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Prologue

This study focuses on GP care for older adults in residential homes. During the time this
study was executed, Dutch government policy regarding elderly care has changed
significantly, with important consequences for the care in residential homes. For
instance, most of the current residential home care will be provided extramurally in the
near future. Traditional residential homes will disappear, and older adults have to
remain longer at home as independently as possible. If care is needed, it will be
provided at home by both informal and professional caregivers. (Van Rijn, 2013a,
2013b). This trend is seen across Europe. Especially in the Northern countries, such as
Denmark, Finland and Norway, much less intramural care is provided (Huber, Rodrigues,
Hoffmann, Gasior, & Marin, 2009).
These changes in health care policy and care management in residential homes do
not mean that the topic of this study is becoming irrelevant. After all, the population of
older adults with intensive care needs does not disappear. This growing group of frail
older people continues living in another setting than residential homes, mostly at home,
and they will continue being GP patients in need of good GP care. GPs remain the
central figure in the care process and they are the primary physician to consult for
medical care. The central question in our study concerns the subjective needs older
adults experience regarding GP care. Because of the similarity in characteristics of frail
older adults living in residential homes and living in the community, we suppose that
the ideas of frail older adults in residential homes about what constitutes good GP care
are similar to community dwelling frail older adults (see Chapter 4). GPs will also
provide roughly the same care, only in a different setting (see Chapter 5). Therefore, the
subjective needs of older adults found in this study will continue to be relevant even
when care giving circumstances change. In addition, it will take some time before
residential homes disappear, and during this transition period good GP care for
residents in these facilities is still essential.
Nevertheless, though the needs of frail older adults and their ideas about GP care
will remain the same, there will be differences as to how these needs can best be met.
As the policy changes only became apparent after all data was collected and analysed,
we decided to carry out an additional pilot study in the form of a content analysis of
documents. This study covers these recent developments and how they affect the
proposal in this thesis (see Chapter 9). As we will see, adaptations are probably needed
in the organisation of GP care. For example, the role of nurse aides in residential homes
in GP care differs from that of nurse aides of home care organisations. Especially the
lack of 24/7 presence of the latter can have consequences. Also, collaboration between
GPs, practice nurses and home care teams as well as with other professionals (for
example elderly care physicians and mental health workers) and informal caregivers will
become even more important. Most importantly, however, we will see that the results
of the empirical studies below as well as the propositions for GP care that are derived
from it will still apply and are of high value for the improvement of GP care.
8
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1.1 The topic of the present study
In most western countries the population is ageing. In the Netherlands there are about
2,5 million adults aged 65 and over (16 % of the total population; Zantinge & Wilk,
2009). This number will rapidly rise to 3,4 million in 2020. Not only are there more older
adults, they are living longer too (Huber et al., 2009). The expectation is that in 2050
over a quarter of the Dutch population will be over 65 years old (CBS, 2012); one third
of them is expected to be over 80 years old (Giesbers, Verweij & De Beer, 2013; Kardol,
2011); and many of them will be frail or have multimorbidity (Van Kampen, Ras, & Den
Draak, 2011). This denotes an increasing importance of good elderly care.
The population of older adults is a very heterogeneous group. About a quarter of
them are vital, community-dwelling older adults with no limitations or frailty. A much
bigger group are older adults with chronic conditions; three quarters of all Dutch older
adults of over 65 years have several chronic conditions. Many of them do not
experience significant limitations in their functioning, but in about a third of this group,
multimorbidity is complex enough to require extra care (Health Council of the
Netherlands, 2008). A small but significant and growing group of very frail older adults
(6% of all older adults) have such high care demands that they need specialised care;
they stay in nursing homes (De Klerk, 2011).
Otherwise, there is a group of older adults whose health situation falls in between
the relatively vital and the very frail older adults. Their frail health makes it very
problematic to live independently at home, but nursing home admission is not required
either. These older adults usually live in protected housing settings such as residential
homes and assisted living facilities. Throughout this book, this group will be referred to
as ‘residents’, meaning both residents in residential homes and in assisted living
facilities. Many of them have frail health and complex care needs, which makes them
more comparable to nursing home residents than to vital older adults. However, as
opposed to nursing home residents, they do not receive specialised care. Instead, they
receive regular care just like independently living older adults; the general practitioner
(GP) is their medical care physician and the first physician to contact when they
experience any ailment.
The complex health care needs of residents pose a challenge for GPs, especially in
the case of (comorbid) psychosocial problems. The structural involvement of other
professionals in the care for residents further complicates the dynamics of GP care in
this setting. Moreover, very little is known about what residents themselves find
important regarding GP care, despite person-centred care with patients in charge being
the norm in health care nowadays.
In the remaining of this chapter, some background information on the concepts of
residential homes and assisted living facilities in the Netherlands is provided and it is
further explained why this group of older adults constitutes a challenge for GPs. Also,
10
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the issues in GP care and its organisation regarding this group of older adults are
described to explain why changes and improvements in current GP care for residents
are needed. This ends up with a description of the research aim and questions, and an
indication of the research design used.

1.2 Residential homes and assisted living facilities
A short history
The concept of residential homes and assisted living facilities in the Netherlands has
evolved over the years. In the fifties and sixties of the last century, Dutch older adults
are encouraged to move to a residential facility as soon as they turn 65 because of the
shortage in housing after the Second World War. As a result, there is an exponential
growth of places in so called old people’s homes, to be characterised group living
facilities where older adults can live in their own apartments. But there is little
surveillance of the housing quality and quality-price ratio (Kardol, 2004). In 1963 this
leads to a law that aims to regulate the quality of both housing and care within these
homes (Law for old people’s homes; Wet op de Bejaardenoorden (WBO, 1963)). This
law also prescribes an emphasis on maintaining the autonomy of older adults as much
as possible and on providing only the support that is needed. A selection committee is
assigned to determine the care needs of the older adults who are admitted, and the
first criteria for admission are developed. However, the decision to move to an old
people’s home is still mainly based on the facilities within the care homes and on the
preferences of the older adults, instead of on their care needs (Kardol, 2004).
This changes in 1978: from then on only older adults with somatic care needs are
allowed to live in these facilities. In the eighties, the WBO is further adapted to promote
a more selective use of intramural facilities. Also, the care referral process is made more
objective by instituting independent committees responsible for providing the care
referrals. Furthermore, a differentiation is made between admission to a residential
home on the one hand and a nursing home on the other. The government’s position is
that older adults should maintain their independency as long as possible (De Boer,
1999; Kardol, 2004), which is current policy (Health Council of the Netherlands, 2008,
2009; Raad voor de Volksgezondheid en Zorg (RVZ), 2010). In the late nineties the WBO
is dismissed and residential home care is transferred to the Exceptional Medical
Expenses Act (Algemene Wet Bijzondere Ziektekosten; AWBZ, 1967). From then on
admission is only possible with a care referral, which is only provided if there is a lack of
autonomy when living independently (Kardol, 2004).
Next to changes regarding residential home admission, there are also changes that
allow residential homes to expand their services to include day care, extramural care,
temporary stays and substitution of nursing home care. The differentiation and
broadening of services provided by care homes eventually leads to the separation of
11
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housing and care in the late nineties. By separating the type of care that is provided
from the housing environment people live in, extramuralisation of care is facilitated
(Kardol, 2004). Nowadays, in long-term care policy the emphasis is on extramuralisation
and on living independently as long as possible (Health Council of the Netherlands,
2009). It is possible for older adults to stay in their homes, while receiving care with the
intensity of residential home care. Also, different types of assisted living facilities
emerge where older adults can live independently with a varying range of care and
services available to them or where they can buy the care they need from external
home care organisations.
Current residential homes
Over the years, names for old people’s homes have changed to care home for the
elderly, residential home or care centre (Kardol, 2004). Care home for the elderly and
residential home are both used interchangeably throughout literature. In this project
only the term residential home will be used for the sake of clarity. Nowadays, the levels
of independent functioning in daily life of older adults in residential homes are much
lower than they were 30 years ago. Residential homes are becoming increasingly similar
to nursing homes in the sense that living arrangements and care provision are
combined and that a residential care referral is needed to be admitted. This care
referral is based on the level of functional limitations and accompanying care needs,
and determines which type and amount of care a person is entitled to. There are no less
than ten types of referrals for long-term stay, depending on the intensity of care that is
needed for personal care, living, services, and sometimes treatment and daytime
activities (College voor Zorgverzekeringen, 2013).
Dutch residential homes differ from nursing homes in that residents of the former
have referrals for care of lower intensity than residents of the latter. The four lighter
referrals are used for residential home care. Nevertheless, this distinction is
disappearing as older adults in residential homes have increasingly high care needs on
admission (Nationaal Kompas Volksgezondheid, 2011). In addition, older adults with
lighter care referrals increasingly choose to live in the community. This is a result of the
extramuralisation process: care that used to be available only in long-term care facilities
is now increasingly available outside these facilities for community-dwelling older
adults. This means that older adults can live longer independently at home before they
require residential home admission. In addition, the criteria for admission have become
stricter. So, older adults are also required to live independently at home longer. As a
result, fewer places in residential homes are needed. While in 1975 9,5% of adults aged
over 65 in the Netherlands lived in a residential home (Kardol, 2004), nowadays this is
only 4,5% of all older adults (Den Draak, 2010) and this number is still decreasing.
The average age of residents in residential homes in the Netherlands is 86 years,
and 50% of the residents are aged 85 and over (De Klerk, 2011). The majority of them
12
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(77%) are female and most older adults (93%) live alone (Ibid). All residents of
residential homes in the Netherlands are care dependent. For example, seventy to
ninety percent of the residents need help with activities of daily living (BoorsmaMeerman, Van Hout, Frijters, Ribbe, & Nijpels, 2008; De Klerk, 2011), forty percent need
personal care, and sixty percent need help with incontinence and elastic socks. Almost
all residents have problems with instrumental activities of daily living (Van Campen et
al., 2004; De Klerk 2011).
Assisted living facilities
Besides living independently in the community or in an intramural long-term care
facility, older adults in the Netherlands have the option to live independently in assisted
living facilities. These facilities vary greatly in characteristics and admission criteria, but
roughly there are three types: housing with care, housing with services and housing for
the elderly. In housing with care, care is available from a nearby residential home or
other care organisation. In housing with services, services and activities are either
available in the facility or they are offered through a nearby residential home or other
care organisation. Examples of services are meals, a recreation room with social
activities, and a personal alarm system (Post, Poulus, van Galen, & van Staalduinen,
2012). Many residential homes are providing an increasing amount of these and other
extramural care services such as day care, short admissions (six to eight weeks), and
night care to residents of assisted living facilities as well as to independently living older
adults (De Boer, 2006). The last type, housing for the elderly, only has an age criterion
but no services or care are offered by default (Post et al., 2012). About 18 percent of all
older adults in the Dutch population lives in one of these assisted living facilities
(Lijzenga & van der Waals, 2014).
Home care organisations provide daily care in assisted living facilities, even when
intense care is needed in case of complex health problems. Basically, residents of
assisted living facilities can receive the same care as residents in residential homes but it
can be provided by residential homes as well as home care organisations. Compared to
residents in residential homes, residents of assisted living facilities are younger; their
average age is 80 years and 40% of them are aged over 80. Like in residential homes,
75% of the residents in assisted living facilities are female and 75% live without a
partner (De Klerk, 2004; Lijzenga & van der Waals, 2014). Nowadays, the care needs of
part of the population living in assisted living facilities strongly resemble those found in
residential homes. As a matter of fact, when looking at their care needs, a quarter of
the population in residential homes could also live in an assisted living facility and vice
versa (De Klerk, 2004). Care use is also higher than in regular housing (Post et al., 2012).
On the other hand, there is also a significant number of older adults without care needs
who live in these facilities (Lijzenga & van der Waals, 2014). In this project we focus on
those residents in assisted living facilities who have care needs that are similar to those
13
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in residential homes. These older adults could also live in a residential home. Because of
the similarities, these older adults and older adults from residential homes will be
regarded as one group and will be referred to as residents, unless otherwise stated.
Care provision in residential homes and assisted living facilities
Because a care referral is required for admission to a residential home and admission
criteria are becoming more strict in the recent years, older adults only move there
when it is no longer possible to stay at home. The increasing frailty of the population in
residential homes is illustrated by the decreasing length of stay in residential homes. In
2005 the mean of this stay is almost four years (De Klerk, 2005), while in 2010 this has
decreased to about two years (Actiz, 2010). Older adults who ultimately are admitted to
a residential home generally have such high care needs that they are becoming
increasingly comparable to nursing home residents (De Klerk, 2005).
Most older adults in Dutch residential homes are characterised by high physical
and psychosocial frailty, low functional status and multiple chronic illnesses (De Klerk,
2005; Health Council of the Netherlands, 2009). Of older adults in residential homes
70% have two or more chronic conditions (De Klerk, 2005). Almost all residents (95%)
use medication and 64% have seen the GP in the last three months (Den Draak, 2010).
In assisted living facilities, older adults have less physical disabilities than older adults in
residential homes, but still more than independently living older adults have (De Klerk,
2004). The experienced health of older adults in assisted living facilities is comparable to
older adults in residential homes, and lower than of independently living older adults
(De Klerk, 2004). Forty percent of them feels healthy but the same number feels highly
disabled in daily life.
Psychosocial problems are highly prevalent among residents; over half of them
experiences lowered well-being and 40% feel less happy since admission. Nevertheless,
70% of residents are still satisfied with their lives. A quarter of the residents experience
depressive symptoms and 28% feel anxious in the last two weeks (Baller et al., 2010; De
Klerk, 2004; Eisses, 2005). Loneliness is also highly prevalent in residential homes in the
Netherlands (De Klerk, 2004); a third of the residents do not see as many people as they
would like, a quarter does not have anyone they can go to when needed, and almost
one in ten feels socially isolated (De Klerk, 2005). For assisted living facilities these
numbers are slightly lower, but still significantly high (De Klerk, 2004).
The high prevalence of somatic and psychosocial problems together with the
decreasing length of stay in residential homes indicate that the population in residential
homes and assisted living facilities has complex and intensive care needs. Because of
their frail health, most residents in residential homes and assisted living facilities need
daily care, which is provided by nurse aides. This care is guided by so called individual
care and living plans for all residents (Inspectie voor de Gezondheidszorg (IGZ), LOC, &
Zorgverzekeraars Nederland (ZN), 2012). Care and living plans are used to document all
14
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problems, care needs and individual preferences of residents. The basis is integral care,
which means that care, living and well-being are approached in relation to each other.
The framework for this integral approach is based on the concept of quality of life in
which four domains can be distinguished: a) physical well-being and health, b) living
situation, c) participation in designing daily life, d) mental well-being. For each domain,
norms have been formulated about what constitutes responsible care, with an
emphasis on care that fits the client’s needs. The aim is to keep the resident in charge
of his or her own life as much as possible. Within the limits of their referral for care,
residents can make agreements with their care providers about the individual
interpretation of these four domains and the corresponding care. These agreements are
recorded in the care and living plan, which is updated at least every six months (IGZ,
LOC, & ZN, 2012).
While daily care is provided by the residential home or a home care organisation,
medical care is provided by GPs. GPs have a central role in primary care and are usually
the first physician in the health care system to contact for people who need medical
care. In the Netherlands, GPs are the responsible primary care physicians for all older
adults except those living in a nursing home. They treat acute as well as chronic
problems. The monitoring of chronic conditions is a major task in GP care for residents.
GPs usually have monitoring programs for patients with specific chronic conditions such
as diabetes. GPs are also the gatekeepers of the health care system; when patients
need care that is beyond the scope of GP care, they need the GP to refer them to other
care providers. In the case of residents, other care providers are often medical
specialists treating chronic or age-related conditions, as well as other primary care
providers such as physical therapists. Because it is important that nurse aides are
informed of the treatment plans of GPs and other professionals, GPs have their own
section of the care and living plan where their activities are reported.

1.3 Issues in GP care for residents
Primary care is essential for the effectiveness and efficiency of health care as a whole
(Health Council of the Netherlands, 2004). Therefore, it is essential that the quality of
GP care is high. Though GP care in the Netherlands is generally of good quality, several
issues can be identified that threaten the quality of GP care for older adults in Dutch
residential homes and assisted living facilities. These concern the content, the
organisation and the financing of this care. These issues will be elaborated below.
Furthermore, we will look at recent studies regarding primary care for older adults.
1.3.1 Issues related to the content of care for residents
As mentioned before, many residents have complex care needs due to multimorbidity,
which poses several challenges to GP care. The current Dutch health care system
15
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requires that treatments mostly follow evidence-based, condition-specific clinical
guidelines (Hendriks, de Jong, & Groenewegen, 2007) that are developed using a model
for care standards (Coördinatieplatform Zorgstandaarden, 2010). Though helpful for
single conditions, condition-specific guidelines are not always suitable for
multimorbidity, because they make care fragmented (Dawes, 2010). Furthermore, it is
often impossible to adhere to several guidelines at the same time, because they often
contradict each other (Bayliss, Edwards, Steiner, & Main, 2008). Combining the advice
of several guidelines may also lead to undesirable outcomes, such as overmedication
(Boyd, Darer, Boult, Fried, Boult, & Wu, 2005; Fialova & Onder, 2009).
A related challenge is that GPs, as generalists, mostly lack the specialised
competency and knowledge required to deal with complex and interacting conditions
(KNMG, 2010; Van de Rijdt- Van de Ven, 2009). For example, medication management
is complicated, not only because older adults often react to medicines differently than
younger adults, but also because of polypharmacy. Polypharmacy in itself may be
unavoidable, but there are risks of unwanted interactions between medicines, lower
adherence, and medication errors (Bosch-Lenders et al., 2013). Koper and colleagues
showed that the prevalence of medication errors among older adults with
polypharmacy in primary care is high indeed (Koper, Kamenski, Flamm, Böhmdorfer, &
Sönnichsen, 2012). On the whole, GPs notice that polypharmacy can be problematic but
they lack the knowledge to optimise medication prescriptions (Anthierens, Tansens,
Petrovic, & Christiaens, 2010; Loganathan, Sing, Frankun, Bottle, & Majeed, 2011). As a
result, medication use is not regularly evaluated, even though this is recommended by
the professional associations for GPs (KNMG, 2010; Nederlands Huisartsen
Genootschap (NHG), 2007; Van de Rijdt- Van de Ven, 2009) and by the recent
multidisciplinary guideline for polypharmacy in older adults (Nederlands Huisartsen
Genootschap, 2012). Research also shows that regular reviews by pharmacists reduce
inappropriate prescribing in care homes (Loganathan et al., 2011). In addition, it is
difficult for GPs to keep an overview of the medicines of patients. Bosch-Lenders et al.
(2013) found little concurrence of the prescribed medication as known by the GP and
the medication actually taken by patients. This happens because GPs’ own prescriptions
are usually combined with prescriptions from specialists and with over-the-counter
medicines about which GPs are not always informed.
Multimorbidity is often not limited to somatic problems only. This is illustrated by
the high prevalence of psychosocial problems, as mentioned before. The conditions of
the group of older adults with these problems are often multidimensional: physical,
psychological and social functioning are closely connected to each other. This calls for
the biopsychosocial approach that is typical for present day geriatric care. A
biopsychosocial approach is also called a holistic or integral approach because it
represents looking at the patient as a whole with his or her somatic, psychological and
social aspects (Checkland et al., 2008). Even though integral care is supposed to
16
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characterise primary health care (as described in EURACT, 2005) and is actively
advocated by government policy (RVZ, 2010; Health Council of the Netherlands,
2008;2009), this is not common practice within Dutch GP care to the extent that it is in
geriatric care. GPs lack the time to use an integral approach and consider the problems
that come with multimorbidity as a whole (Bower et al., 2011).
An integral approach also endorses a person-centred approach. This implies taking
into account unique, individual aspects of this person’s situation and use these as a
guideline to decide on the treatment. This approach contradicts the emphasis on the
use of condition-specific guidelines that apply almost universally. The professional
associations of GPs (NHG, 2007; KNMG, 2010) strongly advocate a person-centred
approach. In addition, they recommend a proactive attitude, especially regarding the
detection of problems in residents. However, GPs often do not have an overview of the
health situation of older adults (Stijnen, Duimel-Peeters, Jansen & Vrijhoef, 2013). This
makes it more difficult to notice deteriorations in the resident’s functioning, as these
changes are often very gradual. However, these can lead to the escalation of problems
and a proactive approach is needed to be able to identify problems in an early stage (a
form of prevention). Therefore, GPs should have more time and a good system available
for screening and problem analysis (NHG, 2007; KNMG, 2010).
The high prevalence of psychosocial problems in itself may also present difficulties
for GPs. It has been shown that the latter have difficulties with adequately recognising
psychosocial problems in older adults (Duzijn, 2005; Volkers, Nuyen, Verhaak, &
Schellevis, 2004). Nevertheless, frail older adults report the most unmet needs in the
psychosocial domain (Hoogendijk et al., 2014). Next to a lack of recognition of these
needs, GPs often have insufficient attention for, or too little knowledge and
competency regarding this type of problems. On the other hand, older adults do not
always seek help for their problems, regardless of the nature of the problem. They do
not always perceive conditions as abnormal and think these are age-related. This
regards for example incontinence (Dugan et al., 2001; Walters, Iliffe, & Orrell, 2001),
but especially psychosocial problems. It was found that many older adults hold negative
stereotypes about mental illness (Segal, Coolidge, Mincic, & O’Riley, 2005) and that they
do not always perceive a need for care regarding this type of problems (Garrido, Kane,
Kaas, & Kane, 2009) unless these are severe (Robb, Haley, Becker, Polivka, & Chwa,
2003). Another reason for not seeking professional help, is that they prefer to ask
friends and relatives for help (Howse, Ebrahim, & Gooberman-Hill, 2005). Moreover,
many of them have low expectations of what can be done about psychosocial problems
(Walters et al., 2001) and which possibilities for interventions and support exist
(VonFaber, van der Weele, van der Geest, Blom, & Gussekloo, 2013).
Next to severely impacting the quality of life of patients, psychosocial problems are
often intertwined with somatic problems. Psychosocial problems can influence physical
health and lead to higher care consumption in general (Health Council of the
17
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Netherlands, 2008; Kardol, 2011; Kuin, 2007). The opposite also applies: physical
problems can have psychosocial effects such as emotional and coping problems (Health
Council of the Netherlands, 2008; Morrison & Bennett, 2009). Furthermore,
psychosocial conditions such as depression and anxiety can have both somatic and
psychosocial underlying factors (Cole & Dendukuri, 2003; Kuin, 2007; Schuurmans,
Hendriks, & Van Zelst, 2010). This makes psychosocial care an area that should have the
attention of GPs.
A last issue to be discussed regarding the content of GP care is prevention. GPs
play a pivotal role in providing preventive care, but there are several barriers to the
implementation of prevention. These barriers are related to the patient, the GP and the
financial system (Walter et al., 2010). Older patients are usually reluctant to change
their lifestyle, because they do not experience any incentive or think it is not possible or
worthwhile anymore because of their age. Also, GPs are not always informed of
effective preventive interventions for older patients and many of them lack
motivational counselling skills (Walter et al., 2010; Hudon et al., 2004). Furthermore,
their high workload leaves little room for non-acute care activities (Hudon, Beaulieu, &
Roberge, 2004). Finally, preventive activities are usually not reimbursed, because the
health care system focuses on acute care and has little interest for prevention in older
adults (Walter et al., 2010). Comorbidity can be an extra barrier to preventive care
(Walter et al., 2010). However, in these cases prevention in the traditional sense of
preventing disease and disability may not apply. For older adults with multimorbidity
other, less clearly defined, preventive goals such as improvement or maintenance of
functioning and well-being generally become increasingly important (Drewes et al.,
2012).
1.3.2 Organisational issues that affect GP care
GPs experience a high workload and GPs in residential homes do even more so because
of a higher consultation rate than in other settings (Gussekloo, Eekhof, De Craen, &
Westendorp, 2002; Kavanagh & Knapp, 1998). To lower their workload many GPs
employ practice nurses. The latter do not work independently and get involved on the
GP’s demand; they assist GPs in caring for patients (Petrova, Vail, Bosley, & Dale, 2010)
and they in principle carry out the monitoring task related to chronic conditions
(Campbell, McDonald, & Lester, 2008). Professional associations for GPs recommend to
expand the role of the practice nurse, especially regarding complex care, chronic care
and prevention. Because complex care requires a person-centred approach, practice
nurses will be required to look beyond protocols and to focus on quality of life
(Nederlands Huisartsen Genootschap (NHG) & Landelijke Huisartsenvereniging (LHV),
2011). The involvement of practice nurses is beneficial for GPs, relieving their workload.
But it also means that GPs are less likely to have a continuous relationship with patients.
Continuity of this relationship may further decrease by an increasing number of large
18
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GP group practices with many part-time working GPs. Consequently, patients cannot
always consult their own GP. This lack of continuity prevents GPs from having a good
overview of each patient and fulfilling their coordinative tasks (NHG, 2007; KNMG,
2010).
To improve continuity of the relationship, it is argued that the number of GPs per
residential home should be limited (Van de Rijdt- Van de Ven, 2009). Having a limited
number of GPs in a residential home can improve collaboration between GPs and nurse
aides with regard to the care for residents because it makes agreements easier. It may
also lead to gains in quality and efficiency (ibid). But there are several choices to be
made, for example regarding which GPs will stay, each with their own advantages and
disadvantages. Also, residents have the freedom to choose their own doctor. Currently,
the government is making decisions about changes to this freedom, but these decisions
will not affect primary care professionals (Eerste Kamer der Staten Generaal, 2014). The
Dutch professional association of GPs (Landelijke Huisartsen Vereniging) has designed a
stepped approach to decrease the number of GPs in a residential home (Van de RijdtVan de Ven, 2009). Current pilot studies, such as MOVIT (2011), will show what really
works in decreasing the number of GPs and under what conditions this will be the case.
Also, practice nurses are more likely to have an overview of the situation of the patient,
so GPs will need to rely on them for this. This poses further demands on the role of the
practice nurse.
A second organisational issue that complicates GP care is the involvement of other
professionals. In institutional settings nurse aides are always involved in the care for
residents. This means that GPs have to collaborate intensively with nurse aides (Van de
Rijdt- Van de Ven, 2009; KNMG, 2010). Compared to independently living older adults,
this adds an extra dimension to care in residential homes and, to a lesser extent, in
assisted living facilities. A difficulty is the decreasing educational level of nurse aides:
few nurses and higher level nurse aides work in residential homes. In general, lower
level nurse aides have limited medical knowledge and skills, which will make the
collaboration between nurse aides and GPs more difficult. In addition, many nurse aides
work part time, putting limits to the continuity in the contact between GPs and nurse
aides (ibid).
Besides nurse aides, it is likely that other professionals are involved as well, such as
elderly care physicians, psychologists and paramedics. The professional associations for
GPs recommend that GPs collaborate closely with these professionals, preferably in a
multidisciplinary team (KNMG, 2010; Van de Rijdt- Van de Ven, 2009) and especially in
case of complex problems (LHV, 2013). However, though these collaboration structures
are practiced in some residential homes, structural collaboration and multidisciplinary
teams are not common practice in the Netherlands (KNMG, 2010). An instrument for
achieving multidisciplinary collaboration in residential homes and assisted living
facilities is the care and living plan (see before). However, in practice it turns out to be
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difficult to implement the care and living plans in daily life (see
www.zorgleefplanwijzer.nl), probably resulting in these plans not being used to their
maximum advantage.
1.3.3 Issues in the financing structures of GP care
In the Netherlands, current reimbursement structures for GPs complicate providing
care in residential homes. Employing an integral biopsychosocial approach is obstructed
by reimbursement structures that force GPs to work like business owners using a
biomedical model instead. For instance, Dutch GPs receive reimbursements from health
insurance companies for each patient but not for non-patient related activities, such as
meetings with nurse aides (KNMG, 2010; Van de Rijdt- Van de Ven, 2009). In addition,
the reimbursements for patients are fragmented, consisting of reimbursements per
hour, per patient, per consultation and per disease (Maes, 2011). This promotes
fragmentation of care as opposed to integral care. In other western countries a similar
problem exists. For example, in the UK reimbursements are based on a pay-forperformance scheme using quality indicators regarding clinical, organisational and
patient experience factors (Campbell et al., 2008). Most of these indicators have a
purely medical character (Checkland et al., 2008). The emphasis on achieving evidencebased targets promotes fragmentation of care and reduces person-centred care
(Campbell et al., 2008).
In the Netherlands, additional reimbursement structures are available for GP care
in residential homes that fall outside the regular structures. Insurance companies offer
these reimbursements to GPs who provide structural care in collaboration with
residential homes. Such agreements are called modules for residential home care (see
for example Modelovereenkomst, 2014). Mandatory elements include agreements
about the structure and procedure for consultation requests, the availability and
accessibility of the GP, facilities available in the residential home for consultations, the
assistance of nurse aides during consultations, and regular structured meetings about
the care for individual patients as well as about the medical policy in general (Van de
Rijdt- Van de Ven, 2009). These reimbursement agreements do provide opportunities
for a more integral and person-centred care. However, they usually have a temporal
character and their preconditions tend to change on a regular basis.
1.3.4 Current initiatives and developments
Many of the plans and initiatives that are being developed to improve care for frail
older adults in the Netherlands as well as in other countries use an integrative
approach. For example there are several integrated service delivery programs that use a
casemanagement process guided by an assessment and an individualised care plan to
coordinate among several care professionals. The aim of these programs is to adapt to
each other the different types of care a person is receiving and provide integrated care
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in order to increase the quality of care. Examples are the SIPA project (Systeme de
Services Integrés pour Personnes Agées en perte d’autonomie; Béland et al., 2006), the
Program of All inclusive Care for the Elderly (PACE; Eng, Pedulla, Eleazer, McCann, &
Fox, 1997), and the Program of Research to Integrate the Services for the Maintenance
of Autonomy (PRISMA; Hébert, Durand, Dubuc, Tourigny and the PRISMA group, 2003).
These projects are shown to have a positive impact on the number and duration of
hospitalisations, medication use and mortality (Hébert et al., 2003).
In the Netherlands, the National Elderly Care Program is a government funded
research program that aims to improve elderly care in the Netherlands. In this program
initiatives related to care for frail older adults are financed between 2009 and 2012,
including many projects on providing integrated primary care for older adults (ZonMw,
2011). In several projects the implementation of structured integrated approaches to
care for frail older adults is studied (Blijenberg et al., 2012; Metzelthin et al., 2013;
Muntinga et al., 2012; Ruikes et al., 2012; Spoorenberg et al., 2013; Stijnen, DuimelPeters, Jansen, & Vrijhoef, 2013). A screening instrument is used, usually by the practice
nurse, to detect frail older adults in general practice, followed by an elaborated
assessment of the health situation of the older adult. Next, a care plan is designed in
collaboration with the GP and the patient and, if beneficial, with other professionals,
such as the elderly care physician as well. Finally, the care plan is executed and a followup is scheduled. At the time of this writing, the program has ended but few published
results are available yet. Another recent project concerns an intervention for integrated
care in residential homes using structural monitoring of residents, resulting in improved
quality of care (Boorsma et al., 2011). This is one of few studies focusing on residential
homes, whereas most of the projects in the National Elderly Care Program focus on
community-dwelling older adults.
Markedly, many of these studies are adopting a person-centred approach and are
aiming to involve patients in their own care. This is in accordance with the current trend
of patient empowerment and self-management (RVZ, 2010; National Health Council of
the Netherlands, 2008; 2009). Also, older adults are asked to participate and given a
voice in care itself as well as in the research process (CSO, NFU, & ZonMW, 2011).
Nevertheless, the care processes themselves are usually not based on what older adults
themselves consider important. Also, little is known about what exactly older adults in
residential homes and assisted living facilities consider important in GP care. In Chapter
3 we will see that only a few international studies have been published on the
subjective needs regarding GP care of older adults with complex care needs. One of the
studies in the National Elderly Care Program concerns the preferences of older adults
regarding care in general (Bunge, Kellert, van der Cammen, & Smilde- van den Doel,
2008). GP care is mentioned briefly: GPs should have sufficient knowledge to
adequately diagnose and treat older adults. Though this study provides insights into the
needs of older adults, there is no specific information about the domain of GP care
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compared to care in general, nor about the group of older adults with complex care
needs compared to older adults in general. Also, a vision document was developed
about future elderly care that includes core values for high quality care, namely
participation, prevention, cohesion, and quality and efficiency (CSO, NFU, & ZonMw,
2012). Older adults as well as organisations for elderly took part in designing these
values. But again, though this vision on elderly care in general is useful, it does not
provide information about what older adults expect in GP care in particular.
Furthermore, it is not clear whether older adults with complex care needs in residential
homes have specific needs that differ from those of older adults in general. This will be
the focus of the current study.
In order to make care truly demand-oriented, it is necessary to know what older
adults themselves expect from their GP. It is the first step towards patient
empowerment and involvement. Nowadays, people act more critical towards care
professionals; they want to know what is going on and they no longer assume the
doctor is always right. This might be less the case for the current generation who lives in
residential homes. It was found that older adults often find it more difficult than
younger adults to describe their problems and they are less demanding and more
accepting from authorities (Geest et al., 2005). The group of frail older adults in
residential homes may be even less likely than vital older adults to act in an empowered
way when it comes to their own care (Vermunt & Westert, 2009). Since not facilitating
patient involvement can have detrimental effects on the well-being of older patients
(Kuin & Pot, 2010), strategies for patient empowerment may need to be modified for
this older patient group. Therefore, it is essential to know their expectations in this area.

