. While training and early exposure are frequently suggested measures [21,51], the partici-
pants in this survey valued training as a facilitating factor, even though they stated they felt
well-educated themselves. Therefore, courses addressing the handling of complexity and
focusing on motivation and attitudes regarding caring for older adults might be more promis-
ing than knowledge-based education. This is supported by studies among nursing and medical
students which found that correcting false beliefs about older people, focusing on empathy-
building and enhancing a better understanding of the ageing process made them more positive
about and confident in treating older patients [16,18,19,52-55]. To support the building of
care networks and strengthen a comprehensive understanding of the very old patient, broadly
including the relevant areas for maintaining autonomy and well-being, this training could be
provided in an interdisciplinary setting.

Possible influence of the COVID-19 pandemic on study results

This study was conducted between October 2021 and February 2022, thus, during the on-
going COVID-19 pandemic. Studies show that in Germany, especially during the first phase of
the pandemic in the beginning of 2020, the legislative protection measures affected healthcare
utilization. Approximately one third of a representative sample of the general population
stated to have a medical, dental or therapeutical appointment postponed or cancelled (by
themselves or the providers) [56]. This mostly regarded preventive and routine examinations,
especially in dental care [56,57]. However, decreases were especially seen among people aged
35 years or younger and in the field of GP care, while specialist consultations, particularly
among people aged 75 or 80 and over, remained stable [56-58]. In the course of 2021, a general
stabilization of ambulatory healthcare utilization occurred, despite on-going or relaunched
legislative protection measures [58,59]. Apart from the partially volatile patient numbers,
healthcare providers were facing an additional burden especially due to diagnosis and treat-
ment of COVID-19 in ambulatory healthcare practices, increasing alternative modes of con-
sultation such as telephoning, infection protection measures in the practice and increased
social tensions or deteriorated working climate [57,59,60]. Hence, what do the pandemic cir-
cumstances mean for the study in hand? Initially, we aimed to pose a question in the end of
the survey to investigate whether the participants themselves had the impression their experi-
ences or views had changed during the pandemic: Reflecting briefly on your previous answers,
has the corona pandemic changed your views and if so, how? However, based on our own previ-
ous experiences with such questions in other qualitative studies during the pandemic [61,62]
and also no meaningful results during the pretesting, we decided to delete the item after pretest
round 2 (see S1 Appendix). This was also decided due to the survey questions being kept in a
general manner and under the impression that the pandemic situation in the end of 2021 had
started to normalize, which is at least partly supported by the available studies on ambulatory
healthcare. To see whether the participants themselves raised any pandemic-related topic, we
cross-searched the data set and only found three statements: 1) a GP reporting that in “nor-
mal” (non-pandemic) times, a practice assistant is supportive in caring for older people, 2) a
dentist reporting that due to the pandemic, access to nursing homes became difficult, and 3)
another GP reporting that due to the discourse on vaccinations, there was more distrust in the
doctor-patient-relationship (see pages 9, 36, 51 in S3 Appendix). Hence, the pandemic did not
seem to play a considerable role for this survey, despite potentially more persons might have
participated if their workload was lower. However, it is possible that the participants’ views are
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under the impression of the overall additional burden and a general discourse on older peo-
ple’s vulnerability in the pandemic.

Strengths and limitations

To the best of our knowledge, this is the first qualitative study investigating the various medical
disciplines in the field of ambulatory healthcare for very old people. The results provide a com-
prehensive insight into the structures and disciplines that are expected to interact in providing
good health and dental care. The use of a qualitative survey was a useful data collection method
since it is open and flexible enough to gain qualitative insights, but also reaches a broader tar-
get group and, therefore, exploring greater heterogeneity is possible [35]. Another strength of
the study is the thorough pretesting to ensure that the unobserved data collection worked well
[35], and the development of codes using transparent reporting on the development of satura-
tion to allow for an appraisal, whether sufficient reports could be collected or not.

However, some limitations should be kept in mind. First, despite the broad target group,
not all the specialities of the medical field were represented in the sample, the sample mainly
consisted of male participants aged 50 and older with considerate experience in practice, and
the sample was located in an urban or mostly urban environment. This limits the transferabil-
ity of findings to other contexts or groups. Moreover, due to the sampling strategy, possibly
only people who were interested in the topic or who had strong opinions were willing to par-
ticipate. Since the recruitment strategy was not personalized and used broad ways such as
advertisement on the recruiting organisations’ websites, it could not be assessed how many eli-
gible persons were reached, and consequently, no response rate could be determined. Addi-
tionally, it was theoretically possible to participate more than once. However, this seems
unlikely due to the qualitative nature of the study, and since the answers were not weighed and
the heterogeneity was probably greater in this survey than in other, smaller sampled types of
qualitative studies, the range of views still appears to be a reasonable representation.

Second, the qualitative survey method does not allow for interactive inquiries. Therefore,
the results should be seen as descriptive, with explanatory approaches, rather than as solidly
theory-generating. In future studies, a combined approach, e.g., a qualitative survey followed
by a small number of additional interviews to provide more depth in explanatory approaches,
could be promising.

Conclusion

Providing ambulatory health and dental care for people aged 80 and over poses special chal-
lenges to physicians and dentists. There is an apparent willingness to provide PCC as a means
of delivering good healthcare to older people, but doctors feel overstrained by the patients’
demands and limited in their scope of action by an ill-equipped system. Efforts to reorganize
the structures should focus on building networks with low-threshold access to different pro-
viders serving older patients’ demands, and education for healthcare professionals should
focus on handling complexity and creating positive attitudes towards the patients. Moreover,
awareness of older people’s oral health and a broader offer and coverage in providing dental
care and hygiene in this age groups need to be strengthened to realize comprehensive care.
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