1.4 Research aim and questions
The problem analysis above illustrates that GP care for residents is complex and
challenging. Though GP care aims to provide person-centred, demand-oriented care,
little is known about what older adults themselves want from their GPs. Therefore, the
main aim of this project is to explore the needs regarding GP care of older adults in
residential homes and assisted living facilities. What do residents expect from their GP?
How do they want GP care to be organised? Based on these needs, it is possible to
provide recommendations on how GP care for this patient group should be organised.
Figure 1.1 shows that in GP care there are always three actor groups interacting
with each other: residents, GPs and nurse aides. All parties will have preferences and
needs regarding both GP care itself and the interaction with the other two parties. It is
essential to look at all three groups and their interactions and to include the views of
GPs and nurse aides on GP care in residential homes and assisted living facilities.
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Figure 1.1. Interactions of the three main actor groups involved in residential homes.
The boxes represent the three main parties in GP care; the double-headed arrows represent the
interaction between these parties.

Therefore, the aim of this project is first to explore both the subjective needs of
residents and the preferences of GPs and nurse aides. Next, based on the results, a
proposal for redesigning GP care for older adults in residential homes and assisted living
facilities will be developed. Finally, in order to obtain a proposal that fits with current
policy it is important to look further than the views of those directly involved. So, the
views of experts and those working on a policy level are used to finalise the proposal.
The research questions to be addressed are:
1.

What are the subjective needs of residents regarding GP care?
a. What are their subjective needs regarding somatic as well as psychosocial topics?
b. What are their subjective needs regarding the contact with the GP and the
organisation of GP care?
c. What are their ideas about renewing GP care?

2. What are the views of GPs and nurse aides on GP care for residents?
a. What are their views regarding somatic as well as psychosocial topics?
b. What are their views regarding the interpersonal contact between GP and
resident and the organisation of care?
c. What are their ideas about renewing GP care?
3. Which deficiencies and opportunities for improvement of the actual GP care in the
Netherlands can be formulated given the answers to question 1 and 2?
4. What improvements for GP care and its organisation are relevant and feasible, given
the answers to research question 1, 2 and 3?
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5. How do experts and those working on a policy level evaluate these deficiencies and
improvements?
6. What does a global design of GP care and its organisation for older adults in
residential homes and assisted living facilities look like, taking into account the
subjective needs of residents, the views of GPs and nurse aides, as well as the
input/evaluation and ideas of experts?
In this project the focus lies on both the content and process of GP care. The content of
care concerns both somatic and psychosocial problems, while the process of care
involves the doctor-patient relationship and the organisational aspects of GP care. See
Chapter 2 for further elaboration and detailing on these topics. The financial
perspective to GP care is mostly left out of the discussion here. However, because it is
an important precondition to quality of care, it will be shortly addressed in Chapter 8.

1.5 Research design
In order to answer the research questions, the present study consists of two parts, an
empirical descriptive part and an analytical prescriptive part. In the first part, the
subjective needs and wishes of older adults in protected housing settings regarding GP
care are described. This is based on a literature study of books and articles with the
results of empirical research by others on the one hand, and an empirical research by
means of face-to-face interviews on the other. Also, the views of GPs and nurse aides
are solicited (see research questions 1 to 3). In the second part, it is investigated how an
improved structure of GP care for this group of older adults may look. This is partly
based on the results from the descriptive part, and partly on additional research (see
research questions 4 to 6). The rest of this section describes how the research questions
will be answered, while also providing an outline of the content covered in this thesis. It
starts with a description of the research strategy used in the first descriptive part,
followed by a description of the strategy used in the second prescriptive part. The
research strategies will be roughly described; for detailed and elaborated descriptions,
see Chapters 2 to 7.
Research strategy of the empirical part
The research approach chosen for the empirical part of this study concerns qualitative
research, i.e. research that is primarily focused on detail and depth, as opposed to
quantitative research, which is mainly focused on a broad overview and generalisation.
Within this qualitative approach, the aim is to obtain a full and in-depth insight into the
need for GP care of older adults in protected housing. More specifically, the research
strategy used in this research is that of a qualitative survey. As opposed to the common
quantitative large-scale surveys, based on a large probability sample, in a qualitative
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survey a strategic sample of limited size is used. This means that respondents are
purposively selected based on relevant criteria that are determined beforehand. A
limited sample size offers an opportunity for the researcher to use labour intensive
methods of data collection, which in its turn makes a detailed and complete image of
the population possible (Verschuren, 2009). Jansen (2010) seems to agree with this
interpretation of a qualitative survey, as he states: “The qualitative type of survey does
not aim at establishing frequencies, means or other parameters but at determining the
diversity of some topic of interest within a given population.“ (Jansen, 2010, p. 2).
In qualitative surveys a deductive approach is usually employed. This differs from
the commonly used inductive type of qualitative research, in the social sciences also
known as the interpretative approach and Glaser and Straus’ Grounded Theory
approach. One of the most important characteristics of a deductive approach is that,
just like in a quantitative survey, carefully predefined research questions as well as
exact definitions of the main concepts are used. More specifically, the research is
started from a predetermined research aim and questions. This means that existing
knowledge or a theoretical framework is used to clearly predefine the aim of the study
as well as the research questions. The data is collected according to a previously
determined plan and then analysed to answer the research questions
(Verschuren,2009).
As part of this deductive variant of qualitative research, the first stage of this
project is used to make an inventory of the concept of GP care for older adults in
protected housing by reading scientific and other literature about the topic. The results
are described in a taxonomic overview of what is included in the definition of GP care in
this project, and what is not (see Chapter 2). It, therefore, plays an important role in
demarcating the concept of GP care, and with this in downsizing the research project to
relevant and feasible proportions. In addition, insights from existing literature about the
subjective needs regarding GP care of older adults are gathered (see Chapter 3).
Together these are used as a guide for the development of topic lists, questions and
interview guides for the semi-structured interviews. The taxonomy mainly serves to
check whether all relevant aspects of GP care are addressed during the interviews with
residents, GPs and nurse aides respectively.
As a method of data collection for the qualitative survey, semi-structured labourintensive face-to-face interviews are held. These are guided by a topic list and a
carefully prepared and detailed interview guide, including probing questions. The
interviews were held with representatives of the three actor groups: forty residents, ten
GPs, and twelve nurse aides. These relatively large numbers are used to achieve reliable
results. The reports of the interviews are coded in several rounds, starting with an open
coding process, and ending up with an overview of the subjective needs and views of
the respondents (see Chapters 4 and 5 for more details).

25

209214-L-bw-Dorland

Chapter 1

Research strategy of the prescriptive part
Based on the analyses of the results of the just described descriptive part of this project,
tentatively, global ideas for the improvement of GP care are formulated (Chapters 4 and
5). These are then scrutinized and elaborated using focus groups with residents, GPs,
and nurse aides (see Chapter 6). The decision to use heterogeneous focus groups
instead of more common homogenous ones is based on the expectation that mixing the
relevant actor groups may enhance the probability to find more valid, useful, and indepth insights into the subjective needs and views of participants and the way these can
be fulfilled. The combination of the different actor groups will hopefully lead to new
ideas, whereas homogeneous groups might result in repetition of the interview results.
Another important consideration is that residents, GPs, and nurse aides are the most
important actors in GP care for residents; they have to collaborate and communicate
well with each other in providing or receiving this care.
Until this point, only the needs and opinions of those directly involved in GP care
for residents are used to develop a proposal for the improvement of GP care. A next
step is to obtain input from a policy perspective as well. Therefore, professionals with
expertise related to GP care, elderly care, and government policy on elderly care are
asked to participate in a Delphi study. The aim is not to achieve consensus, as is often
the case, but to generate and discuss options for the improvement of GP care. The
experts are asked to judge and elaborate on the ideas that resulted from the focus
groups and interviews. Weighing the options provided by the experts and combining
this with the knowledge thus far, a number of goals and means is formulated as key
features of the proposal for the improvement of GP care (see Chapter 7).
In the last step, concrete recommendations are elaborated. Based on the
combined insights and results from the interviews, the existing literature and, the focus
groups, and the Delphi study, concrete recommendations are formulated for each of
the three main actor groups in the GP care system for residents (see Chapter 8). Where
applicable, distinctions are made between residential homes and assisted living
facilities.
As mentioned before, government policy regarding elderly care has changed
significantly during this study. As this only became apparent after we finished our
analysis, the initially formulated proposals have to be adapted slightly in order to fit the
changing living arrangements of the frail older adults whom this study is about.
Therefore, it is important to inventory how the proposal can be further adapted to an
extramural care setting. This is done based on a content analysis of documents available
about these new developments in elderly care. The possibilities and problems of GP
care in an extramural setting are scrutinized and analysed for possible consequences for
our model (see Chapter 9).
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2.1 Introduction
In the previous chapter the topic of GP care in residential homes and assisted living
facilities was introduced and the aim of this project was explained. Before continuing to
gain insight in the subjective needs of residents, it is important to have a clear
description of the concept of GP care for this population as a whole. In this chapter, first
the definition of GP care as described by the European department of the World
Organisation of Family Doctors (WONCA) is presented. Then a taxonomic overview of
the concept of GP care will be provided. This taxonomy is developed to provide an
overview of all aspects of GP care that are involved in this project. It is used to
demarcate the concept of GP care, which in turns helps to demarcate the research
project as a whole. Finally, the taxonomy in combination with presented definition of
GP care will be used to formulate a working definition of GP care as used throughout
this book will be provided.

2.2 The European definition of GP care
According to WONCA, general practice/family medicine can be defined in eleven
characteristics of GP care and six core competencies of GPs (Euract, 2005). Especially
these core competencies are shared by the Dutch professional organisations for GPs,
i.e. LHV & NHG, 2012. Below, an overview is provided of these competencies and
characteristics:
1. Primary care management:

a. The GP is the first person who any person with any type of health problem can
consult directly without restrictions and without being referred.

b. The GP operates as a care coordinator who collaborates with other
2.

professionals in the primary care setting and manages referrals to specialists.
Person-centred care

a. GP care is person-centred, orientated towards the individual person and his or
her life circumstances.

b. The consultation process of GPs contributes to the development of a
relationship between doctor and resident.

c. The doctor-patient relationship allows for continuity of care that is based on
3.

the needs of the resident.
Specific problem solving skills

a. The decision making process of GPs is based on the prevalence and incidence
of illnesses in the community.

b. GPs react to illnesses in an early stage, when symptoms still present
4.

themselves in an undifferentiated way.
Comprehensive approach
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a. GP care manages acute as well as chronic health problems of patients.
b. GPs promote health and well-being by means of appropriate and effective
5.

interventions.
Community orientation

a. Next to the individual patient level, GPs are also responsible for dealing with
6.

health care problems in the community.
Holistic approach

a. GP care encompasses physical, as well as psychological, social, cultural and
existential problems. This means that GPs are not only concerned with purely
physical problems, but with any problem that affects the well-being of a
patient.
The first competency, primary care management, relates to one of the reasons why this
project focuses on GP care: GPs are the responsible physicians for residents of
residential homes and assisted living facilities, and they are the first physician patients
consult when they have health problems. This central role of GPs in health care requires
that GP care is of high quality.
The second, fourth and sixth competency about a person-centred, a
comprehensive and a holistic approach are also of special interest for this project. As we
saw in the previous chapter, one of the problems in current GP care is that an integral,
person-centred approach is difficult to put to practice, even though such an approach
may be especially useful for the target population (see also p.16). By focusing on what
residents need and want, this study will provide clues on how to employ a more personcentred instead of disease-oriented approach. Most of the population in residential
homes has several, usually chronic, conditions of somatic, psychological, or social
nature (see Chapter 1). Therefore, it seems essential to use an approach that is not only
comprehensive, e.g. focuses on chronic conditions and well-being as well as acute
conditions and health, but that is also integral, e.g. involves not only the somatic but
also the psychosocial domain of health care. The same goes for frail older people in
assisted living facilities.
The remaining competencies, i.e. specific problem solving skills and a community
orientation, are less related to the primary focus of this project. Specific problem
solving skills, though important, are technical skills that are inherent to GP care and
based on the position of the GP in the health care system, leaving little room for
interpretation. In addition, patients are unlikely to mention needs that are more specific
than wanting a good and competent doctor. Therefore, in the present study it is
assumed that GPs are sufficiently well-trained and possess the problem solving skills
mentioned by WONCA. The last competency, community orientation, does not fit in the
scope of this project because the latter focuses on the care for individual persons only.
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2.3 A Taxonomy of GP care
The concept of GP care, as defined by WONCA Europe, informs us mostly of the position
of GP care in overall health care. The definition is less clear about the substantive and
organisational aspects of GP care itself. To be of practical use in this project, it is
necessary to have a concise definition of GP care. To gain insight into all the aspects
that constitute GP care, a taxonomy was developed that represents an unravelling of all
relevant aspects of this concept.
Within the concept of GP care, two domains can be distinguished: GP care for
individuals and for the community. As explained above, this project focuses on GP care
at the individual level. Therefore, the domain of GP care for the community will not be
further elaborated. The domain of individual GP care can be divided into two main
categories that can both be subdivided into several subcategories:
1. The content of care, which can be subdivided into:
a. Somatic care consultations: all aspects that belong to consultations about
somatic problems of residents;
b. Psychosocial care consultations: all aspects that belong to consultations about
psychosocial problems of residents.
2. The process of care, which can be subdivided into:
a. Interpersonal contact: the contact between GP and patient.
b. Organisation of care: all organisational aspects of care such as availability and
accessibility and agreements between GPs and (home) care providers.
c. Technical aspects: the skills GPs use in their work. As explained in the previous
paragraph, the latter will not be the focus of this project as it is assumed that
GPs are competent in their work.
The main categories of GP care are presented in Figure 2.1. On the bottom of Figure 2.1
the four selected topics are represented. They are also addressed in the research
questions (see Section 1.5). Each of the four relevant categories can be further
differentiated. The breakdowns of these branches of the taxonomy are presented in
Figure 2.2 to 2.5 and they will be discussed in the following paragraphs.
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Figure 2.1. The main categories of GP care.*
The grey boxes concern aspects that are not further elaborated because they fall outside the
scope of this project.

2.3.1 Somatic care consultations
Consultations may involve four different matters: a) problem clarification, b) treatment,
c) monitoring, and d) prevention (see Figure 2.2).
Problem clarification is about the GP clarifying the problem of the patient. There
are three aspects of problem clarification. One is the anamnesis, when the GP asks the
patient questions to find out more about his or her complaints or needs. Also, when GPs
suspect a problem, they can screen patients, using standardised screening instruments,
to detect the presence of this problem. For example, blood sugar can be assessed when
the complaints of the patient may point to a starting diabetes. Last, case finding is
similar to screening but it is more structural; instead of only checking suspected
patients, a whole group of patients with certain risk factors is actively addressed, often
before any problems have arisen. For example, many GPs regularly check the blood
pressure of all older patients to detect high blood pressure early.
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Figure 2.2. Somatic care consultations as part of a taxonomy for GP healthcare.
Another aspect of somatic care consultation is treatment (see the second column
in Figure 2.2). It can consist of a) providing information and advice about the patient’s
problems, b) referring the patient to another professional, such as a specialist in the
hospital or another primary care professional, or c) prescribing medication to treat the
symptoms and cause of the condition. Often treatment consists of a combination of
these treatment types.
The next main aspect is monitoring (see the third column in Figure 2.2). The health
status of patients is monitored through regular contacts. This can be during a longer
period, as is often the case with chronic conditions, such as high blood pressure,
diabetes and COPD. But it can also be done for a limited time, usually when it concerns
the follow up of an acute condition. Many GPs employ practice nurses for these
monitoring tasks.
The last main aspect of somatic care consultations is prevention. Aside of reacting
to (possibly) existing problems in patients, GPs also take measures to prevent problems
in older adults, for example by providing education about a healthy lifestyle and by
vaccination.
2.3.2 Psychosocial care consultations
Psychosocial problems can involve all kinds of non-somatic problems: psychological
problems such as depression or anxiety, social problems such as loneliness, coping
32

209214-L-bw-Dorland

Unravelling the concept of GP care for residents

problems, cognitive problems such as memory problems, existential problems such as
problems with finding personal meaning, and the cultural dimension of patients such as
their ethnic background or socio-economic status.
Figure 2.3 shows the categories of psychosocial GP care consultations. The
differentiations of psychosocial and somatic care consultations are very similar, but in
the treatment category support and counselling is added as another form of treatment
because it is specific for psychosocial problems. Prevention only consists of the
subcategory lifestyle education. Together with somatic care consultations, psychosocial
care consultations cover all important areas of GP care, which matches the integral
approach in GP care as mentioned in the previous section of this chapter. In daily
practice these types of consultations will not always be completely separated, as
patients may present with somatic and psychosocial problems simultaneously.

Figure 2.3. Psychosocial care as part of a taxonomy for GP care
2.3.3 Interpersonal contact
The interpersonal contact between patients and GPs falls within the domain of the
process of care. As Figure 2.4 shows, we consider three main aspects of the contact
between GP and patient: a) GP attitudes towards the patient, b) GP behaviour towards
the patient, and c) characteristics of the GP-patient relationship.
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GP attitudes form the basis of GP practice and they should guide GP behaviour.
These attitudes concern patients and they involve interest, GP involvement, respect,
empathy, being caring, and support/reassurance. Attitudes are expressed through the
behaviour mentioned in the second branch of this part of the taxonomy in Figure 2.4:
ensuring doctor-patient confidentiality, which is a legal requirement, taking patients
seriously, asking the patient questions about their needs, and listening carefully to what
patients say.

Figure 2.4. Overview of aspects of the interpersonal contact between GPs and patients.

The last group of aspects is not so much related to the GP alone, but to the relationship
between GP and patient. This also means that, as opposed to the other two groups of
aspects, both GPs and patients can influence these aspects. Characteristics of the
relationship concern the level of equality, familiarity, and informality between doctor
and patient, the continuity of the relationship over time and the level of patient
involvement in decision making.
2.3.4 Organisation of care
The other aspect is the organisation of GP care. Figure 2.5 shows the organisational
aspects considered in this study. They can be divided into the organisation of
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consultations for residents and agreements around these consultations. Consultations
in their turn can be split up in consultations during and outside office hours. In the
Netherlands, consultations outside office hours are usually organised by an out-of-hours
service that is shared by several GP practices. Its purpose is to be available in cases of
emergency when treatment of patients cannot wait until office hours. This project,
however, only focuses on GP care during office hours, because of two reasons: Outside
of office hours, care usually focuses on acute problems only. Also, the GP-patient
relationship is different as care is provided by the GP who is on duty at that moment,
which is not necessarily the patient’s own GP.
There are two types of consultations during office hours: home visits and surgery
hours. Surgery hours are usually held in the practice of the GP, but some GPs offer
additional surgery hours on other locations, for example in a separate room with
required equipment in a residential home. This makes it easier for GPs to see several
patients consecutively, with the convenience of having roughly the same equipment
available as in their own practice. Instead of attending a surgery hour, patients can also
be visited at home by the GP. These visits can either be demanded by the patient, or
GPs can decide to visit patients on their own initiative to check on them. The latter is
also called a ‘social visit’. GPs can pay such visits to patients on an incidental basis, for
example to check up on a patient after an incident, such as a hospital admission. But
these visits can also be structural, for example every six weeks.
The second main branch of this part of the taxonomy is about the agreements
around the organisation of consultations that theoretically can be made between
residential homes or assisted living facilities on the one hand and GPs on the other (see
Figure 2.5). We consider five different subcategories of agreements, which can all be
unravelled further:
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a)

Availability: the availability of GP care concerns the amount of GP time available,
the timing of this availability, and the financial and material means that are
available.
b) Accessibility: the accessibility of GP care can be divided into telephonic and physical
access to the practice.
c) The role of a caregiver in GP care; the caregiver is someone whose primary task is
to help the resident. This person can be either an informal caregiver, such as a
relative, or a nurse aide from the residential home or the home care agency.
Caregivers can have three tasks in GP care: They can be the contact person of the
resident and the GP. In this respect, caregivers can act as a representative of the
resident contacting or being contacted by the GP. A second task is medication
management: caregivers can take over the requesting of repeat prescriptions, the
medication provision, or the medication administration, e.g. helping residents take
their medicines. Last, caregivers can be present during consultations of residents
with the GP to provide residents with practical and emotional support, to help
them remember the topics to be addressed as well as the information provided by
the GP.
d) Reporting in the patient files that are used by nurse aides. This concerns reports of
consultations as well as reports of daily functioning and of special incidents.
Agreements can be made between nurse aides and GPs about who fulfils each of
these tasks, and when to fulfil these.
e) Involvement of other professionals: other professionals are often involved in the
care for residents. For instance elderly care physicians, mental health care professionals
and paramedic professionals. Also, many GPs employ practice nurses who take over
some of their tasks in residential homes. Agreements can be made with residential
homes about their roles in GP care.

2.4 Working definition of GP care
Based on the foregoing analysis, it is possible to make a working definition of GP care
that will be used throughout this project:
GP care is ‘the care GPs provide to individual patients, involving the care for somatic and
psychosocial problems and the organisation of this care, as well as the contact between
GP and patient.’
The content of the central concepts in this definition is the same as described in the
taxonomy above.

37

209214-L-bw-Dorland

Chapter 2

2.5 Conclusion
In this chapter the European definition of GP care, as described by WONCA (Euract,
2005) was presented, as well as a literature-based taxonomy of the many aspects of GP
care for older adults in residential homes and assisted living facilities. Both were used to
demarcate the concept of GP care as relevant for this project and to establish a clear
and limited definition of the concept of GP care that is used throughout the research.
Next to clarifying and demarcating the concept, the taxonomy also provides a
comprehensive overview of all aspects of GP care that are involved in this project. This
taxonomy also guided an iterative formulation of the research questions (see p. 23).
Furthermore, it has been helpful in developing topic lists, questions and interview
guides for the semi-structured interviews (See Chapters 3, 4 and 5). This was done to
ensure that all relevant aspects of GP care are addressed during the interviews and in
this project, and that others are consequently discarded.
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3.1 Introduction
Now that we have a clear view of the concept of GP care as used here, we need to
analyse relevant literature in order to get an overview of what is already known about
the needs of older adults in residential homes and assisted living facilities regarding GP
care. This is part of the primary goal of this project: to identify the subjective needs of
older adults in this setting regarding GP care. First, the method of collecting existing
literature on subjective needs of residents is explained. Next, the subjective needs
found in literature are discussed. Last, conclusions are drawn about the current state of
knowledge of the subjective needs of residents regarding GP care and the gaps that
remain.

3.2 Methods
A systematic search of the MEDLINE (biomedical literature 1946-present; NLM, 2014),
PsycINFO (behavioural science and mental health literature 1880-present; APA, 2014),
and Embase (biomedical literature 1947-present); Elsevier, 2014) publication databases
was performed. Preliminary keyword searches were used to determine which keywords
would provide relevant results. Studies on subjective needs regarding GP care of older
adults in residential homes and assisted living facilities appeared to be scarce.
Therefore, the search was broadened to all older adults aged over 65 years, which
involves older adults in different settings. Table 3.1 shows three groups of keywords: 1)
older adults, 2) subjective needs and patient evaluations, and 3) general practice. These
three groups were combined in the final search that yielded 1147 references.
After reading the titles and abstracts from the papers found in the database
search, the researcher and a research assistant independently judged for all abstracts
whether these met the following inclusion criteria:
1. A focus on older adults exclusively. Studies with respondents of all ages were
excluded when there was no differentiation between age groups.
2. Only studies in primary care settings were selected.
3. The paper had to concern subjective needs, experiences or evaluations of older
adults regarding GP care. Experiences and evaluations were included because these
can provide insight into what respondents find important, which in turn leads to
insight into their subjective needs.
Any differences between the selections of the researcher and the research
assistant were discussed until consensus was reached. Fifty papers were identified as
relevant. In addition to the electronic database search, a manual search of relevant
international journals on the topics of general practice or older adults was performed.
Also, the reference lists of all included articles were screened for additional relevant
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articles. The manual search and screening of reference lists yielded 33 additional
articles. Next, full article review of the 83 papers took place and a final decision was
made on the inclusion of articles based on the inclusion criteria mentioned above. In
case of uncertainty or indistinctness about inclusion or exclusion, the decision about the
inclusion of articles was discussed with the project supervisors. Ultimately, 37 of the 83
articles were included in this review.
Table 3.1. Overview of keywords.
Keyword group
Keywords used*
Older adults
Subjective needs and
evaluations

General practice

Older adult, older person, older patient, older client,
resident.
Need, care need, evaluation, experience, expect, want,
demand, priority, satisfaction, desire, subjective, important,
quality of care, perception, perspective, unmet need,
preference, patient report, needs assessment.
General practice, general practitioner, primary care, primary
care physician, family practice, family practitioner, GP, family
medicine, general medicine.

* Plural versions of keywords were also used in the search strategy.

3.3 Results
From the articles included in this review, 20 used qualitative methods, 11 used
quantitative methods, five used a mix of quantitative and qualitative methods, and one
was a literature review. Sixteen studies were performed in the United States, nine in the
United Kingdom, five in Australia, and one each in Sweden, Slovenia, and the
Netherlands. Four articles regarded international studies with data from several
countries. GP care for older adults in these countries is very similar. Therefore, the
results from studies regarding GP care in other countries are likely to be applicable to
the Dutch situation as well. Most of the studies (N =32) were published in the year 2000
or later. See Appendix A for an overview of the articles included in this review.
The needs found in the articles can be organised using the taxonomy, as described
in Chapter 2. These needs cover all four domains of the basic structure of the
taxonomy: somatic care consultations, psychosocial care consultations, interpersonal
contact and organisation of care. Within these domains several subdomains can be
distinguished, as shown in Figure 3.1. This figure also gives a rough indication of the
amount of information found in each subdomain. In discussing the results below, Figure
3.1 is followed. With the exception of one, none of the studies focuses on older adults
in residential homes and assisted living facilities. Most of them concern independently
living older adults in general. Only a few studies focus on older adults with complex care
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needs in particular, whose needs may present most similarities to those of older adults
in residential homes and assisted living facilities. The lack of studies focusing on
protected housing settings and complex care needs stresses the importance of the
current project.

Figure 3.1. Overview of domains and subdomains covered by the literature on GP care
for older adults (N =37 articles).
- : no information found; + : some information found (at least one paper); ++: much information
found (at least three papers).

From the 37 articles we derived the following relevant information regarding the needs
of older adults regarding GP care.
3.3.1 Somatic care consultations
Problem clarification
In general, older adults consider it important to discuss with their GP a variety of
chronic problems that are often related to ageing, such as sensory, communication or
mobility problems, falls, incontinence, and arthritis (Drennan et al, 2007; Sarkisian,
Hays, & Mangione, 2002). There is much heterogeneity in health problems of older
adults as well as in the level of their functioning. Generally, older patients want GPs to
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keep in mind that not all older adults are equal and that similar ages do not
automatically result in similar health problems (Drennan et al., 2007).
When deciding whether to discuss a somatic problem with the GP, patients take
several factors into account. Like younger patients they weigh the perceived threats to
their health, the need for reassurance or prescriptions, the level of interference in daily
life, whether there is time to discuss the problem, and whether the GP seems open to
discussion (Delaney, 1998; Dollman, LeBlanc, & Roughead, 2003; Drennan et al., 2007).
Case finding and screening are also part of the subdomain of problem clarification
(see Figure 3.1). Though there has been some research on the screening behaviour of
older adults, among the results of this literature search there is only one study that
investigated their screening preferences (Lewis et al., 2006). Most older adults in this
American study have a favourable attitude towards screening for cancer, even until high
age and in the presence of frailty and dependency. Of the respondents in this study
aged 70 and older (N =116), 78% want to continue cancer screening no matter how
uncomfortable tests are, but only 61% of them plan to continue for as long as they live.
Reasons to consider discontinuing screening are high age, deteriorating health, poor
quality of life, concerns about the reliability of the test and doctor’s recommendations
(ibid).
Monitoring
The information on needs concerning monitoring is limited in the articles found; a few
studies among community living GP patients merely mention older adults’ need for
monitoring activities without elaborations. In a focus group study it was found that
older adults value the regular measurement of blood pressure (Drennan et al., 2007). In
addition, it was found that medical check-ups and following through on care by
checking how the patient is doing contribute to patient satisfaction (Jones, Morris,
Marcantonio, & Lipsitz, 2003; Lee & Kasper, 1998).
Treatment
The need for information is one of the main topics addressed in the articles found
regarding treatment. With regard to this need, two types of older adults can be
distinguished. One type does not want much information and simply trusts the GP to
know best (Petty, Knapp, Raynor, & House, 2003). The other type, which seems to be
more prominent in the studies concerning this topic, does want substantial information
(Iezzoni, Dabis, Soukup, & O’Day, 2002; Jung, Baerveldt, Olesen, Grol, & Wensing,
2003). They want information about their health conditions and their treatments
(Bajramovic, Emmerton, & Tett, 2004; Drennan et al., 2007; Pooley, Gerrard, Hollis,
Morton, & Astbury, 2001; Sixma, Van Kampen, Kerssens, & Peters, 2000). Written and
oral information are equally appreciated (Bajramovic et al., 2004). Patients find that an
advantage of written information is that it can be reread. Disadvantages are that, in
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general, written information is more difficult to understand than oral information and,
therefore, can lead to misunderstanding more easily (Geest et al., 2005). It also provides
less opportunity to ask questions (Bajorek, Ogle, Duguid, Shenfield, & Krass, 2007).
Information should be provided in a paced manner to promote understanding and be
repeated to enhance remembering (Bajorek et al., 2007; Lisper, Isacson, Sjoden, &
Bingefors, 1997). Tools that help information provision, such as checklists that help
patients ask questions and information leaflets, are usually appreciated by older adults.
Information leaflets can make patients feel reassured and more self responsible (Geest
et al., 2005). But using checklists may also make some patients feel under pressure
because such lists give the impression to be meant to save time (Klingenberg et al.,
2005).
Older adults especially want information about medication, such as about how the
medicine should be taken, the effects, side effects, interactions with other medicines
and negative long-term effects, as well as the reason for the prescription (Bajorek et al.,
2007; Lisper et al., 1997; Petty et al., 2003; Sixma et al., 2000; Tarn, Paterniti, Williams,
Cipri, & Wenger, 2009). This was found both in studies among older adults with
medication for specific conditions such as hypertension, and in studies among older
adults in general. Although information can be provided by both GPs and pharmacists,
many patients consider it the GP’s task instead of the pharmacist’s (Bajorek et al., 2007;
Lisper et al., 1997; Petty et al., 2003; Tarn et al., 2009). A study that investigated
medication reviews found that some patients appreciate regular medication reviews,
because the GP can provide them with information and problems can be identified
sooner (Petty et al., 2003).
A last topic older adults want information about, as found in the 37 articles, is the
communication between specialists and GPs. In an English study among older
psychiatric patients, most older adults (N=42, 84%) state they want to be informed of
the communication between their psychiatrist and their GP. A simplified separate letter
is preferred, but a second best option is a copy of the same letter that is sent to the GP
(Dale, Tadros, Adams, & Deshpande, 2004).
The studies concerning the need for information cited so far do not include older
adults in residential homes and assisted living facilities, nor are they focused on older
adults with complex care needs. But it is likely that for these older adults the need for
information is at least as important. For example, in the study of Bayliss et al. (2008) it
was found that American patients with multimorbidity express a subjective need for
information about their care plans. These plans are often complex and need to be
adapted regularly because their health situation is also changing often. It is important
for these patients to stay informed of these changes.
Older adults with multimorbidity often want a clear care plan that is tailor made
and integral in nature (Bayliss et al., 2008). These plans should be clear and come with
written information. Plans should take into account the shifting priorities that usually
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come with multimorbidity, for example by focusing on improvement of functioning, of
mobility and of pain management, rather than on curing the condition, as was found in
a study on managing osteoarthritis in older adults in England (Victor, Ross, & Axford,
2004).
Besides subjective needs regarding information provision, another important need
concerns the competence of GPs (Lee & Kasper, 1998). This competence asks for
ongoing education of GPs (Pettigrew, Mizerski, & Donovan, 2005), but it is also
important that GPs are aware of the limits of their abilities in this respect. Furthermore,
they should be ready to refer, and also know to whom they can refer their patients
when those limits are reached. Patients generally are unfamiliar with the options for
referral, so they need advice from their GPs (Weir, Kotecha, & Goel, 2007).
3.3.2 Psychosocial care
Problem clarification
Many older adults appear reluctant to discuss psychosocial and cognitive problems with
GPs. This appears to have several reasons. Some older adults think these problems
come with old age and, therefore, do not see them as a problem but as a normal state
of being (Boneham et al., 1997; Sarkisian, Lee-Henderson, & Mangione, 2003). Also,
some feel uncomfortable talking to a professional in this domain (Boneham et al., 1997;
Corrigan, Swantek, Watson, & Kleinlein, 2003). Instead, many older adults try to solve
their problems themselves, with help of family, friends and religious beliefs (Lawrence
et al., 2006; Wetherell et al., 2004). Regarding cognitive problems an additional reason
is that many patients feel that it is the GP’s responsibility to bring it up. Also, patients
forget to bring it up during the consultation even though they intend to. Last, memory
problems are not discussed because they are not considered important or other
problems get priority (Adelman, Greene, & Friedmann, 2004). Regarding depression,
additional reasons for not discussing their problems are not considering oneself the
type of person for treatment, and feeling that GPs lack the time or are focusing too
much on medication and physical problems (Lawrence et al., 2006; Wetherell et al.,
2004).
There is no information on the subjective needs of older adults regarding screening
and diagnosing psychosocial problems.
Monitoring
There are no studies about the monitoring of psychosocial problems to be found. It
seems that the existing research on monitoring is focused on somatic conditions.
Treatment
If older adults decide to discuss their psychosocial problems with the GP, they want
information and advice to increase their insight into these problems. They also want a
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referral to counselling (Lawrence et al., 2006). They generally do not like to receive
medication, because they worry about becoming dependent, or their emotional life
being affected (Wetherell et al., 2004). Some patients have negative prior experiences
with antidepressants and still others do not want to see depression as a medical illness
(Givens et al., 2006).
One study investigated GP care for depressed older adults in residential aged care
facilities in Australia. A significant part (40%) of the respondents is not satisfied with
treatment. Reasons for this dissatisfaction are lack of improvement, short consultation
times, and not being able to discuss feelings because of apparent disinterest from their
GP (Mellor et al., 2006).
3.3.3 Interpersonal contact
GP attitudes and behaviour
GP attitudes are discussed together with GP behaviour because the two are strongly
related to each other. The needs found in literature refer to preferred attitudes as well
as to specific behaviour that reflects these attitudes. First, for older adults it is
important that GPs have a caring attitude (Bayliss et al., 2008; Greene, Adelman,
Friedmann, & Charon, 1994; Jones et al., 2003; Pettigrew et al., 2005; Shadmi et al.,
2006). Also, many older adults feel that a GP should show interest by asking questions
and listening to the patient’s concerns and points of view (Greene et al., 1994; Pooley et
al., 2001; Shadmi et al., 2006). In general, older adults appear to just want someone
who is friendly and who they can talk to (Jung, Baerveldt, Olesen, Grol, & Wensing,
2003; Klingenberg et al., 2005; Shadmi et al., 2006; Sixma et al., 2000).
Closely related to a caring and involved attitude of the GP, is showing patience and
respect. In one American study it was found that patients with higher morbidity are less
satisfied with physicians’ patience and respect when compared to older adults with
lower morbidity (Shadmi et al., 2006). The authors suggest that the fast paced,
fragmented care of today does not fit the complexity of the health situation of frail
patients. Because of the complexity of the health problems of these patients, there is
too little time during a consultation to address all their medical needs, leaving the
patient unsatisfied (ibid). In another American study, patience and respect were not
significantly related to overall patient satisfaction. A possible explanation is that this
study was performed among first time visits where other ways of showing interest
might take priority, such as the quality of question-asking about the symptoms (Greene
et al., 1994).
GP-patient relationship

Familiarity and continuity
Older adults prefer to have a continuous relationship with their GP and to see the same
doctor at each consultation (Jung et al., Pettigrew et al., 2004; Pooley et al., 2001). For
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them, familiarity between doctor and patient has several advantages: they feel more
confident, GPs can understand them better when they know the physical as well as the
family history of patients, and there is more time to deal with health problems if
patients do not have to explain their situation first (Bastiaens, Van Royen, Pavlic,
Raposo, & Baker, 2007; Pooley et al., 2001).
For older adults with multimorbidity, continuity of care seems especially
important. In one American study it is rated as more important than convenience
(Bayliss et al., 2008) and in another American study higher morbidity is associated with
lower satisfaction with how well GPs know their patients (Shadmi et al., 2006). The
authors provide as an explanation that the fast paced way of present day care does not
fit the complexity of the health situations of these patients.

Patient involvement
Patients differ in their preferences regarding their own involvement in the GP-patient
relationship (Bastiaens et al., 2007; Rotar-Pavlic, Svab, & Wetzels, 2008). Some patients
feel that ultimately they are responsible for their own health, and they want to be
actively involved. They value a doctor-patient relationship based on equality,
confidentiality and trust (Bastiaens et al., 2007; Rotar-Pavlic, Svab, & Wetzels, 2008). A
lack of trust is always a barrier to being involved, because it makes asking questions and
sharing thoughts and feelings more difficult. But, on the other hand, trust can also lead
to patients handing over control to their physician (Belcher, Fried, Agostini, & Tinetti,
2006).
GPs should tailor their treatment to the individual patient (Bastiaens et al., 2007;
Rotar-Pavlic et al., 2008). Patients want the GP to meet their expectations, and to listen
to their concerns, no matter how trivial these might seem (Rotar-Pavlic et al., 2008).
Lastly, patients generally want to participate in making decisions about their own
treatment, such as the opportunity to reject medical advice and having the GP respect
their reluctance regarding hospital referrals (Bastiaens et al., 2007; Rotar-Pavlic et al.,
2008).
Beside these actively involved patients, there are \older adults who are unable to
be actively involved in their own care. Age-related physical limitations, such as vision
and hearing impairment, can make it difficult for patients to be actively involved
(Bastiaens et al., 2007). A third group consists of older adults who prefer a more
traditional and passive role in their care. They do not want to be actively involved,
because they see the GP as someone who is in charge and knows best and assume that
GPs will address their needs (Bastiaens et al., 2007; Jung et al., 2003; Rotar-Pavlic et al.,
2008). In their eyes, GPs should decide, and the task of the patient is to follow the
instructions of the GP (Belcher et al., 2006; Jung et al., 2003; Rotar-Pavlic et al., 2008).
There are three reasons for adopting this inactive attitude. This group of older patients
describes its own cohort as one that does not question the authority of the doctor.
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Furthermore, some patients feel overwhelmed by illness, and do not consider
themselves capable of contributing to the decision making process (Belcher et al.,
2006). Finally, many of them feel they do not know enough to make a difference
(Belcher et al., 2006).
3.3.4 Organisation
Consultations
No information was found about how patients want consultations to be organised, for
example whether they prefer surgery hours in residential homes or visiting rounds. It
seems that among independently living older adults this is not an issue as they usually
attend an existing surgery hour or receive a home visit.
Agreements between patients, GPs and other professionals

Availability
Older adults think that GPs should have enough time for patients, so that the latter can
ask questions, express their concern, and exchange information (Bastiaens et al., 2007;
Greene et al., 1994; Sixma et al., 2000). Older adults often believe they need more time
to address their issues than younger patients because for them information is
processed slower. In addition, many patients value the GP taking time because it is
associated with showing interest (Bastiaens et al., 2007; Greene et al., 1994). It seems
even more important for patients with high multimorbidity because they tend to be less
satisfied with the time the doctor spends on them compared to patients with moderate
morbidity (Shadmi et al., 2006). Because of the complexity inherent to multimorbidity, it
is also likely that these patients need more time to address their situation.

Accessibility
Older adults want GPs to be well accessible (Bastiaens et al., 2007; Bayliss et al., 2008;
Sixma et al., 2000). This involves physical access, such as a convenient location, easy
access to the practice of the GP, easy parking and short waiting times. They also want
telephonic access, such as having the phone switched through to the doctor on call and
having arrangements on what to do in case of emergency (Lee & Kasper, 1998; Nidiry,
Gozu, Carrese, & Wright, 2008; Pettigrew, Mizerski, & Donovan, 2004; Sixma et al.,
2000). Older adults with multimorbidity are usually less satisfied with access to care,
probably because their physical limitations make access more difficult (Iezzoni et al.,
2002; Lee & Kasper, 1998).
In the study of Nidiry et al. (2008) the need for easy access was compared with the
need for continuity of the GP-patient relationship. After a GP practice had moved,
American patients had to choose either to stay with their familiar GP in a further
located practice, or to find a new GP nearby. About one third of the respondents
considers easy access just as important as continuity. Respondents mention different
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arguments for preferring one option to the other. For example, a distantly located
practice is perceived as a barrier to find help. But when other services, such as shops,
are available at the same location, a visit can serve several purposes, making a further
location less of a hassle. It was also found that regardless of their choice, patients got
accustomed to the new setup over time. An important factor in this adjustment appears
to be the quality of the relationship with the GP (Nidiry et al., 2008).

The role of a third person
There is little information on the role of a third person during consultations, such as the
presence of a relative or nurse aide. One Dutch study mentioned that the possibility to
bring someone to a consultation is important to older adults (Sixma et al., 2000). But
there is no information available on the desired role of these persons during
consultations.

Other agreements
There is also little information about the preferences of older adults regarding the
agreements between GPs and other professional caregivers, such as about the
organisation of consultations with residents or about meetings between GPs and other
caregivers. In one study in Australia it was found that patients want a consumer friendly
health care system with more time for discussion and harmonious relationships
between GPs and pharmacists (Bajramovic et al., 2004). This is, however, not specified
to more concrete subjective needs.

3.4 Conclusions
Our review shows that older adults have a variety of needs regarding GP care. In
literature, most information is available about the subjective needs of residents
regarding treatment of somatic problems, interpersonal contact, and availability and
accessibility of GP care. Individual differences concern the subjective needs of older
adults regarding both receiving information and the involvement in their own care. In
this respect, there appear to be two types of older adults. One type prefers to be
actively involved in their own care and to receive information about their situation. The
other type prefers a more traditional role with the GP in charge and making decisions.
These patients also have a lesser need for information. These individual differences
emphasise that older adults are a heterogeneous group, which requires an individual
approach that takes individual preferences and capabilities into account. This provides a
strong argument for person-centred GP care.
Not all aspects of GP care as defined in Chapter 2 are well covered in literature.
Furthermore, the information about some of the needs is elaborated only to a limited
extent, especially in the studies that use quantitative methods. Only limited and general
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information is available bout the screening, diagnosing and monitoring of problem.
Furthermore, there is little information about needs regarding psychosocial care, and
the information available is rather general. Older adults are reluctant to discuss
psychosocial problems, probably because the current generation of older adults,
especially the old-old, is generally not used to discussing these kinds of problems
(Boneham, et al., 1997; Sarkisian et al., 2003). Future generations will likely be more
used to discussing psychosocial problems, and therefore, they likely will express more
specific subjective needs in this area. Nevertheless, given their dissatisfaction with
treatment, the current generation’s needs are probably not met and more attention is
needed to identify their needs in this area.
Almost all studies are conducted among independently living, and likely more vital,
older adults. The needs found in literature cannot merely be generalised towards older
adults in residential homes and assisted living facilities. Though it is likely that the needs
found also apply to a large extent to this latter group, there may be some differences as
a result of their frail health status and of the protected setting they live in. Little was
found in literature about older adults’ subjective needs regarding topics that are typical
for a frail or residential home population, such as the agreements between GPs and
nurse aides and regarding consultations. Also, the relative importance of some
subjective needs may be different for residents, for example regarding the accessibility
of the GP practice and the GP-patient relationship.
In sum, this literature study provides some insight into the subjective needs of
older adults regarding GP care. However, it is unclear to what extent these are valid for
the population in residential homes and assisted living facilities, and some differences
are expected. Combined with the lack of information on some aspects of GP care, this
justifies and emphasises the need for further exploration of the subjective needs of
older adults in residential homes and assisted living facilities. Therefore, in the next
chapter a qualitative empirical approach is used to gain in-depth knowledge of the
needs of residents.
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4.1 Introduction
The previous chapter provides insights into the subjective needs of older adults in
general regarding GP care. However, what we still want to know is how the needs of the
frail population in residential homes and assisted living facilities may differ from the
subjective needs of the independently living population of older adults (see Section 3.4).
In Chapter 3 we saw that in some studies needs were merely mentioned without
further elaboration, not providing insight into the exact nature of these needs,
especially not when quantitative methods were used. Here, the subjective needs of
residents are explored in a qualitative in-depth approach using semi-structured
interviews. This chapter describes the results. First, the method for collecting data is
explained, followed by a description and discussion of the interview results. The results
will be used to build a proposal for GP care in residential homes and assisted living
facilities in Chapter 8.

4.2 Methods
Respondents
Forty frail older adults were interviewed. This number was considered to be sufficient to
achieve reliable and detailed results, while still allowing for sufficient in-depth
interviewing, and thus for depth in these results. The majority of the respondents are
residents from residential homes, as this is the target population in our study. Because
an increasing number of older adults with similar care needs to those living in
residential homes live in an extramural and often protected setting such as an assisted
living facility, this type of respondents was included as well. As the extramuralisation
process continues (see Section 1.2 and Chapter 9), insights achieved from this group
may be highly valuable for the GP care proposal to be developed.
A diversity sample (i.e. a sample with the aim of covering relevant varieties of a
phenomenon (Jansen, 2010) was purposively selected. The aim was to cover the
varieties in the population of residential homes, while also representing this population
regarding major characteristics. More specifically, respondents were selected to
represent as much as possible the population in residential homes in the Netherlands
with regard to major demographic characteristics, such as age, sex and marital status. In
the present day Dutch residential home population 75% is female, 15% is married and
the mean age is 85,5 years (Den Draak, 2010). In the assisted living facilities we aimed
for a population similar to the one in residential homes. Therefore, we used the same
representation criteria here. In the final sample, these numbers could be replicated,
except for marital status. Married residents were slightly underrepresented, because of
the lack of available married respondents at the time of this study. Table 4.1 shows the
demographic characteristics of the realised sample.
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Table 4.1: Respondent characteristics
Residential
home (N =27)
Age (mean;range)
85,03; 62-93
Female gender
19 (70%)
Male gender
8 (30%)
Married
4 (15%)
Unmarried/widowed
23 (85%)
Urban area
17 (63%)
Rural area
10 (37%)

Assisted
living
facility (N =13)
82,96; 74-92
10 (77%)
3 (23%)
0 (0%)
13 (100%)
8 (62%)
5 (38%)

Whole sample (N
=40)
84,4; 62-93
29 (73%)
11 (27%)
4 (10%)
36 (90%)
25 (62%)
15 (38%)

Besides representing the population of residential homes in certain characteristics, the
aim was also to have variety in the sample. Respondents were selected from both a
rural and an urban area, because their evaluations and ideas regarding GP care might
differ from each other in a systematic way. In the Dutch population of older adults in
residential homes and assisted living facilities, there are almost three times as many
older adults living in urban areas than in rural areas (Sociale Atlas Brabant, 2008).
Maintaining this distribution in the sample would lead to few rural residents being
included. In order to include a significant percentage of respondents from the rural
area, rural respondents are overrepresented in the final sample (see Table 4.1). Next,
organisational differences regarding GP care in large and small homes were expected,
for example regarding the number of GPs attending the home. Therefore, participants
from both a larger and a smaller home were included. Diversity was also sought
regarding the length of living in their current home, because the views of long-term
residents regarding GP care may differ in a systematic way from those of residents who
have been living in the residential home for a shorter period. The mean length of stay in
the selected residential homes was 52,7 months (range 13-122). This is longer than the
national average which is about two years (Actiz, 2010).
Procedure
Sampling
Respondents living in residential homes were recruited from a large residential home
(199 residents) in a city and from a smaller one (64 residents) in a village nearby. The
sample was created in three steps. First, a list was made of all residents and their
characteristics in these homes (N =263). The management of both residential homes
provided a list that contained information about age, gender, date of admissions and
type of care of all residents. Second, residents unsuitable for the interview were
excluded (N =35). Exclusion criteria were: a) physical or communication problems that
interfere with the interviewing process, b) a care referral for psycho geriatric care, and
c) less than three months of experience with GP care in a residential setting. Team
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coordinators of the residential homes judged whether residents met exclusion criterion
a. Third, a sample of 40 respondents was selected from the remaining 228 residents
using the representation criteria mentioned above. Within these criteria, respondents
were randomly selected.
Using an informational letter that explained the purpose and importance of the
interview, the team coordinators asked the selected residents for participation. Only
after their informed consent, the participants were contacted by the researcher. Most
of the selected residents agreed to participate, over the course of contacting residents
12 declined. They generally felt too ill to participate. When a respondent did not agree
to participate, another resident with similar characteristics regarding age, sex, marital
status and duration of living in current home was asked (matching principle).
For assisted living facilities the sampling procedure was different. In extramural
care in the Netherlands, including assisted living facilities, care consumers are free to
choose their home care provider. As a result, facilities generally have more than one
care provider, which in turn makes it difficult to construct a similar list as for residential
homes of possible respondents in one assisted living facility. Therefore, the selection
procedure slightly differed from that in the residential homes.
With rgard to the assisted living facilities in the urban area, a large home care
organisation was involved in recruiting older adults receiving care with the intensity of
residential care. For practical and organisational reasons, the team coordinator used the
exclusion criteria and representation criteria just mentioned to make a pre-selection of
respondents in several assisted living facility locations. The list with pre-selected
respondents was reviewed by the researcher in order to ensure that the representation
criteria were met as much as possible. In contacting the respondents, the same
procedure was followed as for respondents in residential homes.
In the rural area there was only one assisted living facility with 16 apartments, and
with care provided by different home care services. As a consequence, it was not
practical to try to recruit respondents through a home care service. All residents in this
assisted living facility were contacted face to face to evaluate whether they met the
selection criteria and, if so, to ask for their participation. Based on these contacts, five
respondents were included.
Interviews
A topic list combined with carefully prepared, extensive interview instructions for
opening questions and probing was used (see Appendix B). The selection and
formulation of topics for the interview was based on the four basic categories of the
taxonomy: somatic care consultations, psychosocial care consultations, the
interpersonal contact between resident and GP and organisational aspects of GP care
(see Figure 2.1). For each topic an opening question was asked about possible
subjective needs and preferences. To gain additional insight into what respondents
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consider good or bad practice and what they find important, they were also asked to
evaluate their current GP care.
The interview was designed to remain as open as possible in order to provide room
for respondents to spontaneously express their subjective needs, and to make sure that
no needs are unwillingly suggested by the researcher, directly or indirectly. To make
sure there were enough opportunities for respondents to do so, the first ten
respondents in the rural residential home were interviewed in two sessions. This way it
was made sure that respondents had ample time to formulate their thoughts, as well as
to elaborate during the second session on their views explicated in the first session.
After these first interviews, however, it became clear that a single interview session
would be sufficient because the elaborations during the second sessions were limited.
Therefore, the remaining interviews were held in single sessions of about one hour. The
recordings of the interviews were transcribed for analysis.
Analysis
The transcribed interviews were repeatedly read and then coded, initially staying as
close as possible to the respondents’ words. Detailed coding instructions were
developed to guide the coding process. To check and enhance reliability of this process,
the supervisors of this project independently coded several fragments of the same
interviews. Differences in attributed codes were discussed to improve the coding
instructions. Next, two other researchers, not involved in this study, coded fragments in
several rounds using the improved coding and interview instructions. After each round
differences were discussed and the coding instructions were further adapted and
detailed. Initially, coding reliability was low to moderate; Scott’s pi varied between .55
and .81. Analysis of the final round revealed a coding reliability with Scott’s pi between
.73 and .90. The broadness of this interval is a result of a higher concordance of the two
coders with the third coder, i.e. the researcher (.86 and .90) than with each other (.73).
This can be attributed to the discussions for practical reasons being held bilaterally
between the researcher and each of the two coders. Each discussion resulted in a
better interpretation of the coding instructions, hence the high concordance with the
researcher.
Next, all fragments of the interviews with the same code were clustered and
compared to each other to gain an overview of the content of and variety within a code.
The codes used were iteratively adapted to best fit the words and meanings of the
respondents. Therefore, during the coding process fragments were recoded, codes
were merged, altered or divided into separate codes in order to obtain a code structure
that best fits the data (see also Jansen, 2010). During this process, memos were written
on the relations between codes, as well as on transcending themes for use in a later
stage of the analysis. Using the taxonomy (see Chapter 2), themes and corresponding
codes were organised into different clusters. The result of this process was a detailed
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overview of clusters with underlying themes that covered the respondents’ subjective
needs with regard to GP care, as well as the variations within these themes. Besides
using the taxonomy to organise the results, the analysing process resulted in its turn in
some changes to the taxonomy. For example, the branch ‘Visits’ in the ‘Organisation of
GP care’ domain at first only contained the categories ‘On GP’s initiative/ social visit’,
and ‘On patient request’. From the interviews another category emerged: ‘Visit after
hospital stay or other event’. This category was at first added as a third subcategory. But
after further analysis of the interview results, it became clear that visits after events
were to be initiated by the GP as well. Instead ‘On GP’s initiative/ social visit’ can further
be divided into ‘Visits with a certain frequency’ and ‘Visits after a specific event’.
Therefore, the ‘Visits’ branch was changed into its final structure as it is currently
represented in Figure 2.5.
As already said, during the process of conducting and analysing the interviews, a
log was kept with memos about the content of the interviews as well as the process of
approaching residents and holding and analysing the interviews (see also Wester &
Peters, 2004). These notes contain factual information about the content and process,
as well as the researcher’s related ideas and thoughts that pop up during the process.
Both methodological and theoretical memos were made. The methodological memos
not only contain factual information about the process of data collection, but also
reflections on this process as well as the discussions and decisions made. The
theoretical memos contain theoretical ideas that pop up related to the content of the
interviews. In the earlier stages of data collection these were mostly written about
remarkable things that happened during the interviews and that lead to the formulation
of hypotheses. During the analysis memos contained ideas about possible relations
between codes or transcending themes or topics that remained unclear. The memos
also provide insight into attitudes and implicit assumptions of the researcher regarding
the topic of the study. This insight helped the researcher maintain an open attitude
throughout the process.

4.3 Findings
Within the four domains of GP care that were addressed during the interviews, i.e.
somatic care, psychosocial care, interpersonal contact, and the organisation of care,
respondents spontaneously expressed a variety of subjective needs and opinions. A
representation of these subjective needs is offered below. The quotes of the
respondents that are used were translated by the researcher for illustrative purposes
only. The analysis and interpretation were done using the original transcripts. Part of
the translations of the quotes from Dutch to English were verified by a English native
speaker. The researcher also used comments of this native speaker to enhance the
other translations. The original Dutch quotes can be found in Appendix C. Below we will
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discuss somatic care needs, psychosocial care needs, interpersonal contact needs and
needs regarding the organisation of GP care.
4.3.1 Somatic care needs
The need for physical examination and monitoring of their health status appears to be
an important topic for residents; it is mentioned by over 60% of the respondents (N =
25). Respondents appreciate the sense of security that regular checkups by GPs provide:
‘Yes, then you are being monitored.’ (Respondent 16), and
‘Well, you never know, maybe there is something.... I think that they [the GPs]
should come over to check if everything is still okay.’ (Respondent 40).
They also find it important that a GP comes and examines them when they experience
physical problems. In the eyes of the respondents, GPs need to see them in person to
be able to diagnose them: they find it difficult to believe that a GP can provide a
diagnosis and prescription without face to face contact. As one respondent says:
He can’t see over the phone what is wrong with me [...] I hate it when he
prescribes over the phone; he can never know what’s wrong with you.’
(Respondent 27).
Another important need is the need to receive clear and sufficient information, as
expressed by almost half of the respondents (N = 17). They ‘[...]want to know what is
going on’ (Respondent 15); they want to know their diagnosis, to receive explanations
and to have their questions answered. They think a GP should tell them the truth, be
clear about it and not hide things away from them.
‘My GP does not do that [give information] easily, I don’t know why, it should
be possible nowadays.’ ( Respondent 20).
Most respondents express a need for expertise of the GP. In their view GPs should have
a solution to their problems and have the skills and knowledge to do what is best for
them. Expertise also means that GPs should do the best they can while being aware of
their own limitations. One respondent illustrates this:
I don’t like GPs who will keep trying this, then trying that, and then try
something else and then when it gets so bad, that there is nothing to try, then
they send you on [..]. That is not good, I mean, yes, if there is no chance that
he can, then he should send you to an internist or whatever is needed.’
(Respondent 15).
Remarkably when considering the high medication use in this group, few needs are
expressed with regard to medication. Many residents do not know which kinds of
medicines they are taking:
I really wouldn’t know. I use them, but I don’t know what they are for.’
(Respondent 23).
Respondents say that it is too difficult to remember what each pill is for. Especially in
residential homes residents are usually not involved in medication provision, because
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staff members most often take care of respondents’ medicines; respondents trust them
to know. They usually also trust GPs’ expertise with regard to prescriptions; when they
prescribe something, it is necessary to take it. This points to a high level of acceptance
of medicines and trust of those who prescribe them. Many respondents tend to believe
they need them and are used to taking them. In general, they do not question the
prescription, even not when they have been taking the same medicine for years. As one
respondent comments:
‘If they prescribe them and you don’t take them, then don’t bother consulting
the GP in the first place.’ (Respondent 15). Instead they say things such as ‘I
feel healthy so they work’.
Only a few respondents want more information about their medication.
4.3.2 Psychosocial care needs
Most of the interviewed men and half of the women say that they would not discuss
their psychosocial problems with their GP. Many of them appear to prefer keeping their
worries and problems to themselves, or to discuss them with friends or relatives,
usually their children. They say things like:
‘You have to deal with these worries yourself. Worries are not something to
discuss with others.’ (Respondent 19)
Moreover, some of them (N = 5) say they do not have any problems in this domain
because there is nothing to worry about or because it is not their nature to worry about
things:
‘No, I don’t worry easily.[...]. You can be all worried, but it doesn’t change
anything anyway’ (Respondent 15).
A quarter of the respondents (N = 11, mainly female) feels ambivalent about the role of
the GP in psychosocial problems. On the one hand, they state that if they had a
psychosocial problem, they would not discuss it with their GP. But on the other hand,
they say that a GP’s task does include the treatment of psychosocial problems and that
they would like to discuss their problems. This is illustrated by one respondentinterviewer discussion:
Interviewer: ‘Do you discuss your worries with your GP?’ Respondent: ‘Well,
actually not yet. Yes, I am alone and when he visits, you talk about what is
wrong with you and what you think can be done about it, but nothing else, no.
No, you don’t do that. At least I don’t.... [Interviewer: But would you
appreciate it if it were possible?] With the GP we had before it was possible,
but he knew everybody very well, but that is not the case yet with these GPs....
[Interviewer: And if you knew him better, would you do it?] Yes, maybe, that is
why. But those things are usually worries that a GP cannot help you with,
really.... [Interviewer: What kind of worries do you mean?] For example, I hear
people whose children are not doing so well, aaah, what can the doctor do
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about that? You can talk about it, but whether that helps, I don’t know. But I
don’t have that.... [Interviewer: And if you would have something like that?] I
don’t think I would talk about it, I don’t think so, no. Then I would think that
it’s going to solve itself [laughs].... [Interviewer: So, what do you do when you
worry?] Well, I have my children. You can always talk to them.’ (Respondent
45).
As can be seen in this interview fragment, there seems to be an ambivalence between
wanting to talk about psychosocial problems with the GP on one side, and experiencing
several barriers such as not believing that the GP can be of any help, having somebody
else to talk to like their children, and preferring to keep their problems to themselves
on the other.
Just a few respondents, mostly female, do consider it a GP’s task to be engaged in
psychosocial problems of their patients. In their eyes, a precondition for discussing their
worries in this domain is a GP who is informed about their past and present situation.
Even if not much can be done, they appreciate the GP listening and showing some
understanding of their situation. It makes them feel relieved and understood:
‘I liked talking about it every now and then, [...],To pour out for a while.’
(Respondent 31).
GPs may also refer their patients to another professional or prescribe medication. Even
though the GP may have limited treatment possibilities, he is likely to know where to
find suitable help.
‘Well, I think you should be able to talk to your GP about something like that.
There might not be much he can do, but I don’t know, I just think so. I think
that if someone has marriage problems, that if he can’t handle it, he can refer
you to someone.’ (Respondent 28).
4.3.3 Interpersonal contact needs
The interpersonal contact between resident and GP is by far the most discussed and
most spontaneously mentioned domain in the interviews. Within this domain, GPs
showing interest in their patients is the most explicitly mentioned subjective need and it
is related to several other needs that were expressed by respondents, such as a GP
taking patients seriously, taking the time to listen and staying informed. Also important
are the needs for empathy, support and reassurance.
Half of the respondents (N = 22) spontaneously mention that they want the GP to
show interest in them, in their lives, and in their health. Many respondents say things
such as:
‘If he pays attention to you and your problems then he is a good doctor.’
However, a considerable part of the respondents (N = 8, all but one female and living
alone) spontaneously mention that the GP actually does not show enough interest in
them. One respondent says:
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‘He does not pay attention, and that is necessary, especially with older
persons. If he would just show a little interest in the people...’ (Respondent 27).
This need for interest of the GP seems to be a fundamental need that is linked to
several other closely connected needs found in this domain. One is that, in the opinion
of the respondents, the GP should take some time to sit down and listen to what they
have to say about their problems. Many of them feel like the GP is rushing in and out
and there is not enough time to discuss everything they want to.
A second related need is that respondents want the GP to stay informed of their
situation by inquiring about them every now and then on their own initiative. Some
respondents say that in the past GPs knew their patients and their family well, and they
regret that nowadays they do not anymore:
‘You should not see him as family, but he was. He was living in the family; he
lived in the family, he knew everything and everybody for years. He witnessed
the birth and watched them grow up[...]. And nowadays it’s just like, uh yes,
but they do know everything about the [medical] situation, in the computer
that is something they do know. . . . I don’t have that [connection] anymore.
There is no chemistry.‘ (Respondent 4)
The need of having a GP who is informed applies to the medical conditions of residents
as well as their personal history and current situation. All respondents in the rural area
(N =15) have had a new GP since the retirement of the former GP a year before, and all
say they regret that the new GP does not know them as well as the old one did. They do
expect that the desired familiarity will grow over time.
Another related need is that respondents want the GP to take them and their
problems seriously by showing patience and letting them tell their story. As one said:
‘Sometimes they are really nice, but at other times they can be very blunt. I
really don’t like that [. . ]. They cut you short, you can’t ask anything anymore,
because if you say something then it’s like, well, you have to go, you notice
that, you just have to go. [. . .] When I have seen a doctor I always feel a little
written off, I always do.[ . . .] I think, they dismiss you so easily, it’s your age,
it’s the ageing.’ (Respondent 24)
Some respondents stated that in earlier times they used to look up to doctors and were
afraid to consult them. But nowadays they find a relationship of equals with their GP
very important. As one respondent put it:
‘I was raised, uh, that the doctor was...someone to look up to and uh, you
should not bother him more than necessary, they stood on a pedestal. But
those days are over.... I think this is a big improvement.... This distance, then
you are afraid to consult the doctor.’ (Respondent 21)
Even though most respondents say similar things, many of them still appear to be
cautious when they consult the GP, for example minding their language or not daring to
disagree with their GP. Nevertheless, most respondents want the GP to adapt to the
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patient; in their view GPs should not place themselves above their patients despite
being more knowledgeable.
Respondents differ as to the level of formality they prefer in their contact with the
GP. Almost half of the respondents (N =18) spontaneously talks about this topic, which
indicates that it is important for them. Two third likes to have informal conversation
with the GP, for example about holidays or hobbies, while others prefer to the point
consultations about the problem they are consulting the GP for. As one respondent
explains:
‘I like to be done with it as soon as I can. [...]. I heard that some people tell
entire stories to the doctor, everything. But I don’t like to do that. [...]. Look, if
they want to talk then that is okay, but uh, no personal conversations with the
doctor.’ (Respondent 5)
Empathy and support from the GP, mentioned by almost half of the respondents (N =
16), are important too. Especially feeling understood is appreciated by respondents.
They want a GP to understand and empathise with their situation, lifting up their spirits
instead of putting them off by saying that it is their age and that they will have to live
with it.
‘I don’t think that..or maybe later, that GPs are educated, or doctors are
educated for these uhm residential homes and things. It’s just the GP, there is
no separate specialisation for that.’ [Interviewer: ‘And would you think that is
necessary?’] Respondent: ‘Yes, uhm, no, uhm, he can put himself into the
situation of people of this age and... that is all you really need.’ (Respondent 4)
A last subjective need in the domain of interpersonal contact, expressed by almost half
of the female respondents (N = 13) but none of the males, is the need for reassurance
by the GP. They prefer a GP who is calm and reassuring, explains things, and informs
them of their prognosis:
‘And as long as he comes over here and tells me, well, it’s not bad or
something like that, it’s not. And then I’m reassured. It’s just for your own
reassurance.’ (Respondent 46)
4.3.4 Organisational needs
In this section the subjective needs of the respondents will be discussed regarding the
availability of and access to the GP, the organisation of GP consultations, and the role of
nurse aides in GP consultations.
Availability and accessibility of the GP
Respondents discuss how GP care can best be organised to meet their care needs.
Because most respondents feel reluctant to consult a GP and only do so when really
necessary, they find that the GP should not make them wait long once they ask for a
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consultation. Their main need regarding availability of the GP can be formulated in a
simple sentence:
‘And if I need him, than he is there for me. I think that’s the main
thing.’(Respondent 34).
Most respondents prefer seeing their own GP for each consultation, but in case of
emergency they find 24 hour availability of care more important than seeing their own
GP:
‘I would think that when it’s necessary, that you are glad that a GP is coming.
At that moment, that’s how I see it now, I would not care. It’s pleasant when
your own doctor comes, because he knows everything and you know him. It’s
easier to talk to him, if you would be able to talk at that moment. But
personally I don’t believe that I would have any problems with that.’
(Respondent 25)
Some respondents do not attach much value to continuity in the patient-GP relationship
at all:
‘All of them can help you. You see that at night, you never have the same
doctor either. And here [in this practice] it’s exactly the same.... No, if it’s good
[care] then I really don’t mind. If they can still help me, then it’s okay.’
(Respondent 24)
Others do value continuity of the GP-patient relationship and, therefore, feel less
favourable about out-of-hours GP service. Even though they think the service is good
and probably inevitable, they do not like seeing an unfamiliar GP who does not know
their individual situation. Furthermore, in their eyes it takes long before someone
comes, because so much information has to be provided and the out-of-hours service is
located further away. However, not many respondents have experience with out-ofhours GP services. Overall, the need for continuity seems to outweigh the need for
availability as long as the problem is not urgent. In case of emergency, availability is
always more important.
According to the respondents, the need for accessible care can be met in GP
practice that is at all times accessible by telephone, and that is not transferred to a GP
on call outside office hours. Also, respondents prefer to be connected directly to a
doctor’s receptionist, without the interference of a complicated computerised menu. A
nearby practice is preferred so respondents can go to consultations instead of receiving
a visit. Half of all respondents prefers going to the GP practice:
‘Those who can, go [to the surgery hour] themselves. I will go there as long as I
can.’ (Respondent 08).
This is especially the case for rural respondents, which is probably related to
organisational differences of GP care in the urban and rural area in this study. In the
rural area the only practice is adjacent to the residential home and can be reached from
inside the home. However, in the urban area the GP practices tend to be located further
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away and inaccessible for most residents. So respondents in the urban residential home
have no choice but to request visits.
The other half, mostly consisting of respondents from the urban area, prefers the
GP visiting them at home. They are not able to go to the practice because of physical
disabilities, or they assume that the GP will come to them because they live in a
residential home. Their need for a GP who is located closely is expressed in another
way; some respondents in the urban area are enthusiastic about the idea of having a
physician who is associated exclusively to the residential home, because it would make
access easier:
‘Or else we should have a specific one here. [..] Always the same one that they
can call. I would do that. But he might have too much work.’ (Respondent 16)
GP consultations
Over half of the respondents (N = 22) spontaneously mentions that they would like GPs
to visit them on their own initiative or they appreciate it if GPs are already doing so. This
high fraction means that it is one of the most important but also unfulfilled needs of
residents. To them it means that the GP is interested and has not forgotten about them
and it provides a sense of security if the GP monitors them. As one respondent says:
‘I think that is bad. You never see him. [...].They are busy. And then he says, he
told me once, I can’t come for diabetes all the time.’ (Respondent 41).
On top of wanting GP-initiated visits, a quarter of the respondents (N = 11) would
appreciate such visits on a structural basis with desired frequencies varying
considerably between once a month and twice a year. Others do not mention a
frequency but use other criteria, such as visits during or after illness:
‘I did expect him to visit me at the hospital... I can’t understand that.’
(Respondent 36).
However, a minority of the respondents (N = 6) explicitly says that it is sufficient if the
GP only comes when needed. They say things such as:
‘They don’t even have to say well let’s go over for tea or something like that,
that is not necessary. But when you need him, that he does come over then.’
(Respondent 33).
Respondents with a subjective need for spontaneous visits are usually those who
temporarily or chronically experience bad health. They want to receive information and
be reassured. Some respondents feel lonely and just want someone to talk to. Some
respondents in the urban area receive structural visits from a practice nurse who works
in a GP practice. GPs send practice nurses to monitor certain chronic conditions, such as
diabetes, high blood pressure and COPD, in patients. Respondents say they really
appreciate visits by practice nurses because they generally show more interest in them
than the GP does, by taking more time and asking more detailed questions on how
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things are going. They are happy when someone visits them to monitor them. Two
respondents illustrate:
‘Now he has another assistant [practice nurse]. And they come over every now
and then to see if there is anything going on. Because you can understand that
the doctor does not have time to visit all his clients all the time.[...] And they
[the practice nurses] ask about everything, or what is wrong or something like
that, but I do forget to mention things to her too [...].I do like it though, at
least that is, that they contact you...They are doctors too, I believe. She writes
everything down and then tells the doctor.... It makes no difference to me
whether the doctor or the assistant visits.’ (Respondent 40)
‘An entire conversation with the doctor? I think I’d prefer the assistant. [...].
She has more time.’ (Respondent 21)
This also illustrates the importance of taking enough time and showing interest for
residents, as was mentioned before.
The role of nurse aides
In assisted living facilities the role of nurse aides is limited to providing personal care.
Respondents are usually unfamiliar with involving someone from their home care
service in GP care; they prefer to handle GP-related things themselves:
‘I haven’t ever heard of a home care nurse who meddles in GP care. I don’t
know if that works well together’. (Respondents 32).
In contrast, in residential homes nurse aides play an important role in GP care for
respondents, as they are mentioned often by residents in relation to GP care. One of
the most commonly mentioned subjective needs of residents concerns the role of nurse
aides in contacting the GP. Over eighty percent of all respondents in residential homes
prefers a nurse aide calling the GP. For some this is just convenient, whereas others are
unable to call themselves, for example because of sensory difficulties:
‘You let the nurses call. Because I can’t hear it.’ (Respondent 17)
‘If you do it yourself you always do it wrong. It’s convenient like this, they know
better than I do.’ (Respondent 41).
Some respondents state that nurse aides contact the GP on their own initiative. Most of
them do not mind because they consider nurse aides competent enough to judge the
situation. It also helps respondents who feel reluctant to pass the threshold for
consulting a GP. Two respondents clearly express the need to decide for themselves. In
their view it is the nurse aide’s job to support them in their own decisions and not to
make decisions for them.
Another important subjective need in this domain concerns the presence of a
third person during consultations. Half of the respondents, the majority of them living in
a residential home, likes to have someone present during GP consultations.
Respondents in residential homes generally prefer to have a nurse aide present while
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those in assisted living facilities mostly prefer to have a relative present. One reason
why respondents in general prefer having someone present is that they find it difficult
to explain what is wrong, or to remember to say everything they want to say. Also, it
provides respondents with a sense of security because they do not always feel
confident about their own memory and:
‘Two people hear more than one. Because you do feel a little tense,
emotional...and then you miss things’. (Respondent 37).
Furthermore, in the eyes of many respondents, nurse aides can make arrangements
right away on carrying out the GP’s advice without having to rely on the resident to
remember the advice:
‘Usually a nurse is present, so they know exactly what a doctor says, they write
everything down and we cannot communicate it like that.[...] I think it is very
convenient that they are present. [...]Then you don’t have to explain anything
and I don’t have to be afraid that I don’t communicate it well, because they
know, so.’ (Respondent 34)
General support and understanding are other reasons why respondents like to have
someone present. If a caregiver is present it is less difficult for reluctant respondents to
consult the GP. Some respondents need practical help:
‘Yes one needs that. Then the pants need to be unzipped, that is normal. I have
those tubes there, it needs to be done professionally.’ (Respondent 39).
‘Yes, because I mixed them up and that is not good. Now I have to get the box
ready every week, and then they come and change it out.’ (Respondent 8).
Finally, as to medication, the desired role of nurse aides is not univocal. About a quarter
of the respondents take care of their own medication and want to do it themselves for
as long as they can. For some, the reason is that they do not trust others with their
medication:
‘Now I call myself, because if you leave that up to the nurse [...].They should do
it, but if you are left without [medication] for two days, then there is no need.
Then I think to myself, I can do it myself ’. (Respondent 33).
However, respondents differ substantially in their definitions of managing their
medication independently. For some this means calling for prescriptions and keeping
their own medicines, but for others it means taking their medication independently
when it is brought to them several times a day.

4.4 Discussion of findings
From all findings, two basic needs of residents can be deduced: the need for security
and the need for interest. A need for security can be derived from a diversity of
subjective needs such as the needs for information and clarity, having a check-up on a
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regular basis, having a competent GP, having the support of a nurse aide, and good
availability and accessibility of care in general. With regard to medication the overall
need for information seems absent. Respondents seem to think medication is beyond
their grasp and they rely heavily on the GP and nurse aides to know what is best for
them in this area, trusting their judgement. This finding differs from what was found in
literature about older adults in general, namely that independently living older adults
want to know about the working of the medication, its effects and the reason they take
it (see p. 44; Bajorek et al., 2007; Lisper et al., 1997; Petty et al., 2003; Sixma et al.,
2000; Tarn et al., 2009). Perhaps this difference is a result of the protected setting
residents live in; because most residents use many different medicines, mistakes are
easily made. Therefore it is common to let staff control medication provisions. As a
result, older adults do not have an overview of their medication anymore.
The need for interest of the GP is represented in several indicators, most
concerning the GP-patient relationship such as the need that GPs take time and
seriously listen to their problems. Corresponding to the literature on this topic, we
notice that although a relationship of equals where both parties can voice their opinion
is important, there are also respondents with sub-assertive or dependent attitudes
towards their GP; they show much faith and let him decide what is best (see also p. 4748 ; Bastiaens et al., 2007; Jung et al., 2003; Rotar-Pavlic et al., 2008). This indicates that
involvement differs per individual and that GPs should be mindful of how older patients
want to be involved in their own care. Another study also found that GPs as well as
nurse aides should take more time for patients (Bunge, Kellert, van der Cammen, &
Smilde-van den Doel, 2008). In addition, some of the respondents in our study
expressed the need to discuss non-GP care related topics, such as their families. This
may be interpreted as the need for empathy and informal chats may contribute to
experiencing empathy from the GP.
Some respondents mentioned signs of ageism in their GPs. Ageism is indeed a
common phenomenon in health care and it is expressed through patronising behaviour
and attitudes as well as through different treatment decisions of the GP for older than
for younger adults. Bunge et al. (2008) also found that older adults do not always feel
taken seriously, and that no time is taken to explain things to them. To overcome
ageism, attitude changes of the GP are needed. Empathy-oriented exercises as well as
improved knowledge may lead to these attitude changes (Nelson, 2005; Robb, Chen, &
Haley, 2002).
The needs for continuity in the relationship and for regular non-acute visits from
GPs are also related to the need for interest. They contradict the current developments
in primary health care, where there is gradually less room for continuity in the
relationship and little time for GP visits that are not strictly necessary (Hudon et al.,
2004). But the increasing employment of practice nurses might counteract this (see also
NHG/LHV, 2011): they carry out regular monitoring visits and can use those visits for
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both staying informed of residents and building a relationship with them. As was found
in the interviews, respondents highly value their relationship with practice nurses; a
good and familiar relationship in itself may be more important than whether this
relationship is with the GP or the practice nurse.
Most respondents express a negative to ambivalent attitude towards discussing
their psychosocial problems with GPs. This result is comparable to what was found for
older adults in general (see also p. 45). But the difference is that in the Netherlands the
prevalence of psychosocial problems in residential homes and assisted living facilities is
much higher than in the community (De Klerk 2004; Eisses 2005). These findings
support the claim in Chapter 1 that older adults are unlikely to seek help for
psychosocial problems for several reasons (see p. 17). Combining the reluctance of
residents to discuss psychosocial problems with this high prevalence points to a serious
problem to be tackled. GPs should be more proactive in bringing up such topics because
most residents will not do it. Providing patients with the opportunity to discuss their
personal situation during monitoring visits of practice nurses may be helpful in
detecting psychosocial problems. It is also important to provide older adults with
information regarding the role of GPs in psychosocial care so that at least it is clear what
they can expect from the GP in this regard. In addition, nurse aides could play an
important role in detecting psychosocial problems; their often close and trustful
relationship with residents as well as their insight into residents’ situations might make
it easier to bring up such problems.
For residents in residential homes, but not in assisted living facilities, nurse aides
play an important role in GP care by contacting the GP for them and being present
during consultations. As for the GP-patient relationship, continuity appears to be
important in this relationship as well. This is a challenge given the considerable turnover
of personnel, the employment of part-timers, and decreasing educational levels in
residential home staff (see also p. 19). The interviews make clear that nurse aides tend
to take over many things from residents, despite aiming for residents to be autonomous
and in charge of their own care. This, combined with the high status of the GP in the
eyes of residents, seems to result in a lack of assertive behaviour among many
residents. However, the interviews show that respondents do have numerous
subjective needs regarding GP care and should be encouraged to express these in order
to improve the quality of care.
As was found in literature (see also p. 49), the interviews also show considerable
individual differences among older adults regarding the level of involvement and
information they want. Also, the interviews pointed to gender differences. For example,
it was found that men have more negative attitudes towards discussing psychosocial
problems with their GP than women. This is in line with earlier research about helpseeking attitudes regarding psychosocial problems among men and women (Mackenzie,
Gekoski, & Knox, 2006). Also, women generally expressed the need for reassurance
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whereas men did not do so. They were also more often unsatisfied about the level of
interest shown by the GP. This might be attributed to gender differences in the need for
social support. It was found that older men and women differ regarding the sources and
types of support received and provided (Okamoto & Tanaka, 2004; Shye, Mullooly,
Freeborn, & Pope 1995 ). This may mean that they have different needs in this area as
well.
Differences were not only found between men and women in general, but also
between individual respondents. Therefore, caregivers should know about individual
preferences of residents and correspondingly adapt their care to them. GPs should
actively use the care and living plans of residents, as these document their preferences,
and adapt treatment plans to these care plans of residents, especially regarding their
somatic and psychosocial well-being. This way, the autonomy of residents in their own
care is emphasised, fitting the current trend towards greater self-management (see
Section 1.2).

4.5 Conclusions
The interviews provide more insight into the subjective needs of older adults in
residential homes and assisted living facilities in the Netherlands. These needs are
partially similar to those of older adults in general, but as was expected, the specific
setting of residential homes and assisted living facilities contributes to some of the
differences. Examples are subjective needs regarding the essential role of nurse aides in
GP care and the organisation of consultations, i.e. the need for visits or surgery hours in
the facility. Several of the needs found point to a need for an individualised, personcentred integral approach. This is congruent with other studies in which this approach
was described as being suitable and desirable for this group of older adults (see also p.
16). It also means that the initiatives on integrated care and monitoring may be on the
right path; they appear to meet the needs of residents in residential homes and assisted
living facilities (Blijenberg et al., 2012; Hébert et al. 2003; Metzelthin et al., 2013;
Muntinga et al., 2012; Ruikes et al., 2012; Spoorenberg et al., 2013; Stijnen, DuimelPeters, Jansen, & Vrijhoef, 2013; see also Section 1.3.4 ).
From the results of the interviews, we can derive several elements in GP care that
may be important in order to fulfil the subjective needs of residents. First, monitoring
may play an important role in achieving a person-centred and integral approach in GP
care, despite creating a tension with the limited resources available. Regular monitoring
visits provide a good opportunity to fulfil the basic needs for security and interest and
underlying needs, including the need for structural visits. Such visits are usually
performed by practice nurses. A disadvantage of such visits is that in the Netherlands
the focus usually lies on certain chronic conditions such as diabetes. However,
structural monitoring of the resident’s whole situation may be cost-effective because
68

209214-L-bw-Dorland

Subjective needs of residents

problems are more likely to be detected in an earlier stage (see also the various studies
in the National Elderly Care Program that investigate effectiveness and efficiency, p. 2021). Second, a good GP-patient relationship is needed to fulfil the most important needs
of residents, i.e. the subjective needs for security, interest and familiarity. In the eyes of
the respondents, a third essential element is a good collaboration between GPs and
nurse aides, though residents are not specific about the details of this collaboration. A
last element is individuality. There are many individual differences in the subjective
needs of residents, and GP care should be adapted to these individual needs as much as
possible.
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5.1 Introduction
After covering the subjective needs expressed by residents themselves, in this chapter
the views of GPs and nurse aides regarding GP care in residential homes and assisted
living facilities are explored as well as their ideas on how to improve care for residents.
Chapter 1 demonstrates that GP care for residents can be complex because of
multimorbidity, polypharmacy, the high prevalence of psychosocial problems and the
shortage of preventive care (see p. 18). Also, organisational issues are described that
jeopardise the quality of care, such as the (lack of) continuity in the doctor-patient
relationship and the collaboration between GPs, nurse aides and other professionals
(see Section 1.3.2). In this chapter we explore the views of GPs and nurse aides on these
topics. First follows a description of the qualitative method used to explore the views of
GPs and nurse aides. Next, the results of these interviews are presented, followed by a
discussion of these results and conclusions.

5.2 Method
Selection of participants
Ten GPs and twelve nurse aides were selected for the semi-structured interviews (see
below). Only GPs were selected who regularly provide care to patients in the same
residential home and assisted living facility as where the participating residents live(see
p. 53). This was done so that for all parties the interviews regarded the same situation,
e.g. GP care in a specific residential home or assisted living facility respectively, making
comparison of the views of residents, GPs and nurse aides more straightforward.
In the rural area, only three GPs met our criteria above, because the small patient
population does not require more GPs working in the residential home in the selected
village. Some of the urban GPs declined when asked to
Table 5.1. Characteristics of participating GPs and nurse aides in the interviews
GPs (N=10)
Nurse aides (N =12)
Rural area
3 (30%)
5 (42%)
Urban area
7 (70%)
7 (58%)
Age (mean; range)
48,2 years (31-60)
39,9 years (22-55)
Working experience (mean; range) 17,4 years (1,5-30)
11,3 years (4-25)
Female
3 (30%)
12 (100%)
Male
7 (70%)
0 (0%)
participate; ultimately, seven urban GPs participated. The aim was to have dispersion
with regard to age, gender and the amount of working experience, as it was expected
that differences in these characteristics might lead to different views, opinions, and
attitudes. Due to the lack of available GPs there was not much opportunity to create the
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desired variety, but the final sample contained much variation in age and experience
nonetheless (See Table 5.1). However, only three female GPs could be included. Also,
because of the lack of candidates in the rural area, the number of participants from the
urban area was increased. Though the aim was to have equal numbers, this change was
made in order to have sufficient input from GPs.
Nurse aides were recruited from the same residential homes as the residents from
the study described in the previous chapter (see p. 53). Nurse aides were required to
have regular work-related contact with the residents’ GPs. A sample was drawn from a
list of all nurse aides with regular contact with the GPs of residents. The selection was
based on achieving dispersion in age, gender and the amount of working experience for
reasons as explained before. These nurse aides were then asked to participate. There
were very few men available on the list and ultimately, all nurse aides included were
female (see Table 5.1). This is in accordance with the general Dutch population of nurse
aides that also consist for a very large part of women.
Interviews
Carefully prepared semi-structured interviews were held in either the residential home
or the physician’s practice, and lasted about 45 minutes. A topic list and extensive
interview instructions on opening, follow-up, and probing questions were used (see
Appendices D and E). The taxonomy (see Chapter 2) was used to select all relevant
topics, the four main categories being somatic and psychosocial GP care, interpersonal
contact between GP and resident, organisational aspects of GP care and the role of
elderly care physicians. For each topic an opening question was asked to start up the
respondents’ mind and to elicit the respondents’ views and preferences. To gain
additional insight into what they find important, respondents were also asked to
evaluate current GP care in residential homes. The interview was designed to remain as
open as possible in order to provide room for respondents to spontaneously express
their views, and to avoid unwanted hidden or open suggestions of the researcher.
Recordings of the interviews were transcribed for further analysis.
Analysis
The method of coding and analysis was the same as the method that was used with the
interviews with residents (see p. 55-56). Equally, detailed coding instructions were
developed to guide the coding process. To check and enhance the reliability of this
process, another researcher independently coded several fragments of the same
interviews. Coding reliability according to Scott’s pi was high enough straight away
(Scott’s pi=.845), so no further improvements were required.
During the process of conducting and analysing the interviews, a log was kept with
memos, see Section 4.2 for more details about these memos.
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5.3 Findings
The views of GPs and nurse aides concerning the most important themes are presented
below. These regard the workload of GPs, the treatment of patients, psychosocial care,
contact between GPs and residents, the role of nurse aides, agreements between
residential home and GP, the number of GPs per residential home, and the role of
elderly care specialists respectively. The quotes that are used were translated by the
researcher for illustrative purposes only. The analysis and interpretation were done
using the original transcripts in Dutch. The translations of a sample of the quotes were
verified and improved by a native speaker. The researcher also used comments of this
native speaker to enhance the other translations. The original Dutch quotes can be
found in Appendix C.
Workload of GPs
According to some GPs, care for frail older adults in residential homes is more
burdensome than for those living in the community, because health problems and care
needs are more complex. According to one GP:
‘People don’t move to a residential home for nothing. So, that makes the work
sometimes, maybe a little, uh yes more complicated. Or the patients make it
more complicated. But essentially we keep doing our work as GPs and, in my
opinion it doesn’t matter whether someone barely manages to live at home
with the help of a partner, children, or if he lives in a residential home’ (GP 5).
An example of what makes it challenging in the eyes of GPs, is finding the balance
between treating patients’ illnesses and preserving their quality of life. Sometimes
treatments are invasive enough to have a negative effect on quality of life, for example
through side effects of medication. Based on the expected gains of the treatment and
the life expectancy of the patient, GPs in general consider it their task to decide
whether the losses regarding quality of life are worth it.
Other GPs experience a lower workload of residents than of older adults in general,
because they trust nurse aides to notice residents’ problems and inform them of what
they want to know. This way, GPs do not have to invest time themselves to keep an eye
on residents. Nurse appreciate it that their input is valued. However, they also say that
they do not like GPs completely relying on their observations instead of visiting the
patients themselves:
‘Some GPs prescribe drops right away, and that’s nice at that moment, but
they don’t see... the effect of those drops. They have to hear that from us. But
it’s all over the phone and, yes sometimes I have a problem with that, then I
think, come and see for yourself how the situation is.’ (NA 12)
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Treatment of patients
Many GPs say that they do not have an adequate overview of residents’ conditions and
state of well-being, because they lack the time for regular contacts. They feel stuck to
dealing with ad hoc problems instead of looking into long-term solutions by conducting
regular monitoring visits. Furthermore, most practice nurses assisting GPs focus on
patients with certain conditions, such as diabetes, so they do not necessarily monitor all
residents nor are they informed of the whole situation of patients. Many nurse aides
agree that GPs are not always well informed; they think GPs should make more time for
follow-up visits to monitor treatment of residents. On the other hand, nurse aides
themselves do not always feel they have a good overview of residents’ situations either.
They partially blame the communication with GPs:
‘It happens that the GP has already been there and that we missed him. Yes, I
think that’s detrimental, because I like to hear ‘what did the doctor say to
you?’. And if nothing is written down, then it’s difficult. Yes, I guess that’s it
then. Then you have to wait, does medication arrive? What does this good
man have? What is his story, what was his vision on the client?’ (NA 11)
According to both GPs and nurse aides, one way to acquire a better overview of the
situation of residents is to improve the reports in the care and living plans of residents.
Many nurse aides want GPs to write consultation reports in these plans, especially if no
nurse aide attended the consultation. Most GPs, however, want nurse aides to take
over report writing so that the latter are informed of all arrangements right away. They
often feel the care and living plans are not very workable for them because it is unclear
where to find information and they already have their own patient files. In their eyes,
using electronic files, preferably connected to GPs’ own files, would make finding
information and reporting faster and easier. Another way to gain a better overview are
structured consultations between GPs and nurse aides about residents. One GP said:
‘The coordinator of the nurse aides would come to the practice with the files.
And we reviewed the medication prescriptions, how someone was doing, and if
anything was needed for physical problems. That was very efficient, you
reviewed the entire residential home in half an hour. And uh, then you could
make arrangements to do visits when needed. I thought that was a pretty
good system.’(GP 10)
Besides problems with gaining an overview, some GPs experience problems in
controlling prescriptions. For instance, when they want to make changes to the
medication a patient takes, they find it understandably difficult to alter prescriptions
from specialists:
‘It’s difficult to make changes to that [prescriptions] because the specialist
prescribed them. And also for ourselves, then I think, I sent those people to the
internist. And then when he thinks of something, uhm [it’s] almost subversive. I
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mean you can have a different opinion. Whether another blood pressure
lowering pill should be added or not. But that is sometimes exactly what you
have referred them for. Then you can’t say, no I don’t really like that idea, let’s
not do that.’ (GP 8).
Many nurse aides also feel residents’ prescriptions should be controlled better:
‘People have been taking the same medicines for so many years. It’s never
looked at like hey let’s see if something can be discontinued.’ (NA 9)
Psychosocial care in residential homes
In general, both GPs and nurse aides attribute themselves a role in spotting
psychosocial problems of residents. For GPs the detection of problems comes either as
a result of consultations with residents or of reports from nurse aides. According to
most nurse aides, it is easy to notice when something is wrong with someone, because
they have daily contact with residents. Consequently, they try to help residents vent
their feelings and to seek help. They want GPs to be actively involved and to take
psychosocial problems seriously. Many nurse aides say they contact the GP for referral
to adequate care in cases of psychosocial problems. Surprisingly, however, even though
GPs consider referrals their task, most of them hardly ever refer residents to mental
health care professionals. Moreover, they mention offering counselling, but have little
time to provide this. Some GPs wish they had more time so that they are better
informed of residents’ situations, which, in their view, makes it easier to detect and
respond to psychosocial problems of residents. Others think residential homes should
provide psychosocial care: in their view social contacts should be facilitated and mental
health care professionals should be available in residential homes.
GPs and nurse aides both say that they have difficulties dealing with
psychosocial problems of residents. Many nurse aides feel frustrated because
in this respect there is little they can do for residents. Some GPs find it difficult
to provide an appropriate solution because of the abstract and individual
nature of psychosocial problems:
‘It’s [psychosocial problems are] more elusive than blood pressure. You can
measure that and then you know whether it’s too high or too low. And you
give a tablet and then it goes down, that’s very… clinical, of course. And with
those psychological problems it’s a little bit harder to know what it is.’ (GP 1)
Contact between GPs and residents
Most GPs value that residents are familiar to them as mostly they have known each
other for a long time. Therefore, some of the older experienced GPs prefer to conduct
visits themselves:
‘I like seeing those people on a regular basis, and those people like seeing me
every three months. So at this point I don’t need a practice nurse, I don’t want
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it either. It just costs me a lot of money. I hardly see the patients anymore, and
the patients hardly see me anymore. So uh, not for me’ (GP 4)
Many nurse aides, however, think that GPs do not always show personal interest in
residents. In their eyes, residents are not always being taken seriously; according to
them, some GPs show an ageist attitude towards residents:
‘When residents themselves call, a lot of the time they [GPs] say “Why do I
have to come?” I think that’s weird.’ (NA 10)
‘Maybe they find it difficult, if someone is that old, to be able to do something.
That is possible, I don’t know. I don’t know if that’s the point, but often [I hear]
“But that lady is 95!” Then I think, sure, but there’s still something not right.’
(NA 8)
It is possible that nurse aides sometimes interpret a lack of time as a lack of
interest of GPs. On the other hand, the GPs’ statements about their contacts with
residents may have been partially social desirable answers.
Role of nurse aides during consultations
Most nurse aides find it important to attend GP consultations; it informs them of the
resident’s situation and feelings and of the GP’s advice. They also have the opportunity
to ensure that residents’ as well as their own view on the problems are communicated
clearly: nurse aides want their contributions in this respect to be taken seriously:
‘It’s often more convenient for the doctor as well, I think, if he’s told our vision.
[…] I have some people who uh, he comes for this problem, but people start
with another problem [...] Treat for the right problem, which we called for, and
that the patient comes with another problem. Of course, that happens. […].
When I or one of my colleagues are present at a consultation you have direct
contact, so it’s communicated back to the rest or it’s written down in the
communication report.’ (NA 11)
GPs want nurse aides to be well informed and prepared when attending consultations.
They complain that many of them do not have sufficient knowledge, for example of
medical conditions. They dislike the, in their eyes, overall decreasing educational level
of nurse aides as a result of the decreasing number of registered nurses and of higher
educated nurse aides, and the increasing number of lower educated nurse aides:
‘The people who have to provide the care often have very minimal education,
no experience. And there are too few people to provide good care. Look, you
can make arrangements about care, but if basic care can’t even be provided,
then you can’t expect anything really. Then you can’t implement these
arrangements in daily practice.’(GP 9).
Another issue is that nurse aides want GPs to take their requests for consultations
seriously. On the other hand, GPs feel that nurse aides do not always have a clear
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question when they call for a consultation. One GP proposes that nurse aides could fill
out a small form to help clarify their questions before they call.
Agreements between residential home and GP
Generally, both GPs and nurse aides want structural agreements about GP care in
residential homes. According to most GPs, these agreements should be kept simple,
leave room for ad hoc work, and avoid unnecessary meetings. But many nurse aides
would like more structure and unity in agreements, for example through working with
protocols. Some GPs and nurse aides feel favourable towards structural meetings with
each other, in order to discuss the situation of patients. Some GPs would like to have
structural agreements with residential homes but find it difficult to fulfil the
requirements for reimbursement because they feel these are too strict and have
unnecessary obligations.
GPs have varying opinions about the need for clustering visits and about how to
cluster visits in residential homes: some prefer a surgery hour, for example in the rural
residential home this is permanent feature. One GP mentions having a surgery hour in
an assisted living facility, but that the reimbursements do not suffice. Some of them are
afraid that this type of structural availability increases demands for GP care. Conversely,
most nurse aides think that the availability of GPs should be increased. Other GPs are
afraid that residents will wait for the surgery hour instead of reporting a problem right
away and let the GP decide whether it is urgent.
The number of GPs per residential home
Some nurse aides prefer a limited number of GPs attending the residential home,
making agreements easier. Several nurse aides even like to have a GP fully dedicated to
the residential home, especially for the nursing home care wards. According to nurse
aides telephonic access would be easier when fewer practices have to be called.
Currently, nurse aides find many GP practices are difficult to reach because they are
only available in the morning when nurse aides are occupied with the personal care of
residents. On the other hand, some nurse aides say that they like the diversity of having
multiple GPs coming in for consultations. In the end, nurse aides find it most important
that the same collaboration agreement exists with each GP practice, regardless of how
many GPs this concerns. Some GPs agree that limiting the number of GPs per residential
home would be desirable; it would make collaboration with nurse aides easier, and it
has logistic advantages when they have more patients in one location. However, as
disadvantages GPs mention the lack of continuity in the resident-GP relationship and a
higher workload when all residents are shared by a limited number of GPs. GPs see both
sides of this issue as all arguments, both pro and against are mentioned by the same
GP.
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‘On paper it has many advantages. GPs have always resisted it, because they
feel like they’re our patients. Yes, a little. And the patients apparently think it’s
worth staying, so there’s a connection. That has always been an issue. And I
have to say that the residential homes never gave the impression of really
wanting to go into that direction. Even though from their point of view I would
think it’s an improvement. But then there is also the freedom to choose your
own doctor, we think that is very important too. [...]. What if you do this with
four GPs? Then all of a sudden you have 50 ‘heavy’ patients. Then you have to
be ambitious and I don’t think, I don’t know, that it is what the GPs want. […].
And then you have the point of how to divide it, because those homes are
spread over town. […] I think it’s a feeling: I’ve always been coming here.’ (GP
5).
Role of elderly care physicians
Most GPs value the contribution of elderly care physicians for residents with complex
physical and psychogeriatric problems. However, they prefer to collaborate with elderly
care physicians on a consultation basis only; GPs do not consider it necessary that an
elderly care physician is available in residential homes at all times, like in nursing homes.
In their eyes, they should not take over any GP work:
‘In our situation I don’t need that. No, then I think I’m a GP and they are my
patients. It sounds so... , but it’s true. And I don’t think that someone who
moves to a residential home should lose their physician. Because I’ve been
their GP since they lived at home . And I also think it’s part of the job. [...]. But
yes, you do need to have a little feeling for it[…]. Yes, on a consulting basis I
might think it’s a good idea, that you can consult them, but not as a regular
doctor, no.’ (GP 1)
Some nurse aides collaborate with elderly care physicians on a regular basis. In their
view, elderly care physicians often have a better overview of residents than GPs have.
Therefore, they are in favour of more structural involvement of these physicians in
residential homes.

5.4 Discussion of findings
Table 5.2 provides an overview of the main results for both GPs and nurse aides. It
shows that the opinions of Dutch GPs and nurse aides concerning GP care are
sometimes similar but often different from each other. Examples of similarities are the
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Table 5.2. Opinions of GPs and nurse aides regarding GP care.
Topic
GP
Nurse aide
Workload
* Workload is high
* GPs rely too much on nurse
aides
Overview
* GPs need more overview
* GPs need more overview
* Nurse aides should be
* Nurse aides need more
informed
overview
* Nurse aides should do the
* GPs should do the
reporting
reporting
Psychosocial
* GPs have an identifying and
* GPs should be actively
problems
referring role
involved in psychosocial
* GPs need more competence
problems
regarding psychosocial problems * Nurse aides need more
* Nurse aides should observe
competence regarding
psychosocial problems
psychosocial problems
* Nurse aides have a problem
detecting role
GP-patient
* GPs need a familiar doctor* GPs should be more
relationship
patient relationship
interested in patients
Competence and
* Nurse aides should be better
* GPs should take residents
skills
trained
more seriously
Role of nurse
* Nurse aides can attend
* Nurse aides should attend
aides in GP care
consultations if they want to
consultations
Agreements
* GPs want simple agreements
* Nurse aides want
between GPs and with room for acute problems
agreements with structure
nurse aides
* GPs have mixed opinions on
and unity
surgery hours in residential
* GPs should be more
homes
available
Number of GPs
per residential
home
Role of the elderly
care physician

* GPs have mixed opinions on
reducing the number of GPs
* Elderly care physicians should
have a consulting role only

* Nurse aides want to reduce
the number of GPs per
residential home
* Elderly care physician
should be involved more
often in the care for
residents

importance of the resident-GP relationship and the lack of overview of the situation of
the resident. Both parties want to have an overview of the situation of residents and
they both want the other party to have an overview as well. GPs and nurse aides say
that a lack of overview is partially due to a lack of continuity in the relationship with
residents from both the GP’s and the nurse aide’s side. Both GPs and nurse aides often
work part- time. In addition, the current organisation of GP care, with the employment
of practice nurses, makes continuity in the relationship between GPs and patients
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scarce (see p. 18), even though continuity in the resident-practice nurse relationship is
also considered desirable (see Section 4.4). Furthermore, care is fragmented and there
is a lack of reimbursement, and thus a lack of time, for activities that
provide overview. To be mentioned are meetings between GPs and nurse aides, or
meetings that are not directly related to illnesses, such as social visits (see p. 19-20).
According to GPs and nurse aides, adequate reporting in the care and living plans
could improve the overview of all parties. However, the current way of reporting is
unsatisfactory for them. A way to gain and keep a better overview of the situation of
residents is to structurally monitor them, as is the focus of several recent initiatives in
the Netherlands (see p. 20-21). However, GPs in this study say that they lack time to do
this on a structural basis.
There seems to be a gap in GP care for psychosocial problems. Earlier studies show
that GPs generally have difficulties adequately recognising these problems (see also p.
17; Duzijn, 2005; Volkers, et al., 2004). Psychosocial problems manifest differently in
older adults, which makes them more difficult to recognise (Kuin, 2007). In addition, this
type of problems is sometimes confused with aspects of the normal aging process
(Lenze & Wetherell, 2009) or physical conditions, or there is an incorrect distinction
between different types of psychosocial problems (Kogan, Edelstein, & McKee, 2000).
This was confirmed in the interviews. Time restraints and limited training prevent GPs
from providing proper counselling, but the interviews showed that there are also few
referrals and medication prescriptions. Nurse aides in the interviews attribute
themselves a detecting role too, but they are not trained well enough for this task
either. So, in practice not much gets done about psychosocial problems, despite the
high prevalence among older adults in our population (see p. 14; De Klerk, 2004; Eisses,
2005). For an integral approach, having sufficient attention for psychosocial care is
essential (see p. 16). As the interviews show, adequate methods, skilled personnel and
facilities, are needed for easy detection of these problems. Also, active referrals to
mental health care professionals such as primary care psychologists or
geropsychologists are required (see also p. 19). To achieve this, protocols for
collaboration between GPs and mental health care professionals should be emphasised.
According to both GPs and nurse aides, GP care would be more efficient when
clear agreements are made between GPs and residential homes, for example about the
organisation of consultations and the collaboration with each other and with other
professionals. Regarding the organisation of consultations they mention that there can
be agreements about the clustering of consultations into surgery hours and visiting
rounds or the presence of nurse aides during consultations. As was discussed in Chapter
1, limiting the number of GPs per residential home provides the best clustering
possibilities for consultations and makes collaboration easier (see also p. 18; KNMG,
2010; Van de Rijdt- Van de Ven, 2009). This is confirmed in the interviews in this
chapter. However, GPs also fear that their workload, which is already experienced as
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high, will further increase when focusing their work on only one residential home.
Literature confirms the high workload and that residents generally require more time
than other patients (see also p. 18; Gussekloo, de Craen, & Westendorp, 2000;
Kavanagh & Knapp, 1998; Marrone, 2003; Pell & Williams, 1999). To aide in this, there
are modules for structured care for elderly care available in the agreements between
GPs and insurance companies that make it possible to receive extra reimbursements for
these patients (see also p. 20; Maes, 2011).
Because of the often complex care needs in combination with polypharmacy, it is
important for GPs to collaborate with other professionals (see also p. 19). For example,
the collaboration with pharmacists should be reinforced to make regular medication
reviews, checking for negative effects of polypharmacy (Loganathan et al., 2011; KNMG,
2010; Van de Rijdt- Van de Ven, 2009). In addition, other professionals such as elderly
care physicians can be consulted about complex problems of residents (Schols et al.,
2004). GPs expressed reluctance to consult an elderly care physician, probably because
of a lack of clarity about who has the end-responsibility for the patient. On the other
hand, nurse aides clearly express the added value of elderly care physicians. This means
that such collaborations should have clear agreements about the responsibilities of
each professional. KNMG (2010) emphasises this, and provides guidelines for the
division of responsibilities.

5.5 Conclusions
Even though their opinions and preferences do not always coincide, GPs and nurse
aides in this study agree that current GP care in the Netherlands is not optimal. The
results also lead to valuable clues for the improvement of GP care: 1) Regular
monitoring visits, possibly done by practice nurses, may fulfil the need for overview of
GPs and nurse aides; 2) This overview for GPs and nurse aides can further be increased
by having a good reporting system; 3) Despite some counterarguments, clustering
consultations by using surgery hours or visiting rounds can make care more time
efficient; 4) More attention is needed for the recognition and treatment of psychosocial
problems; 5) Clear collaboration structures are needed between GPs, nurse aides, and
other professionals.
In the next chapters, two important additional steps are needed to enable the
formulation of a proposal for the improvement of GP care for frail older adults in
residential homes and assisted living facilities. First of all, for some subjective needs
found further clarification and specification is essential, especially when the needs and
views of residents, GPs and nurse aides do not match. Next, these subjective needs and
views have to be translated into a usable proposal. This means that the research
approach will change from a descriptive to a prescriptive one from here on (see Section
1.5), and the emphasis will be on the elaboration of ideas for the proposal to be
formulated.
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6.1 Introduction
The interviews with residents, GPs and nurse aides, as reported in Chapters 4 and 5,
revealed many subjective needs and views. Initial ideas for the improvement of GP care
were formulated in their conclusions. In this chapter, a change is made from an
empirical descriptive to an analytical prescriptive approach. The subjective needs and
views found in the previous chapters will be processed into a proposal for the
improvement of GP care in this and the next chapter. This means that the focus of the
studies done in these chapters is not on collecting data but on collecting insights and
opinions that can be used for the proposal. In a first step to achieve this, focus groups
with residents, GPs and nurse aides are held to develop ideas about how to design and
organise GP care in order to fit the needs. Several topics should be discussed in these
groups so that improvements can be formulated, because some of the needs found
require more clarification and in-depth discussion, while on others residents, GPs and
nurse aides appear to disagree.
A first topic for discussion in the focus groups is monitoring. The face-to-face
interviews showed that a monitoring process can be favourable for improving GP care
(see Sections 4.5 and 5.5). This finding is supported by several authors (see for example
KNMG, 2010; NHG, 2007; Van de Rijdt- Van de Ven, 2009), and there are some studies
in the National Program for Elderly Care that investigate the implementation of such
processes (see p. 20-21). With the focus groups more information is sought about the
preferred shape of the monitoring process, taking into account the needs of residents,
GPs and nurse aides. Especially the need to be informed seems to be important as a
subject matter for the focus groups (see p. 49, p. 59, and p. 80) .
A second topic that needs exploration, is the organisation of consultations. GPs
and nurse aides differ as to their ideas on clustering of consultations, combined with
reducing the number of GPs in a residential home (see Section 5.4). The main concern
of residents is the availability and accessibility of GP care (see p. 61). With the focus
groups we hope to find clues for addressing this problem.
A third topic concerns the provision of information to residents. Both the
literature study and the interviews with residents showed a pronounced need for
information in this group (see p. 43-44 and p. 57). Providing residents with information
about common health conditions and other relevant health topics may contribute to
fulfil this need, but it remains unclear how this should be done. Two options are
individual conversations and group meetings; but which of the two is preferable, and
how to design and organise it?
A fourth topic for elaboration and discussion in the focus group is GP care for
psychosocial problems. Residents feel very ambivalent about their needs in this area
(see p. 67), whereas GPs feel unsure about this part of their task (see p. 81). How to
decide on this topic and how to design an improvement?
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The remaining of this chapter covers the focus groups that were held to address
these topics and to answer the question how the results of this study can be used in
preparation of a proposal for the improvement of GP care.

6.2 Methods
Selection of participants
We decided to make the focus groups heterogeneous by placing residents, GPs, and
nurse aides in one and the same group. Though there are strong arguments to use
heterogeneous groups (see Section 1.5), there were two challenges that may impair the
quality of the group discussion in such a group. One challenge was to create feelings of
equality among participants. This is more difficult to do in heterogeneous than in
homogenous groups as participants have less in common and therefore are less likely to
feel equal and comfortable to express opinions, and because in its functioning the one
group is dependent on the other (Krueger & Casey, 2009). This point was definitely a
concern as many residents who were interviewed said they experience inequality in the
relationship with GPs and nurse aides. Moreover they often feel that the professionals
know better and should decide (see also p. 58). Another challenge was the difficulty to
predict how GPs and nurse aides would react to each other. The interviews showed that
they partially blame each other for the aspects of GP care that are not working
optimally (see for example p. 75). It could become challenging to make them
collaborate constructively on shared topics.
Two focus groups with each nine participants were put together. We decided to
keep the focus groups relatively small (not more than 10 participants) because of the
complexity of the topics to be discussed (Krueger & Casey, 2009). Furthermore, we
opted for residents to be the majority of participants for two reasons. First, their
opinion is most important following the research issue of this project. Second, being
part of the majority may reduce feelings of inequality compared to GPs and nurse aides.
In each focus group we planned five residents: two from an urban residential home,
two from a rural residential home, and one from an urban assisted living facility.
Regarding the selection of GPs and nurse aides, the aim was to have representatives of
both the urban and the rural area. So two nurse aides and two GPs were asked to
participate, one from each area. However, due to a last minute cancellation, finally only
one nurse aide from the urban area participated in the second focus group.
The managers of the residential homes and the home care organisation
responsible for care in the urban assisted living facilities (see also p. 53-54 and p. 72-73)
were asked to nominate residents and nurse aides with sufficient experience in GP care
for participation in the focus groups. These managers were asked to base nomination
on whether they expected respondents to have an opinion on the topic, and to be able
and assertive enough to clearly articulate their standpoints and opinions.
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As to GPs, all of them in the urban area who participated in the face-to-face
interviews (see p. 73-74) were asked for participation in the focus groups, because of
their proven interest in the topic. Four GPs agreed to participate, three declined
because of a lack of time or interest in the topic. To make sure that residents would feel
free and comfortable, GPs were not in a focus group with their own patients.
Consequently, none of the GPs in the rural area could be asked to participate, because
of their familiarity with all residents in that area.
Procedure
As already explained, four topics were selected for elaboration in the focus groups: (1)
the monitoring of residents, (2) the number of GPs and the clustering of consultations,
(3) the provision of information to residents and (4) care for psychosocial problems. We
decided to structure the focus groups around the first three topics. The topic of
psychosocial problems was more indirectly included in the focus groups. From the faceto-face interviews it became clear that residents are not used to discussing this type of
problems, and are not sure of the role of GPs in this type of care (see Section 4.4).
Therefore, it was decided not to address psychosocial problems as a separate topic.
Instead, it was included in the discussion about the monitoring process and the
information provision by making it a point of attention. As both topics are not supposed
to be limited to somatic problems only anyway, it would be easy to probe on
psychosocial problems during the discussion of the other topics. For example, when
discussing topic (3), i.e. the information meetings, we looked for mentions of or
indications for psychosocial problems as topics to include in such meetings. Or the
facilitators suggested psychosocial problems as a possible topic for these meetings. The
topic list and guiding questions for the focus groups can be found in Appendix F.
In designing the process of the focus groups some precautions were taken to
prevent or reduce possible feelings of inequality among the participants. First of all, in
each focus group the three remaining topics were first discussed within two
homogeneous subgroups, i.e. a subgroup with residents and one with GPs and nurse
aides. The main reason was that people usually feel more free to express their opinion
and feelings in smaller groups. Moreover, working with two independent (sub)groups
may enhance the total number of different ideas that pop up. The GPs and nurse aides
were put together in one and the same group because otherwise the subgroups would
become too small. The facilitators of the subgroups were to guide the discussions so as
to maximise the generation of ideas, without these ideas immediately being discussed
by the other participants. The facilitator of the plenary part of the focus groups was to
guide the process so as to prevent the group from possible imbalance as much as
possible. This favoured equal contributions by each of the actor groups.
Each group had one meeting, which was sufficient to address the three central
topics. After the introduction, in which the aim of the focus group was explained, and
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the participants were introduced to each other, the first central topic was introduced.
The groups were asked to share their opinions and ideas on this topic, first in
subgroups, as described before, and then in a plenary discussion. This procedure was
repeated for the other two topics. As a last remark all sessions with subgroups and
plenary groups were registered on audiotape, ready for analysing afterwards.
Analysis
After finishing the two focus groups, first the recordings of the sessions were used to
make abbreviated paraphrased transcripts. Throughout the analysis the audiotapes
were revisited when the transcripts were not elaborated enough on what was exactly
said by the respondents. This was for example done when looking into the arguments
respondents provided to explain their opinions. The abbreviated paraphrases simply
state what the segment is about. For example , one segment was about the residents
explaining that everything is written down in their care and living plan and that this
informs several people. Next, all relevant segments relating to each of the three main
topics were grouped together. A next step was to re-listen to all segments related to
one single topic at a time, and to elaborate on the abbreviated paraphrases with notes
about their specific content. This was done to create an overview of the opinions and
arguments of each of the participant groups, e.g. residents, GPs, and nurse aides,
regarding each topic that was addressed. Notes were added regarding the participants’
thoughts and feelings about the topic, including examples and arguments participants
used to illustrate their points. For the segment about the care and living plan used in
the example above, the information added explained how some residents appreciate
everything being written down, while some had to get used to it. It also explains that
the care and living plan is used to inform both residents’ children and nurse aides about
the residents. Next, these elaborated paraphrases were coded. The codes were used to
group segments together. This then allowed for identification of opinions and
arguments for each participant group. For example, regarding the organisation of
consultations there were two options: surgery hours and visits of individual residents.
Themes within this topic were privacy, independence and emergencies, amongst
others. These themes could then be categorised as advantages or disadvantages for
each option and for each participant group. The coding was done iteratively, meaning
that the codes were adapted during the coding process with the aim of finding the best
way to represent the view of the participants.

6.3 Results
This paragraph represents the results of the analysis described above. These results
represent the views of the focus group participants regarding the three main topics, e.g.

87

209214-L-bw-Dorland

Chapter 6

the monitoring of older adults with chronic condition, the clustering of consultations
and the number of GPs, and the information provision to residents.
Monitoring of older adults with chronic conditions
In the focus groups, GPs and nurse aides explained that, currently, residents are
monitored in two separate processes: one performed by GPs and one by nurse aides.
However, participants consider both processes not to function optimally and not to
meet the needs of residents, nor those of GPs and nurse aides themselves. According to
GPs and nurse aides, the reason why the monitoring process of GPs does not suffice
appears to be a lack of structural monitoring. The focus is often on particular chronic
conditions only, which means that residents who do not have these conditions are not
monitored despite that this might render health benefits. It also means that the focus is
on chronic conditions and not on the entire health situation of the resident.
GPs say that a reason for not implementing a structural monitoring process beyond
the scope of certain chronic conditions, is that they lack the time to do this as a result of
their high workload and the lack of reimbursements for non-acute visits. Nevertheless,
they would like to do more preventive work next to the ad-hoc part of their work. In
their eyes, regular contact with residents as part of a monitoring process would provide
an opportunity to do this. They think that such monitoring visits would be essential for
the detection of problems. According to GPs, these visits can either be performed by
the practice nurse or they can be part of a regular visit.
Residents too perceive the benefits of these visits, although they say these are only
required for people with problems. This is especially so for loneliness and for general
feelings of support and interest from the GP. Residents mention three indicators for
starting structural monitoring: a) feeling frail, b) having psychosocial problems, or c)
having just been released from the hospital. This implies that residents want to be
monitored for other reasons than the chronic conditions they have. However, for many
GPs these indicators currently are no reason to start monitoring.
In residential homes, the regular evaluation of the care and living plans of residents
can also be considered a form of monitoring. Most residents in the focus groups say
they appreciate discussing their care and living plans with nurse aides, as long as they
feel familiar with the latter and they trust them. After an initial period of getting used to
everything being written down in their files, residents say it reassures them that all
relevant information about them is available when needed for them, for their relatives,
and for professionals.
However, in the eyes of the participants this monitoring process also has its flaws.
Nurse aides state that they do not experience much added value from the current care
and living plans. Many of them consider the use of the plans time-consuming and
inefficient. Some nurse aides also state that they are not always able to formulate
attainable goals and feasible actions. It is a difficult and abstract process to go from
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defining a problem to formulating a goal and consecutive actions. In addition, most
nurse aides in the focus groups think that the daily contacts with residents are
sufficiently informative. This, in their eyes, makes a separate discussion of the care and
living plan unnecessary. For nurse aides, these are reasons why the plans are not always
up to date. Some nurse aides say the care and living plan would be better used if there
were more continuity in the care giving process (e.g. more time with the same resident)
and better education for nurse aides in spotting problems of residents. Most GPs in the
focus groups agree with this. In their eyes many nurse aides are too busy with basic care
tasks and meetings for a conversation with the resident. And nurse aides with less
training may not have the skills to do this. Most GPs do not find the care and living plans
easy to use. In their view, it is unclear where to insert or retrieve information. Currently,
they prefer nurse aides to take over the reporting in the care and living plans so that
they themselves are not involved in it. But most nurse aides in the focus groups say that
they do not want to be responsible for possible mistakes when writing down the GP’s
advice.
Most participants consider both types of monitoring as completely different. In
their eyes, the care and living plans focus on care, living and well-being, while GPs
generally focus on medical care only. Therefore, both nurse aides and GPs prefer to
continue monitoring separately.
Clustering consultations and the number of GPs
Two options for clustering consultations were discussed in the focus groups: surgery
hours in a separate room of the residential home, and visiting rounds respectively. The
latter involve GPs making a round through a residential home, visiting several residents
consecutively (see Figure 2.5). Advantages of visiting rounds mentioned by participants
are that residents have more privacy because they are visited in their own apartments,
and that it is especially suitable for residents who are less mobile. Also, seeing residents
in their own apartment provides GPs with more clues on the resident’s situation, and
residents may feel more at ease in their own apartment.
According to the participants, advantages of surgery hours in a separate room are
that it contributes to the independence of residents going there by themselves, and
that it increases opportunities for social contact while sitting in the waiting room. Also,
GPs have more means available to easily carry out medical and administrative
procedures, which enlarges the scope of possible treatments. Next, when several GPs
have separate surgery hours in the same residential home, the total time that at least
one GP is present increases. Finally, emergencies can be handled by the GP who is
present at that moment. Of course this is more effective if the surgery hours are
scheduled sequentially.
As a disadvantage of visiting rounds it was mentioned that GPs may experience an
increased demand for care, i.e. ‘Doctor, since you are here anyway, could you...?’.
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Disadvantages of surgery hours are that residents will not always be able to see their
own GP and that there is less privacy for residents; other residents can see them going
to the surgery hour.
Another result of the focus groups is the idea that clustering of consultations will
most probably work best when GPs have sufficient patients to allow for one or two
visits per week to the residential home. This is most easily achieved when there is a
limited amount of GPs who attend the same residential home. The focus groups
confirmed the results of the interviews that, though limiting the number of GPs per
residential home is desirable, familiarity and continuity in the GP-patient relationship
are seen as key features of GP care. These are perceived by most participants as strong
contributors to the quality of care.
The participants in the focus groups offered a possible solution for the dilemma of
reducing the number of GPs per residential home on the one hand, and maintaining
continuity and familiarity on the other. All patients keep their own GP, while a limited
number of GPs holds a surgery hour. The GPs have their surgery hour on separate,
specified days. This way, residents can decide whether they want to go to the surgery
hour of the GP available that day, or whether they want to wait until their own GP is
available.
Provision of information to residents
Residents’ need for information generated the idea of organising group information
meetings about a variety of topics, as a low-threshold way of providing information. GPs
and nurse aides in the focus groups feel favourable towards group information
meetings. They name several topics about which residents could be informed. For
instance incidents such as the Mexican Flu, infectious diseases, falls, problems with
vision and hearing, blood pressure, diabetes, loneliness and other psychosocial
problems, memory problems, and partners with dementia. Next to information about
conditions, both GPs and nurse aides want residents to have information about care
after a hospital discharge and about the use and provision of medication.
However, most residents in the focus groups do not feel favourable at all towards
group information meetings on specific medical subjects. They do emphasise their need
for information about conditions and medication, but they also state that these needs
are roughly met during regular GP contacts. They only appear interested in information
that is directly relevant to their own situation. Other ways of communicating
information, such as through folders, magazines, or TV, are not embraced either by
residents. Most of the participating residents do not want more information than what
was provided when they were diagnosed or when the medication was first prescribed.
As reasons for this they mention: lack of interest, indolence, leaving it to the GP to know
what is best for them, being afraid that the information will not be understood, feeling
uncomfortable discussing problems in a group, and being afraid to ask questions. GPs
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add that too much information can lead to agitation and false alarm among residents. In
sum, it turns out that residents do feel a need for health information, but it should be
focused on the personal situation and not on general health information.

6.4 Discussion
For a preparation of formulating a proposal for redesigning GP care, in this chapter a
switch is made from a descriptive to a prescriptive approach (see also Section 1.5).
Therefore, in this section the results of the focus groups are discussed in the light of
generating such a proposal or a redesign. This is done by means of a critical reflection
on these results, steered by a redesign of GP care (Tsang, 1997).
Monitoring
The focus groups show that the current monitoring processes in GP practices and
residential homes do not suffice. The monitoring processes of both GPs and of nurse
aides do not provide them with the necessary overview of residents’ individual situation
(see p. 80). The participating GPs and nurse aides consider both types of monitoring as
completely different and, therefore, prefer to continue monitoring separately.
However, despite these different perceptions there are strong arguments to combine
the two. The biggest advantage of integration is that it creates a comprehensive
overview of the situation of the residents, as is desired by all parties. In addition, the
care and living plan that is currently used in the monitoring process of nurse aides,
appears to be already designed to include both monitoring processes. That is, the
treatment plan of the GP is supposed to be a part of the entire care and living plan (see
p. 14-15). This plan could be used as a basis of a joint monitoring process. Because the
care and living plan covers all aspects of a resident’s life, it facilitates GPs in using a
biopsychosocial approach to care and in having an overview of a patient’s situation (see
p. 16). It also may help to avoid medicalisation of the living environment of residents as
a result of too much emphasis on medical aspects. However, from the focus groups it
became clear that the care and living plan currently cannot reach this goal. Nurse aides
and GPs do not experience much added value from the current care and living plan, and
thus do not always keep them up to date. They partially blame this on a lack of
continuity in the care giving process. This is remarkable, as the care and living plan was
originally designed to keep everyone informed of the residents’ needs, regardless of
their lack of continuity in the care giving process (IGZ, LOC, & ZN, 2012). This means that
adaptations in the use of the care and living plan are needed, in order to offer an
effective basis of a monitoring process.
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Clustering consultations
Both surgery hours and visiting rounds appear to have their own merits. However, the
independence of residents appears to weigh heavily. In that respect, surgery hours are
the preferred way to organise consultations, and they also seem to be the most
efficient. Exceptions should be made in cases that it is desirable or needed to visit
residents in their own apartments, for example when they are confined to bed or for
privacy reasons. As was discussed, some residents do not appreciate it when others can
see them going to the surgery hour. The latter may be especially important for residents
in residential homes, because they live closely together and already have less privacy
than those living independently.
The focus groups also make clear that though limiting the number of GPs is
desirable, familiarity and continuity in the GP-patient relationship are key features of GP
care (see also Section 5.4). Therefore, the latter should not be dismissed lightly. A
possible solution for this dilemma appears to be a) a limited number of GPs as attending
physicians who hold surgery hours that everyone can attend, and b) letting all residents
keep their GP if desired. There are some issues to be resolved in order to put this idea
to practice or to execute any plan for effectively decreasing the number of GPs
attending a residential home. For instance, it should be decided which GPs will become
the attending physicians holding surgery hours in the residential home and which will
not. A discussion of the options can be found in publications from the professional
association for GPs (Van de Rijdt- Van de Ven, 2004; 2009). In addition, the patients
need to either be transferred from the former to the new GP adequately, or the
attending GPs need access to the files of residents who are not their own patients. This
can be achieved using a similar system as used in out-of-hours care, where GPs can see
a summary of all patient files in their region (LHV, 2014).
Information provision
The previous chapters illustrated that frail older people show individual differences in
the amount of information they desire (see Sections 3.4 & 4.4). However, the focus
groups show that organising group information meetings or otherwise providing
background information on diseases and conditions does not fit the need for
information of residents. It seems that residents do have the need for health
information but that it is focused on the personal situation and not on general health
information. Hence, when providing information, most attention should be paid to the
individual resident-GP communication. Earlier research showed that empathy is a very
important factor in the communication between doctor and patient (Bensing,
Rimondini, & Visser, 2013). It not only is essential for strengthening the relationship, but
it also generates treatment adherence and outcomes (see also Derksen et al., 2013). In
addition, using affection in communication appears to increase the recall of information
afterwards (Sep, van Osch, van Vliet, Smets, & Bensing, 2014). Though several
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communication guidelines exist, patients have strongly varying other preferences
besides the need for empathy, for example regarding information provision and shared
decision making (see also Chapters 3 and 4 and Bensing et al., 2013). This means that
communication should be tailored to residents individually).
Psychosocial problems
Psychosocial problems were not separately addressed, they rather were mentioned as
part of other topics. Psychosocial problems were mentioned by GPs and nurse aides as
an example of a topic to provide residents with information. Even though residents
were not interested in this type of information, it does point out that GPs and nurse
aides consider psychosocial problems a topic that residents should be informed about.
Psychosocial problems were also mentioned by residents themselves as a reason for
monitoring them on a permanent basis. This is remarkable, given the often ambivalent
attitude of residents towards this type of problems (see Section 4.4) and the fact that it
is generally not a reason for GPs to start monitoring.

6.5 Conclusion
The focus groups and a critical reflection on its results lead to the following conclusions:
1. The current monitoring processes of GPs and nurse aides do not function optimally
in gaining and keeping an overview of the situation of residents. Much can be
gained by integrating the two processes into one monitoring process and using the
care and living plan more efficiently. Therefore, clear propositions are needed
about how GPs and nurse aides can use the care and living plan together in such a
monitoring process. These will be provided in the next chapter, using a Delphi
study.
2. After all, the best way to cluster consultations seems to be limiting the number of
GPs per residential home and organising surgery hours while keeping open the
option of visits for residents who are unable or unwilling to attend the surgery
hour.
3. Limiting the number of GPs per residential home will be further addressed in the
next chapter. Information provided should be tailored to the individual situation,
e.g. the residents’ health situation and conditions. This concerns the content and
the amount of information, as well as the way it is provided.
4. Psychosocial problems deserve much more attention of both the GPs and the nurse
aides. It might, for example, be part of a redesigned monitoring process (see 1.
before). The improvement of psychosocial care needs more elaboration, however,
and will be addressed in the next chapter.
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7.1 Introduction
The face-to-face interviews and the focus groups generated ideas for redesigning GP
care. The next step in this prescriptive part of the study, is to use these ideas to build
towards a proposal that can be used in policy regarding GP care. However, up till now,
only those directly involved in GP care for residents have been consulted in this project,
and input from a policy perspective is needed. This will be done by means of a Delphi
study with a panel of experts in GP health care. The primary goal of it is to generate as
many ideas as possible about how the subjective needs of residents, GPs, and nurse
aides can be translated into a workable proposal for GP care, that can be used as a basis
for public policy in health care. Next we will reflect on these ideas to gain the final input
for the proposal.
On the basis of our face-to-face interviews, combined with the findings of the
focus groups, the next topics were selected to be addressed in the Delphi study: (1)
monitoring (see Section 6.5), (2) the reduction of the number of GPs per residential
home, while maintaining a feeling of familiarity between patient and GP (see Section
6.5), (3) the organisation of consultations (see Section 6.5), (4) the improvement of care
of practice nurses, given the appreciation of residents in fulfilling their need for interest
(see p. 64), especially as to their role in providing overview and relieving the GPs’
workload (see Section 5.4), (5) the collaboration with nurse aides and with other
professionals who do specialise in geriatric care (see also Section 5.4),(6) psychosocial
care (see Section 6.5), and (7) the involvement of residents themselves in their own
care (see Section 4.4).
In the remaining of this chapter, first the methodological characteristics of the
Delphi study will be elaborated, followed by the results of this study and finally a
discussion of how these results can be used to improve GP care in residential homes.

7.2 Designing the Delphi
Selection of participants
The aim of the Delphi study was to generate options and arguments for the
improvement of GP care. This type of Delphi, where the aim is to provide options for
decisions instead of decisions themselves, is also called a policy Delphi (Turoff, 2002). In
this regard our policy Delphi differs from other types of Delphi’s where consensus is the
main objective.
Experts were sought to provide an opinion from a public policy point of view for
each of the three actors involved in GP care for residents, e.g. GPs, nurse aides and
residents. The selection procedure was aimed at creating diversity regarding expertise,
work field, perspective on the issue at hand and public policy for health care. For each
actor the main professional associations were contacted and the representative with
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expertise and experience in GP care in residential homes and public policy in this
domain was asked to participate. Ultimately, 15 experts participated, stemming from
the following categories of expert professionals (see Appendix G): (1) Policy officers of
the associations for senior citizens and for residents; (2) Representatives from Dutch
professional associations for GPs and nurse aides, as an input of GPs’ and nurse aides’
perspectives; (3) Experts in primary care, nursing sciences and psychology of ageing,
elderly care and geropsychology; (4) Policy officers of the main governmental
departments of the Dutch Ministry of Health, Welfare, and Sports involved in GP care
for residents.
Procedure
The Delphi study consisted of two rounds. In the first round the experts were
introduced to the topics of the Delphi study and to the role of a public policy decision
maker they were expected to play . The experts were asked to provide options for
public policy on the topics just mentioned, and to elaborate on their suggestions with
supporting and opposing arguments. They were also asked to decide which option they
after all preferred. Their answers were then used to ask more specific questions in the
second round in order to gain detailed practical insight into how GP care could be
organised in their view. In this round, they were asked to imagine that they were
supposed to help the Dutch government to design a cost-neutral structure for GP care
based on the results of the first round. This was done in order to create a mind-set in
which experts felt more responsible, to avoid casual opinions, and to promote a sense
of liability. Again it was stressed that they were supposed to actively weigh advantages
and disadvantages of possible options or solutions and then to decide on the best one
(see Appendix H for the questionnaires used for both rounds). The answers of the
experts were carefully compared and the options they provided for the proposal for GP
care in residential homes are discussed below.

7.3 Results
Below, the results of the Delphi study are presented. An overview of experts’ opinions
and views on the topics mentioned above is presented, as well as the options they
mention to elaborate the subjective needs as found in the interviews into a workable
proposal for redesigning GP care for residents.
Monitoring
Most experts agree with the notion that monitoring is useful. They think that a
proactive monitoring contact is especially suitable for frail older adults. It may prevent
derailments of the fragile equilibrium in their health status and well-being. Still, it is also
considered cost increasing and as not useful in every case. Also, in their eyes not all
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residents need the same amount of attention. So according to the experts, monitoring
too should be adapted to the individual needs of residents. However, some experts
argue against a monitoring process. Their argument is that there is no long-term plan
for implementing and embedding monitoring in regular care and that the quality of
monitoring has not been established. Also, in their eyes there is no evidence of the
(cost) effectiveness of monitoring. Moreover they state that nurse aides often already
have monitoring contacts with residents. Therefore, these experts think that instead of
the development of a separate monitoring system, an alternative option might be to
improve the collaboration between GPs and nurse aides, In their view, this would make
further monitoring by GPs unnecessary.
Based on the reactions of the experts about the usefulness of monitoring, and
especially the opposing arguments, it is possible to define several preconditions to
make monitoring successful: a) define clear criteria for starting monitoring, b) define its
purpose as optimising the daily functioning and well-being of older adults, c) specify
clear tasks for each professional involved, d) improve the availability of financial
resources for reimbursements or to make it cost neutral in another way, and e) assure
the quality of monitoring on a structural basis.
With regard to the last precondition, quality assurance, the experts provide several
criteria. One criterion is the availability of sufficient resources such as the availability of
staff, as well as assessments, treatments, interventions, etcetera, for executing the care
plan. Another criterion is the adaptation of the intensity of monitoring to the individual
health situation of the resident. Also, pro-activity is needed to deal with the reluctance
of some older adults to mention health problems to the GP. According to the experts,
pro-activity can be manifested by actively approaching residents and asking them
regularly, either directly or by means of well chosen indicators, about their health and
well-being instead of waiting for residents to mention problems themselves. A last
criterion is the availability of simple, fast and valid instruments with a broad scope to
screen for physical and mental health problems.
The experts propose several ways to determine who of the patients should be
monitored. One way is to screen them for somatic and psychosocial frailty with a simple
fast and valid instrument that distinguishes between different types of frailty, especially
psychosocial frailty. Another procedure they present is to use risk profiles based on data
derived from the GP patient file system, such as the presence of chronic conditions or
the number of consultations in the last year. A last suggested option is to use indicative
incidents as an indicator to start monitoring. As the experts pointed out, many residents
do not deteriorate gradually, but often there is an incident that disrupts the vulnerable
equilibrium of their health status. Such an incident could be anything, ranging from the
flu to the loss of a friend or relative.
After the identification of residents who need monitoring, the experts propose that
there should be a meeting of GPs and nurse aides to decide on two topics: (a) The need
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for further assessment to clarify the frailties and to gain an overview of the situation of
the resident, (b) The content of an individual monitoring plan for this resident.
According to several participating and mutually independent experts, the monitoring
plan should fit the needs of the resident as a person. In the plan, goals must be
formulated that contribute to the overall goal of optimising daily functioning and quality
of life. They also suggest that GPs and nurse aides design this plan together with the
resident so that the latter can express her or his needs and wishes and will be more
conscious of and involved in these plans. Nurse aides can contribute with observations
during their daily contact with residents. Moreover they can use the care and living plan
as a checklist to identify possible needs systematically. GPs can use their own
observations and those of the practice nurse to provide input for the plan. The latter
also have the medical knowledge for defining a monitoring plan for the resident.
The experts claim that the monitoring of a resident should be coordinated by one
professional. According to most participants, this should be the GP because monitoring
includes medical topics that require a professional with a medical background for
making decisions. In doing this, the GPs need the input from nurse aides, because of
their daily contact with residents in their own environment. Some experts also mention
the risk of solely relying on the observations of nurse aides, because they are not
educated to detect all medical and psychosocial issues that are important for GPs. This
problem might be resolved by giving the latter extra training and instruments for
screening. In the eyes of other experts, it is the elderly care physician who might fulfil
the coordinating role because of his or her expertise in older adults with complex care
needs. According to the experts, several professionals can be involved when executing
the monitoring plan. Nurse aides should play an important role anyway, because of
their daily contact with residents. Besides executing parts of the plan, their main task is
coaching residents in fulfilling their own needs. Other disciplines can be involved based
on multidisciplinary guidelines for the treatment of certain conditions, such as
(para)medical disciplines.
Inherent to a monitoring process is that it is repetitive, e.g. there are follow-ups on
a more or less regular basis where the cycle of making and executing the monitoring
plan is repeated. This provides an opportunity to regularly evaluate the results of the
monitoring process so far, and adjust if necessary to ensure they still fit the individual
situation of residents. Some experts suggest a fixed frequency such as once or twice a
year. But other experts recommend a stepped approach of gradually intensifying the
monitoring. In this option the frequency of the screening and the intensity of the follow
up are increased or decreased, following the perceived stability of the situation of the
resident. The experts also defined important preconditions for securing the follow up:
a) Regular meetings of a multidisciplinary team, including at least the GP and the
contact nurse aide; b) Make monitoring part of existing structures of financial
reimbursements, which is currently hardly the case; c) Make the GP coordinator and a
99

209214-L-bw-Dorland

Chapter 7

practice nurse or nurse aide the executor of regular monitoring visits, d) organise
regular meetings between GPs or practice nurses and nurse aides. Especially these
regular meetings are seen by the experts as crucial for the monitoring process. Their
reason is that several parties are needed to gain a comprehensive insight into the
situation of the resident. The experts explain that nurse aides usually have a
confidential relationship with residents and can detect problems in an early stage. It is
essential that nurse aides discuss these observations with GPs and practice nurses, who
have more medical insight. Furthermore, nurse aides can monitor the progress and
effects of actions defined in a monitoring plan.
The experts involved in the Delphi study are divided regarding whether costeffectiveness can be achieved for monitoring. Some experts expect an increase in costs,
because more time needs to be invested in patients and more practice nurses are
needed. On the other hand, some experts expect that in the long run the quality of care
and quality of life of residents will increase. However, in their view this is on the
condition that the focus is not on medical problems only, but also, in line with a holistic
approach to care on the psychosocial aspects of the resident’s situation. Furthermore,
they expect lower health care costs because of lower admission rates for residential and
nursing homes, lower hospitalisation rates, and prevention of escalation or
complication of problems.
Somatic care
According to the experts, several things can be done to improve somatic care for
residents. One is to increase the overview GPs have of their patients. Good reporting
should help improve this as well as the quality of the collaboration between GPs and
nurse aides. All professionals involved should be informed about each other’s actions.
To make sure every party involved has this overview, experts propose to make use of
ICT. Working with clearly designed electronic patient files that are accessible online,
make it easier for GPs to consult the file, even when they are not in the residential
home. Also, integration with their own files becomes possible when both files are
digital. However, as yet in most residential homes there are no computers available in
residents’ apartments during consultations.
A second improvement for somatic care is the detection of problems. According to
most experts, nurse aides should play an important role in detecting somatic problems,
though they do not go into details about it.
A third improvement regards the collaboration with other professionals. The
experts state that there should be other professionals available to consult or to
temporarily take over treatment when needed. The experts recommend using
guidelines on the involvement of other professionals, but they are not specific about
the content of such guidelines. According to the experts consultation is definitely useful
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in medication management. For example, they state pharmacists or elderly care
physicians in case of polypharmacy.
Psychosocial care
According to the experts, psychosocial care can be improved by integrating it with
somatic care for residents. The reason is that especially in the patient group of elderly
people somatic and psychosocial problems are often intertwined. In line with an
integral care approach, some experts argue that GPs should treat most psychosocial
problems him or herself if possible. This allows the use of the least number of
professionals. When appropriate, the execution of treatment can also be deferred to a
practice nurse in collaboration with nurse aides. In this case, they argue, practice nurses
with specialised education in psychosocial care are available. However, according to
other experts, GPs do not have the time or the expertise to deal with all psychosocial
problems, even when they employ practice nurses. They state that, though it is
somewhat included in their education, GPs would need much ongoing training in
gerontological and psychosocial problems to be able to handle most problems
themselves. Furthermore, in their eyes, psychosocial problems often require longer
consultation times with patients than somatic problems. As other experts state, they
should make use of the competence of professionals who are specialised in
psychosocial problems, such as psychologists and social workers. Preferably those who
are already available in the residential home are selected for this job. The integral
approach is then preserved by the GP being the coordinator and keeping an overview.
Regarding the role of nurse aides in residential homes and home care teams, the
experts say that it should consist of noticing problems in their daily contact with
residents. In doing this they support residents in seeking treatment for their problems,
and support GPs and other professionals in their treatment for psychosocial problems.
However, in their eyes nurse aides need training in recognising and handling
psychosocial problems.
Involvement of residents
According to the experts, residents should be in charge of their own care as much as
possible. And the most important way to actively involve older adults in their own care
is to ask them about their preferences. In addition, they should be asked about their
capabilities in order to prevent over-asking them.
To involve residents, the experts state that regular contacts as well as confidential
relationships with care professionals are essential. The reason is that these contacts
allow residents to express their needs. Mostly nurse aides have this type of contacts
with residents. Contact nurse aides are generally well informed of the situation of
residents, and thus they in principle have an opportunity to address sensitive issues,
especially psychosocial problems, in residents’ lives. Therefore, according to some
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experts, they should support residents in being aware of, expressing, and defending
their own needs. Nurse aides can help the resident to recognise and acknowledge that
something is wrong and that something can be done about it. This applies to all
domains of well-being as described in the care and living plan.
Experts state that attention should be paid to residents’ preferences at all times
and not only during decision making processes such as designing the care and living
plan or monitoring plan. With regard to the latter, residents should provide informed
consent, and they should receive adequate information about all treatment options.
Moreover, making arrangements for them without consulting them should be avoided.
The number of GPs per residential home
Some experts are in favour of decreasing the number of GPs, but not all of them agree
that this is feasible, nor desirable. Reasons are that it may have negative effects on the
quality of the doctor-patient relationship, or that GPs may not want to change.
However, a few things can ultimately make the advantages outweigh the problem of
lack of continuity in the GP-patient relationship. Experts argue that it needs to be made
appealing for residents to switch to a different doctor. In their eyes, with a smaller
number of GPs, good alignment of care is easier and extra services can be provided. To
be mentioned are surgery hours in the residential home and the availability of an
elderly care physician. Furthermore, when a few GPs focus on this particular group of
patients, they can acquire higher expertise. In their eyes, this combination of high
quality and good organised care is likely to be preferred by residents over ad hoc care
from a familiar doctor.
Next to making a switch appealing, experts suggest that the management of
residential homes can actively promote switching and adjust their policy to it. They
might, for example, design a collaboration agreement for GP care in residential homes,
which may include higher than average quality or more specialized standards for the
care provided. Additionally, residential homes could only work with GPs who want to
participate in this collaboration agreement. Of course, there is the freedom to choose a
doctor for residents. But they can still strongly suggest that new residents switch to one
of these GPs upon admission.
Finally, to decrease the number of GPs, a gradual implementation plan is
mandatory in the eyes of the experts. The focus should be on gaining and keeping
residents’ trust, and investing in the new GP getting to know the patients. Careful
considerations are needed regarding which GPs will remain connected to the residential
home. One expert refers to a plan to decrease the number of GPs per residential home
written by Van de Rijdt- Van de Ven (2009).

102

209214-L-bw-Dorland

A Delphi study

The role of the practice nurse
The experts mention a variety of roles and tasks for the practice nurses. Some roles are
executive, for example taking over tasks of the GP such as the monitoring of residents,
consultations, or executing minor procedures and checkups. Other roles are
coordinative, such as being a contact person between the GP and the residential home
and detecting problems. Practice nurses should have certain responsibilities, according
to the experts. For example, they should make care plans and collaborate with nurse
aides in the residential home, although in their eyes ultimate responsibility always lies
with the GP.
The experts also mention several preconditions to benefit the most of practice
nurses. They should be familiar with residents and stay informed, so that they in turn
can inform the GP. In addition, practice nurses should have a closer look at the quality
of life of residents to determine what is needed. To achieve this, it is important that
they visit the residential home on a regular basis and ask nurse aides about their
observations. Practice nurses with this task and responsibility also need sufficient
knowledge of gerontology and geriatrics. Finally, there should be a sufficient number of
practice nurses available to take over tasks of GPs. One expert claims that for the
monitoring of complex patients about 0,4 fte is needed for an average GP practice.
Availability and accessibility
The experts made several suggestions for improving accessibility and availability of GP
care in residential homes: a) clear and efficient agreements about task and role division
between GPs and nurse aides; b) easy access to consultations with elderly care
physicians and other professionals; c) reimbursements to make it attractive for GPs to
provide care in residential homes; and e) the use of ICT and communication technology,
such as the use of electronic patient files and videoconferencing.

7.4 Discussion
The experts elaborate on a variety of opinions and options that can be used for
redesigning GP care in general and for care elderly people in particular. Similar to the
previous chapter, this section serves to discuss the options provided by the experts.
More specifically, below is a critical reflection on the results of the Delphi study and on
how these results can be used in redesigning GP care in residential homes and assisted
living facilities.
Monitoring
We can conclude that monitoring is generally regarded as desirable. Counter arguments
are useful to determine preconditions for the quality of the monitoring process. To
identify residents who need monitoring, risk profiles based on chronic conditions can be
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used. However, in the last couple of years, the average health situation of residents has
decreased notably, resulting in residents’ health situations increasingly resembling
residents in nursing homes (see Section 1.2). Since chronic multi morbidity is
omnipresent in residents (see p. 13-14), the differentiating value of chronic condition
based risk profiles may be low. Therefore, when using risk profiles that have any
selective power, they should be sharper than was suggested by the experts, for example
by combining somatic and psychosocial indicators.
A disadvantage of using risk profiles is that they do not explicitly take into account
whether residents themselves find monitoring necessary. Furthermore, GPs and nurse
aides can also opt for monitoring without concrete clues, on the basis of a ‘there is
something fishy’ feeling. A limitation of looking at the preferences of residents, GPs and
nurse aides, is that these are highly subjective. Although practice learns that those
feelings or hinges should not just be ignored, they are too weak a basis for starting
monitoring. Probably the best way to decide on monitoring is to combine objective
indicators mentioned with the ideas of professionals and residents about the necessity
of monitoring.
In a monitoring process, there should be a coordinator. Some experts argue that
this could be an elderly care physician, because of his or her expertise in complex care
needs of older adults. However, at this moment in the Netherlands, elderly care
physicians are only now becoming more structurally involved in residential homes but
only for those with the most complex care needs. . Also, the current practice is to have
the GP as a coordinator in primary care, as prescribed by the WONCA group (Euract,
2005, see also p. 28) and there is no need to change that, nor is this needed or
preferred in the eyes of GPs (see Chapter 5). Therefore, assigning the role of
coordinator to the GP might be the better option. Nevertheless, this does not impede
using the expertise of the elderly care physician where needed. The contribution of
elderly care physicians may then best be defined as a consulting role. It is important to
clearly define the roles of professionals involved, so that omissions and overlaps are
limited. Multidisciplinary guidelines are available for the involvement of elderly care
physicians and other professionals (see for example Bertholet, Barnhorn, & Kodde,
2013).
From the options about the evaluation of the monitoring plan, a stepped approach
adapted to the needs of the resident seems to fit best, as this is also recommended for
the evaluation of the care and living plan (IGZ, LOC, & ZN, 2012). A big advantage of this
approach is that it allows for adaptation to the preferences of the residents. Also, it
prevents unnecessary work by adapting the frequency of the evaluations to the
individual situation. Regular meetings between GPs and nurse aides appear to be of
crucial importance for the monitoring process, but from the interviews we also know
that arranging regular meetings will probably be difficult to achieve (see p. 82). A timeefficient way to do this might be to let these meetings coincide with the evaluations of
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the care and living plans and also use these plans as the basis for monitoring. This
means that the monitoring plan is integrated into the care and living plan, as it is
already supposed to be in the current Dutch system (see also Section 6.4).
The resident can either be directly or indirectly involved in these meetings. When
the resident is directly involved, he or she is present during the meeting and provides
direct input for the monitoring plan. The advantage is that first-hand information from
the resident is available. Indirect involvement means that the resident is not present
during the meeting. Instead, he or she discusses the care and living plan with the
contact nurse aide, as described in the norms for responsible care beforehand (IGZ,
LOC, & ZN, 2012). Together, they formulate the needs and questions that residents may
have and wish to inform the GP about. During the meeting, nurse aides not only present
their own views on matters, but also those of the resident. After the meeting, the nurse
aide and the resident review and finalise the monitoring plan. This indirect involvement
is much more time efficient, because it allows for a discussion of monitoring plans of
several residents in one meeting or conference call between GP and nurse aide. Also,
because nurse aides can take the time to discuss the plan one-on-one with the resident,
it is more likely that even less assertive residents will express their true needs. Though,
this only allows for indirect involvement of residents themselves, the latter do stay in
charge of their own care. Therefore, indirect involvement of residents is preferred.
Somatic care
For a better overview improved reporting in patient files is needed. This not only means
that nurse aides and GPs should report better; it also implies that the files should be
available and easy to use. This works best when using online digital files. Using tablets
that can be easily transported can help to make the files available in resident’s
apartments as well.
Another improvement is better collaboration with other professionals. Using
guidelines helps, albeit that these are difficult to develop. The reason is that the
involvement of other professionals depends on a variety of factors, such as the type of
problems of the resident and the level of specialisation of the GP in geriatric care.
Nevertheless, because collaboration is essential, as a general rule it is important to
facilitate the consultations of other professionals as much as possible by designing
favourable financing and collaboration arrangements. In the Dutch care system, the
easiest way to do this currently is to involve the professionals that are already available
in residential homes, such as elderly care physicians and psychologists. They are usually
only available for residents who receive nursing home care in the residential home, but
especially elderly care physicians are increasingly consulted by GPs. Another way to
facilitate the consultations of other professionals is by lowering the thresholds through
working on the mind-set that collaboration is desirable and that it improves quality of
care (see Section 5.4). With regard to this mind-set, it might be beneficial to reinforce
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clear guidelines on the responsibilities of each professional involved. The LHV has
provided advice on the role division between GPs and elderly care physicians, but there
is no clear guideline yet (Van de Rijdt- Van de Ven, 2009).
Finally, nurse aides should play an important role in detecting problems. To do this,
they need training to adequately observe the situation of a resident. They als need
some training in recognising signs of possible problems to look for and what is
important to report. Nurse aides could then use these knowledge and skills to observe
residents and to summarise their observations to give the GP a quick overview of the
situation of the resident.
Psychosocial care
The best way to improve psychosocial care seems to be integrating it with somatic care,
as somatic and psychosocial problems are often intertwined (Morrison & Bennett,
2009). The best way to do this may be by structurally seeing health problems as having
somatic and psychosocial aspects. Sometimes both aspects play a role and sometimes
one of them dominates. For example, when a patient pulls a muscle, the treatment of
the somatic aspects is most important. But if a patient is depressed, somatic aspects
may not be a primary concern. However, when a diagnosis of a chronic condition is
given, beside the somatic aspects there can also be psychosocial aspects that deserve
attention. To be mentioned are the lifestyle adaptations that are often required in the
treatment of these problems. Therefore, the theoretical distinction made between
somatic and psychosocial care consultations in the taxonomy does not and should not
work like that in daily practice. Instead, the aspects of consultations mentioned in
Figure 2.2 and 2.3 should be integrated and considered as having both somatic and
psychosocial elements.
As to the role of the GP in the treatment of psychosocial problems, the idea to
make use of the competence of others while remaining involved as a coordinator makes
sense. Other primary care professionals with expertise in this field, especially
geropsychologists, are needed to address these problems for several reasons. First,
psychosocial problems are very common among residents (see also de Klerk, 2004;
2005; Eisses, 2005). The prevalence of these problems will probably increase further as
the level of frailty of residents on admission to the residential home is increasing (see
Section 1.2). Not only the major psychiatric disorders such as depression and anxiety
have high prevalence, but other issues such as social isolation, mourning, and end of life
issues are in need of attention as well (see Section 1.3). GPs generally do not have the
time to deal with these problems themselves. Second, GPs lack training in the area of
psychosocial problems. As was discussed earlier, GPs have problems correctly
diagnosing psychosocial problems (Duzijn, 2005) and they themselves find such
problems difficult to deal with, as do nurse aides (see p. 81). Both could benefit from
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additional training, but it will still be necessary to involve professionals whose area of
expertise is psychosocial problems.
The involvement of residents
The recommendations of the experts for the involvement of older adults in their own
care are mostly already supposed to be current practice to a certain extent. However,
to really benefit residents and improve quality of care, improvement is needed by
applying these practices better, broader and more often. To adequately apply current
practice policies, it is also important that residents learn to make decisions as to their
own care and to ask for information while care professionals learn to ask residents
about their needs and to provide information.
The number of GPs per residential home
The main point of the experts is to make the reduction of the number of GPs per
residential home appealing for residents, GPs and nurse aides. Several concrete options
and procedures for reducing the number of GPs and the factors to consider are
described in literature (Van de Rijdt- Van de Ven, 2009). In my view, all GPs with
patients in residential homes should be engaged in deciding who will stay. Ultimately, it
is most important that the GPs who have affinity for the population in residential homes
stay. They should also have or be willing to acquire the knowledge and skills needed to
provide the specialised and high quality of care to this population. It can be questioned
whether decreasing the number of GPs in assisted living facilities is really necessary. In
this setting there are also likely to be several home care organisations providing care, in
addition to other care and welfare parties being involved. Reducing the number of GPs
would not simplify the collaboration by much. Here, clear agreements among all parties
in a certain region are more important. Nevertheless, it bears repeating that, ultimately,
residents are free to choose their own GP.
The role of the practice nurse
he Delphi provides clear ideas about the role of the practice nurse and how to ensure
the value of their role in GP care in residential homes. Amongst others they can
contribute to better availability of care by taking over tasks of the GP. They can also
help promote continuity in the relationship with residents. If a practice nurse works for
several GPs, this nurse can take over many visits to the residential home, especially
when related to the monitoring process. This would make it easy for residential homes
to have structural agreements with the practice nurse. And at the same time, the
number of GPs can remain the same. A new competence profile for practice nurses is
being developed (Umans & Van Gunst, 2013). This profile can provide more input on
the desired role of the practice nurse. For example, practice nurses are seen as
generalists just like GPs. Therefore, they should not focus on one condition only, as is
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currently often the case. This is even more important as older adults often have several
chronic conditions. Focusing on the patients as a whole, practice nurses can then
provide integrated care for these patients, instead of just focusing on monitoring one
disease (Heiligers et al., 2012). The competence profile also clearly states that GPs
should diagnose patients and start treatment. The practice nurse then takes over and
monitors the patients and helps them with self management (Umans & van Gunst,
2013). To do all this, more practice nurses are needed. This will be a challenge,
considering that there is already a shortage (SSFH, 2014).

7.5 Conclusions
Based on the results of the Delphi and of the studies in previous chapters, several key
features to improve GP care in residential homes and assisted living facilities in the
Netherlands can be formulated.
1. Monitoring is an essential part of good GP care. It should improve quality of care
and quality of life in patients. The two now separate monitoring processes of GPs
and nurse aides should be combined. It has both cost-raising and cost-decreasing
effects, which makes implementation defendable and feasible. The care and living
plan, as already used in residential homes and home care, should be central in
monitoring, allowing residents to stay in charge of their own care by determining
their preferences. But it is important to make sure that the added value of the care
and living plan is clear and that it is a workable system. To ensure quality of
monitoring, the criteria defined by the expert panel should be used.
2. GP care should have an integral nature. This is in agreement with the actual
definition of GP care (EURACT, 2005; see Section 2.2), but it is also of specific
relevance to the group of older adults in residential homes and assisted living
facilities with its multimorbidity. Better integration of somatic and psychosocial
aspects of care is essential to prove the quality of GP care. There should be more
attention for psychosocial problems as well as clarity about the role of GPs with
respect to these problems in relation to other professionals.
3. Emphasis on the involvement of older adults and their responsibility for their own
well-being is important. GPs and nurse aides should actively ask residents about
their preferences in care, how they want to be involved and how they can optimise
their own responsibility without being over-asked. This also implies that sufficient
information is provided to each resident so that he or she can make informed
decisions.
4. Organisational changes are required. It is highly recommendable to work with a
limited number of GPs per residential home. However, we should not forget that
residents always have freedom of choice of GPs. An efficient way to organise
consultations is to have GPs with sufficient patients in one residential home
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organise surgery hours for residents. All residents have the possibility to visit these
surgery hours or to wait until their own GP is available. Last, we have to stimulate
the trend that practice nurses play an essential role in GP care. They work at lower
costs than GPs and therefore, contribute to keeping the costs of the increasing
demand for GP care under control.

109

209214-L-bw-Dorland

209214-L-bw-Dorland

8
A proposal for the improvement of GP
care for residents

209214-L-bw-Dorland

Chapter 8

8. 1 Introduction
The last chapter concluded with four main features of a proposal for GP care in
residential homes: 1) Monitoring as an essential part of GP care; 2) An integral
approach, especially in case of multimorbidity; 3) Involvement of and more
responsibility for older adults themselves; 4) Accessibility and availability of GPs by
decreasing the number of GPs per residential home and clustering consultations. These
will be translated into a proposal for the improvement of GP care for residents. First, a
monitoring system will be designed. The three other features will be transformed into
recommendations for residents (Section 8.3), GPs (Section 8.4), and nurse aides
(Section 8.5).

8.2. Monitoring
Based on the arguments provided in the previous chapter, a monitoring process
consisting of five steps can be designed. First, residents who are in need of monitoring
must be identified by using a set of criteria. Next, these residents should be screened to
gain an overview of their actual situation and of possible individual problem areas. This
results in a monitoring plan per selected resident, which will then be executed. In the
last step, the results will be evaluated on a regular basis after which the process starts
again (see Figure 8.1). Though monitoring process is the term that is used in daily
practice, in methodology the process described here is an intervention cycle. It starts
with a problem analysis and ends with an evaluation before starting again.
Steps in the monitoring process:
1.
2.
3.
4.
5.

Casefinding (assisted living facilities only)
Assessing the situation of patients
Designing the monitoring plan
Executing the monitoring plan
Evaluation of the monitoring plan

Figure 8.1. Steps in the monitoring process.
Recently, the monitoring of frail older adults has received much attention. To some
extent, the suggested monitoring process below is in accordance with monitoring
processes in other research projects on integrated care that have been published lately
(see for example Blijenberg et al., 2012; Boorsma et al., 2012; GENERO, 2013;
Metzelthin et al., 2013; Muntinga et al., 2012; Poot, Caljouw, de Waard, Gussekloo, &
Wind, n.d.; Ruikes et al., 2012; Spoorenberg et al., 2013; Stijnen et al., 2013; Suijker et
al., 2012). In addition, it fits with the ideas in existing and new advising policy reports
(see for example LHV, 2013; Van de Rijdt- Van de Ven, 2009; Vilans, 2014; Wind & Poot,
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2014). This means that there is rather much consensus being formed by researchers on
how to monitor frail older adults. In designing the five steps just mentioned, we will use
results of these studies. For example, we will build on a toolkit for the optimalisation of
medical care in residential homes that was developed by Poot and that provides
detailed information on what is needed to set it up (Poot, et al., n.d.). We will also use
ideas from Genero regarding a manual with detailed information on how to organise
elderly care in a region, not only in primary care but including hospital care and
specialist care, and on making a social care map (Genero, 2013). These inputs do not
take away that a unique feature of our monitoring system below is that it has been built
bottom-up starting with the subjective needs of older adults themselves, with rather far
reaching consequences.
Step 1: Casefinding (assisted living facilities only)
Identifying residents who should be considered for monitoring is called casefinding
(KNMG, 2010). Because all residents in residential homes are frail and have intense care
needs, they are all eligible for monitoring. Therefore, casefinding does not apply in
residential homes. Because the population in assisted living facilities is much more
diverse with regard to their health care needs than elderly people in general (see p. 1213), in this setting it is extra important to precisely identify older adults that need
monitoring as there are also relatively vital older adults who do not need it. First,
residents with similar health care needs as older adults in residential homes should be
identified. This can be done by looking at care referrals for home care that are
comparable to those for older adults in residential homes (see also Section 1.2). In
addition, the criteria in Figure 8.2 should be used to select the older adults that could
benefit from monitoring:
a) The presence of chronic conditions. (See p. 13).
b) The coincidence of one or more somatic and psychosocial problems, as they can
make care complex (see p. 14).
c) Having consulted the GP at least once a month in the last year.
d) Stressful life events have happened that can disturb a vulnerable equilibrium and
possibly lead to a variety of somatic or psychosocial problems (Mor-Barak, Miller, &
Syme, 1991).
e) A ’there is something fishy’ feeling of the GP (see p. 104).
f) A ’there is something fishy’ feeling of nurse aides (see p. 104). They themselves can
suggest that resident requests monitoring from the GP or they can ask his or her
opinion.
g) Appreciation of monitoring by the resident (see p. 91).
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Further assessment of a patient’s situation in step 2 is indicated when in each group
at least one of the following criteria applies:
Objective criteria
-

The patient has two or more chronic conditions
The patient has a combination of somatic and/or psychosocial problems
The patients consulted the GP at least 10 times in the last year
The patient has experienced a stressful life event, such as moving, death of
a loved one.

Subjective criteria
-

The GP has a ‘there is something fishy’ feeling
A professional caregiver or relative has a ‘there is something fishy’ feeling
The informed patient expresses the need to be monitored

Figure 8.2. Criteria to start monitoring.
These criteria can be divided into objective (a to d) and subjective criteria (e to g). Only
including objective criteria might lead to over inclusion of participants because these
criteria only point to the possibility of a vulnerable equilibrium in a resident and after all
intervention may not be necessary. But only using subjective criteria does not form a
firm basis to start monitoring either (as explained in Section 7.4). Therefore, further
assessment of the situation is needed when at least one criterion of each group is
present, i.e. when an objective measure of heightened care needs is combined with a
subjective feeling of the resident, GP, or nurse aide that monitoring is recommendable.
This system of casefinding is depicted in Figure 8.2. To get a better grip on the feeling
that something is wrong care professionals could use the Niet Pluis Index (Welnis
Preventie, 2007). This index can also help them to explain to other professionals why
they think that something is wrong.
A last remark is that case finding is an ongoing process. GPs should scan their
patient database at regular intervals to check which patients meet the criteria. As
becomes clear from the criteria described above, most if not all residents in residential
homes will be eligible for monitoring. This underwrites the proposition to in principle
monitor all older adults in residential homes. In assisted living facilities, however, the
procedure for case finding as designed here should be followed, as more vital older
adults live in this setting as well.
Most of the criteria are supported by other authors (Van de Rijdt- Van de Ven,
2009; Vilans, 2014). However, in all studies about screening and monitoring from the
National Program, except one (Blijenberg et al., 2012), the entire elderly population in
GP practices is included at first. This probably means that there may be older adults
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who are selected who are not frail. In general, our system of casefinding is much more
time efficient, as only those residents who need it enter the monitoring system (Vilans,
2014).
Step 2: Assessing the situation
The next step is to assess the situation of a selected resident. The current care and
living plan is a helpful tool to do this as it covers relevant domains of life. Using this plan,
most needs of the resident should be identified. The practice nurse can do this, on the
condition that nurse aides keep up with the plan. In addition, a screening instrument
that quickly provides the GP with insight into the situation of the resident can be used.
Two types of screening instruments can be distinguished, self-administrated and
observational. Self-administrated instruments allow residents to express how they
experience their health situation, somatic as well as psychosocial. In some situations
observation instruments are better suited, for example when residents are not able to
complete a self-administered instrument or when they do not have enough insight into
their situation. In these situations nurse aides, practice nurses or informal caregivers
can fill out an observation instrument that covers the resident’s relevant behaviour.
Recent research projects on integrated care used several screening instruments to
assess the situation of older adults, such as the Easycare-TOS (Genero, 2013; Ruikes et
al., 2012), the Resident Assessment Instrument (RAI; Boorsma et al., 2011; Muntinga et
al., 2012), the TRAZAG instrument (Stijnen et al., 2013), the Groningen Frailty Indicator
(Blijenberg et al., 2012; Genero, 2013; Metzelthin et al., 2013; Spoorenberg et al.,
2013), the Tilburg Frailty Indicator (Gobbens , van Assen, Luijkx, Wijnen-Sponselee, &
Schols, 2010), the Comprehensive Frailty Assessment Instrument (De Witte et al., 2013),
the ISAR-Primary Care (Suijker et al., 2012), PRISMA-7 (Muntinga et al., 2012), and the
Intermed Self-Assessment for Elderly (Blijenberg et al., 2012; Spoorenberg et al., 2013).
These instruments are usually part of or followed by a more comprehensive geriatric
assessment. They differ as to the level of comprehensiveness, time needed to complete,
the setting where they are used and whether they are self-administered or
observational. Each has its own advantages and disadvantages, and not all of them have
been used in the population in residential homes and assisted living facilities. Aside of
these differences, they generally measure the same construct and are all suited to
provide insight into the situation of the older adult. It is beyond the scope of this
proposal to decide on which screening instrument should be used. Nevertheless, to
optimise the feasibility of using a screening instrument in daily practice it should be not
only fast to complete, but also suitable for both intramural and extramural settings. One
may also argue that screening is only needed in assisted living facilities to distinguish
between vital and frail older adults, and that in residential homes a comprehensive
geriatric assessment can be the starting point. This is the case when screening
instruments are only used to determine whether a person is frail or not. As all older
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adults in residential homes are fail, it is of no use to determine their level of frailty.
However, when a screening instrument is also used to gain an indication of the nature
of the frailty (for example physical or social) before starting an in-depth assessment, it
may still be useful to apply. Especially when it is self-administered and concerns the
problems from the point of view of the resident, important insights may be gained. But
as mentioned before, a well-kept care and living plan may also provides these insights.
Step 3: Designing the plan
After the situation of a resident is assessed and problems are identified, a meeting is
scheduled where the GP and contact nurse aide design a monitoring plan for addressing
these problems. The monitoring plan entails goals and actions regarding further
assessment of problems and fulfilling the needs of the resident. The basis of the
monitoring care plan should be the care and living plan that is currently used in
residential homes and assisted living facilities, as it is developed to meet the needs of
the resident as much as possible (IGZ, LOC, & ZN, 2012; see also p. 14). It covers the
living situation of the resident as a whole by focusing on four domains: physical wellbeing and health, living situation, participation in designing daily life, and mental wellbeing. The care and living plans leave room for, and clearly state, the role of the GP. This
provides room to integrate the monitoring plan in the care and living plan. This differs
slightly from what is suggested by the KNMG (2010). Most of the monitoring studies
mentioned before have separate plans as well. For example, there are a few studies
that use online electronic files where all professionals involved can work together in one
file (Ruikes et al., 2012; Spoorenberg et al., 2013). Though this method is in itself useful,
in our proposal the emphasis is on the integration of care plans (see also Section 6.4).
This means integrating the care and living plan with the monitoring plan. Having two
separate plans seems redundant when the care and living plan can provide in both
plans. In addition, using one single care plan is more in favour of an integral approach. It
is preferable to attach the plan to GPs’ own patient files, as this makes maintaining an
overview of all relevant information easier. This can be done by linking to an online
dossier environment from within the GP file. This makes it possible to use a shared
online electronic dossier while still achieving a certain amount of integration.
To make the monitoring plan, the GP preferably uses input from practice nurses
who visit the resident on a regular basis, and who can do any necessary screening or
assessment. In less complex cases, the practice nurse may also take over the role of the
GP. If necessary, in this stage other disciplines, such as the elderly care physician and
the psychologist can also be asked to attend this meeting. In other projects on
monitoring procedures a similar design is used. When these projects concern residential
homes, contact nurse aides or nurses play an important role in the development of the
monitoring plan together with the GP (Poot et al., n.d.; Boorsma et al., 2008). In
extramural projects the practice nurse, or sometimes the district nurse, is usually the
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one carrying out the assessment and writing the monitoring plan together with the GP
(Blijenberg et al., 2013; Genero, 2013; Metzelthin et al., 2013; Muntinga et al., 2012;
Poot et al., n.d.; Ruikes et al., 2012; Spoorenberg et al., 2013; Stijnen et al., 2013; Suijker
et al., 2012; Vilans, 2014). Depending on the type of problems, other disciplines such as
physical therapists, elderly care physicians and pharmacists may be included or
consulted as well.
The resident can either be directly or indirectly involved in these meetings (see
also the discussion in Section 7.3). The most time efficient way is the indirect
involvement of the resident. He or she discusses the care and living plan with the
contact nurse aide beforehand and together they prepare the input the residents has
for the meeting between nurse aide and GP. During the meeting, nurse aides not only
present their own views but also present the input of the resident. After the meeting,
the nurse aide discusses the concept monitoring plan with the resident. The resident
then has the opportunity to utter objections and to request changes before it is
finalised (as required by law, see WGBO, 1994).
Step 4: Execution
Different kinds of goals and actions may be defined in the monitoring plan in step 3. For
example a goal may be to further evaluate a situation to clarify needs and problems and
the best corresponding treatment. Part of this may be to find the underlying cause(s) of
the problems. In many such situations a specialist such as a psychologist, elderly care
physician or geriatrician may be asked to evaluate the situation of the resident. For
example, a psychologist can be asked to determine whether a resident has cognitive
problems, and if so how to deal with these problems to improve the quality of his or her
life.
Actions in the monitoring plan can be both preventive and curative in nature. An
example of a curative action is that a volunteer is asked to assist a resident who wants
to be more active, for instance in taking a walk outside every day. Examples of
preventive actions are offering pleasant activities to residents who are at the risk of
depression, or recording a food diary for a resident who is highly sensitive to blood
sugar irregulations. Some of the other monitoring studies mentioned before provide
predefined care modules that contain evidence-based interventions, protocols and
guidelines on a variety of topics, such as diet, mobility, and meaningful activities
(Blijenberg et al., 2013; Genero, 2013; Metzelthin et al., 2013; Suijker et al., 2012). In
our step 4, these modules can be mixed and matched depending on the needs of the
resident. An advantage of this is that evidence-based protocols are used while still
maintaining an individual approach to care.
Other professionals may be involved in the execution of the monitoring plan. For
example, a physical therapist may be consulted for advice and treatment in case of
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mobility problems, or a psychologist is asked to address emotional problems of the
resident. Thus, the execution is left to the most relevant or suitable professional(s).
Step 4 also involves regular visits by the practice nurse to monitor the situation of
the resident. These visits have multiple purposes: to check the progress in executing the
monitoring plan and to maintain the resident-practice nurse relationship. The latter is
an important factor in providing feelings of security in residents (see Section 4.4). The
frequency of these visits depends on the type of problems (see Stijnen et al., 2013).
Step 5: Evaluation of the results
The outcomes of the execution of the monitoring plan in step 4 are evaluated on a
regular basis. Questions to be answered are: Are the actions that have been defined
executed? If so, was it done in a proper way? If not, what is the reason for this? What is
the outcome of these actions? Did the resident benefit from the execution of the plan?
If so, what were the benefits and were there any negative effects? If not, what is wrong
with the plan, how can it be improved, and what else remains to be done? In doing this
evaluation, step 2 and 3 of the monitoring process are repeated: The situation of the
resident is assessed again and a new monitoring plan with corresponding actions is
formulated.
In the aforementioned monitoring studies, the frequency of these evaluations
differed, ranging from every three to twelve months. Maintaining a stepped approach in
the frequency of evaluating the results of the monitoring plan may be the most
beneficial option (see also Section 7.4). It is in accordance with the prescribed
frequency of reviewing the content of the care and living plan (IGZ, LOC, & ZN, 2012).
The frequency of the evaluations can be increased or decreased as necessary. This
decision to adapt the frequency can be based on the evaluation of the situation of the
resident, on incidents in the somatic or psychosocial domain, and on what is desired by
the resident.

8.3 Propositions regarding residents
Residents are expected to play a central role in the organisation of their own care (see
for example RVZ, 2010; Health Council of the Netherlands, 2008; 2009). As already said,
in our proposal residents are in charge as much as possible. They are responsible for
their own care, so they should adopt this responsibility too. Currently, many frail older
adults assume the GP or the nurse aide knows better, so they leave it to them to make
the decisions about their care. It is, therefore, essential that residents learn to take on
this responsibility. Furthermore, professionals should support them and help them take
this responsibility instead of taking it themselves when residents fail to do so. Even
though the concept of patient involvement is generally accepted and endorsed, few
propositions are available in literature on what residents themselves should do to be
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involved and in charge. Nevertheless, there are several conditions for residents to
assume responsibility for their own care, such as being empowered, being informed and
having a critical attitude regarding their own care. A good relationship between resident
and professional is an essential tool in fulfilling these conditions. These topics are
elaborated below.
Empowerment
First of all, it is important that residents express their needs and preferences. To do this,
it is essential that they are aware of these needs and preferences and are able to
express these to others. Given their high care dependence, residents are likely to need
assistance from nurse aides in being empowered.
Residents should think about what their own needs are regarding GP care, i.e.
what they expect from their GP. Also, they should think about what they can contribute
to their own care.
Residents need several things to be able to do this. First of all, they need to be
aware of the issues they can consult the GP for. In Chapter 4 it was found that,
especially regarding psychosocial problems, this is not always the case. Residents should
understand the importance of discussing psychosocial problems as well as the
differences between what is ‘normal’ and what is not. Furthermore, children and other
informal caregivers of residents should be aware of the possibility to consult the GP or a
specialist about psychosocial problems. They, in turn, can remind residents of this
possibility.
Residents also need some help to actively think about and express their needs and
preferences as to GP care, nor to verbalise them. Not all older adults are used to
actively consider their needs and wishes regarding care; they assume that the
professional knows best. However, the individual interviews illustrated that when taking
the time, residents are able to express their needs (see Chapter 4). Therefore, older
adults should be encouraged to express their needs, not only by GPs and nurse aides
but also by their informal caregivers. This can be done by regularly asking the opinion of
the resident and talking to them about their needs. For example, nurse aides can ask
residents what they think of the content of the care and living plan or what they
themselves can contribute to their own care. Asking such questions starts with the
assumption that residents are in fact able to contribute to their own care.
The propositions above are aimed to help residents take control of their situation
and to promote self-management, which are generally emphasised as important (see
for example RVZ, 2010). Knibbe & Verkerk (2012) argue that it should go beyond that.
Patients should also be expected to use and carry out the advice provided by health
care professionals in order to be considered ‘good patients’. However, it is also essential
that the advice fits into the patient’s life. Disease, disability and their consequences
need to be fit into the person’s life and personal values. So patients need to reconsider
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their own situation and find ways to use the advice and information to their benefit.
They should also ask others, informal as well as professional caregivers, to help them do
this (Knibbe & Verkerk, 2012), and the latter should explicitly offer this service.
Being informed
Being informed starts with the legally required informed consent of residents regarding
their care plans, and the right to access these plans when they want (as described in the
law; WGBO, 1994). For an informed consent, residents should be informed about the
content of their care plan. This requires clear and sufficient communication and
efficient information exchange. Care plans and other information should be
understandable and easily accessible for residents, including when electronic patient
files are used. Residents should not be hesitant to ask any questions about their care
plan and the way it is or should be used. To help them, the care plans should be written
in everyday language, excluding any jargon and that if needed an explanation is
provided about the plan. In addition, the file should be easily accessible for residents,
for example by keeping it in their room in case of a printed file and having computers or
tablets available in case of an electronic file.
In addition to clarity in the care plans, the communication during face-to-face
contact is also essential. Here the same applies: residents should make sure they
understand what is being said and done. Earlier research on ways to help involve
patients more actively found that there are three ways to facilitate the information
exchange between GP and patient, all three to be combined with each other (see also p.
43-44): face-to-face talk, information leaflets and question sheets. It was found that
patients appreciate it if GPs actively hand out information leaflets (Geest et al., 2005).
Also, patients can prepare for their consultation by writing down what they want to ask
the doctor. They can also use a question sheet with more elaborate questions about the
patient’s own point of view and the expectations he or she has of the consultation
(Klingenberg et al., 2005).
Critical attitude
The current cohort of residents is generally not or little used to assume a critical
attitude regarding the quality of the care they receive, contrary to many younger adults
do nowadays (Aen Geest et al., 2005; RVZ, 2010; Vermunt & Westert, 2009; see also p.
22). By being critically involved in all decision making, residents are able to express their
needs and ensure that these needs are met.
To make it easier to encourage older adults to take on an active, critical and
involved role it is important that they are aware of both the possibilities and advantages
of criticism and involvement. Also, GPs should treat older patients more like critical
consumers to make it easier to get into this role. GPs should be trained in achieving this.
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Nevertheless, not all residents will want to be actively involved in this way. Some
patients do not want or are not able to adopt a more critical attitude (Vermunt &
Westert, 2009). In addition, the complexity of the situation and the dependency on the
care that is available may make it difficult for residents to actively make choices (RVZ,
2010). We will, to a certain extent, have to accept this. After all, individual differences in
how residents want to be involved should be respected and documented in the care
and living plan. But, when given enough opportunity, these residents are likely to
express their needs, though it might not be directly expressed to the doctor but to
relatives or nurse aides instead.
Good relationship between residents and professionals
The GP-patient relationship is an important factor in giving older patients a central role
in their own care. A good relationship will create the space and safety to help residents
express their needs. Therefore, this relationship should fulfil the needs of residents with
regard to interpersonal contact. This means that the GP-patient relationship should be
characterised by: a) continuity and familiarity, b) interest from the GP, c) equality of the
patient and the GP, d) empathy, support and reassurance towards the resident and e)
informality in the interaction between doctor and patient that fits the individual wishes
of the latter (as they appeared in the interviews, see also Section 4.4). The same
characteristics apply to the relationship between residents and practice nurses. Good
relationships with the GP and practice nurse that conform to these characteristics will
provide residents with a sense of security and empower them to express their needs
and preferences. The confidential nature of the relationship should make them feel free
to express all their worries. This sounds evident, but in Chapter 4 and 5 it was shown
that most relationships between professional and resident could benefit from more
investment in the sense of time taken and interest shown.

8.4 Propositions for GPs
GPs are and should be the coordinators of care (see also KNMG, 2010; Van de Rijdt- Van
de Ven, 2009; Wind & Poot, 2014), and therefore, they are ultimately responsible for
the health care for older adults in general and for residents of residential homes and
assisted living facilities in particular. As coordinators they have several responsibilities:
optimising the functioning of residents by being informed, paying deliberate attention
to the possibility of psychosocial problems, controlling medication prescriptions,
collaborating with other professionals, and having sufficient knowledge of and feeling
for GP care for frail older adults. These topics will be elaborated below. In addition,
propositions are provided about the use of protocols and guidelines, being proactive
and the number of GPs per residential home.
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Optimise functioning by being informed
First and foremost GPs should keep themselves well informed of the situation of
residents so that they are able to coordinate care. The proposed monitoring process
offers an excellent opportunity for staying informed (see Section 8.2). GPs should be
actively involved in designing the monitoring plan. This not only keeps them informed
and provides them with an overview of the situation of residents, but it also ensures
that the treatment goals of the GP are included in the day to day care for residents.
This, in turn, may be an incentive for GPs to use the care and living plan (see p. 91). An
added advantage of having an overview is that it is easier to deal with acute problems.
Being able to place problems in their somatic and psychosocial context makes them
easier to understand and to anticipate.
Many GPs work on an ad hoc basis, as time constraints limit their focus to acute
problems (Hudon et al., 2004). However, this is not the most (cost) efficient way of
working. GPs should focus on optimising the functioning of residents and increasing
their resources. Therefore, there should be more room for preventive actions in GP
care. Such actions are easier when there is an overview of the situation of the resident.
There are numerous programs and courses available with these purposes, for example
to prevent depression, mobility problems or loneliness. Recently, the Dutch government
funded a new national program for preventive care (Rijksoverheid, 2014). The aim of
this program is to join existing initiatives together in one movement and to expand on
them (see also www.allesisgezondheid.nl). This movement in prevention can be
supportive of GPs preventive work.
Attention for psychosocial problems
As coordinators, GPs should be responsible for both the medical and psychosocial
treatment of residents. As Chapter 5 illustrated, psychosocial problems are often not
detected adequately by GPs. Being well informed of the residents’ overall situation is
helpful in spotting problems adequately (see Section 5.4). Because many older adults
have subclinical symptoms, sometimes GPs will only be able to detect changes once
they know how a resident usually feels (see also Section 5.4; Kuin, 2007). In addition,
GPs should include the possibility of psychosocial problems more than they do now
when diagnosing residents. GPs and practice nurses should actively talk to residents
about such issues. This requires having good skills for addressing these sensitive issues,
which is already part of their vocational training. However, given the gap that exists in
psychosocial care, they can benefit from additional training in this regard.
Medication revision
To prevent negative outcomes as a result of medication errors or polypharmacy (see p.
15; NHG, 2012), GPs should be responsible for regular evaluations of the medication
use of residents. Consequently, in several of the monitoring studies from the National
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Elderly Care program (see Section 8.2), medication reviews are considered useful for
older adults (Boorsma, 2013; Genero, 2013; Ruikes et al., 2012). The medication of
residents who take multiple medicines should be revised at least twice a year. To do
this, GPs need sufficient knowledge about medication prescription for older adults, for
which they could benefit from additional training (Anthierens et al., 2010; KNMG, 2010;
Loganathan et al., 2011). In addition, they should consult or collaborate with
pharmacists or elderly care physicians who have more expertise in this field. The
conclusions of these revisions should be discussed with residents. These conclusions
should be easily understandable and in written form, so that residents have clear
information (see p. 43-44) that they can refer to later on. In addition, a medication
chart with images of the medicines displayed next to their respective names, purposes
and dosages can be helpful for residents in knowing what exactly they are taking and
why (see p. 44).
Treatment of residents
GPs should also be responsible for treatment of somatic and psychosocial problems. But
this does not mean that they themselves should execute all treatments. GPs should
delegate treatment to practice nurses when possible. To be able to delegate, sufficient
well-trained practice nurses are needed (see also NHG/LHV, 2011). They work at lower
costs than GPs and they can free up time that the GP can use for coordinative activities.
In addition, GPs should refer to or consult other professionals with more expertise in
specific areas when needed, such as elderly care physicians, geropsychologists, physical
therapists, occupational therapists or pastoral workers. Even though the consultation of
other professionals, especially of the elderly care physician is already a feature of GP
care in residential homes, it is worth mentioning here because GPs are sometimes
reluctant to consult other professionals (see p. 82). Clear collaboration agreements are
needed as well as good financing structures for the reimbursement of elderly care
physicians’ time spent on the consultations. The knowledge from other parties about
the preferred role of the elderly care physician in primary care (see for example Van de
Rijdt- Van de Ven, 2009; KNMG, 2010) as well as from recent studies about the elderly
care physician as a consultant in monitoring processes should be used (see for example
Boorsma et al., 2008; Muntinga et al., 2012; Spoorenberg et al., 2013).
When treating a resident, GPs have to decide whether to refer a resident for
treatment by another professional or not. This decision is most prominent and difficult
in case of psychosocial problems (see also p. 106). GPs should start treating residents
themselves when psychosocial problems are strongly related to somatic problems,
because it fits an integral approach (see p. 106). Examples are coping with a newly
diagnosed condition, and living with pain, or sadness because of lost mobility. But when
the problems are more serious and complex, or when they are not directly related to
somatic problems, GPs should refer residents to a mental health care professional
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because ultimately it is not their area of expertise. After the referral, GPs stay informed
of the situation through regular check-ins with residents and through receiving updates
about the treatment progress from the professional the resident was referred to (see p.
106).
To be able to refer and delegate effectively, GPs should have an overview of the
health and social care map of their area. They have to know which professionals are
available and what health care activities are offered. This type of overview can only be
achieved when there are good working relationships among professionals and extensive
collaboration between different types of health care providers in different health care
sectors, e.g. GPs, paramedic professionals, social workers, welfare organisations, mental
health care institutions, and hospitals. This was the focus of one of the recent National
Elderly Care Program studies. One of its results is a detailed overview of the social care
map in the region where the study was held (Genero, 2013). This study can be used as
an example by other regions.
Knowledge and training
GPs should have sufficient knowledge and training. It was already mentioned that they
could benefit from supplementary training in medication prescription and in
psychosocial care. In addition geriatric health care should be implemented and
reinforced in the education of GPs, so that they are better able to deal with old-age
specific aspects of GP care. Research showed that in most general medical education
programs in the Netherlands elderly care only plays a minor role. Though separate
education modules are considered good, none of the universities provides a
comprehensive theoretical and practical education program in elderly care. Also,
doctors are usually not obliged to take an internship in elderly care (Leyden Academy,
2011). Within the GP care specialisation, educational trajectories for geriatric care are
offered (Dielissen, Van der Jagt, & Lagro-Janssen, 2009). GPs who have followed these
educational trajectories for geriatric care are extra valuable in the care for frail older
adults.
For practice nurses it is also important to have specific geriatric knowledge when
working with older adults in residential homes. A study on the content of nursing
education in the Netherlands shows that there are few possibilities to specialise in
elderly care and that education in elderly care is often integrated in other education
modules, so there is little focus on elderly care specifically. This makes it unclear how
much training in elderly care is actually provided (Schuurmans, Habes, & Strijbos, 2011).
Since a few years, the specialisation of Gerontologic and Geriatric Nursing (HBO-VGG;
Van Velsen & Gloudemans, 2012) is available. A recent study about the role of these
specialised nurses concluded that they are of great value in practice, but that their role
should be expanded, as more of these nurses are needed (Gobbens, Huizenga, Finnema
& Goumans, 2014). It may also be valuable to combine education in geriatric care of
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GPs and practice nurses. A recent study found that providing interprofessional
education in primary care for the elderly to GPs and practice nurses, i.e. one
educational program for both disciplines, is both feasible and has added value
(Oeseburg et al., 2013).
Protocols and guidelines
In step 4 of the monitoring process (see Section 8.2) it was mentioned that it is
desirable to use protocols available but to also maintain an individual approach.
Therefore, when using a person-centred approach, GPs should balance the need for an
individual approach with the use of written guidelines and protocols. Though guidelines
and protocols are certainly useful, they do not always apply in the case of
multimorbidity (see p. 16). In these cases an individual approach is required. Up till now,
little is known about the effects of protocol-based treatments in case of multiple
conditions, and there are as yet no guidelines on providing integral care (Dawes, 2010).
More research is needed on integrated care for older adults with multimorbidity.
A proactive attitude
GPs and practice nurses should have a pro-active attitude towards care for residents.
Apart from it generally being considered a quality indicator of good GP care (Van der
Ploeg, 2009), it is also essential for the involvement of residents (see also Section 8.3).
Being proactive about detecting the somatic and psychosocial needs of residents is
essential in providing good care that is adapted to what the resident needs. GPs and
practice nurses can do this by observing residents and actively asking them about their
needs. Being proactive is especially important in case of psychosocial problems. The
high prevalence of these problems in combination with residents’ attitudes towards
them makes it an area of attention that residents are unlikely to spontaneously mention
(see also p. 67). GPs and practice nurses can use a ‘there is something fishy’ list for
psychosocial problems such as the Observation List for Psychosocial Problems (Tak &
Van Hespen, n.d.) on a regular basis to make them more attentive to this type of needs.
In this list questions are asked to determine whether there are symptoms of
psychosocial problems, such as anxiety, depression, cognitive problems, loneliness and
somatisation.
The number of GPs per residential home
Decreasing the number of GPs per facility can be beneficial for the quality of care
provided (see Section 7.4). It provides opportunities for good alignment of care, surgery
hours and the availability of specialised physicians. An important precondition is good
collaboration agreements between the residential homes and the remaining GPs in that
area. There are standard agreements available to help formulate a collaboration
structure. These agreements can also be used to receive extra financial reimbursements
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for that collaboration (see also p. 20). Another precondition is that the process of
decreasing the number of GPs who attend to a residential home should be carefully
considered. Especially the transfer of residents to the remaining GPs deserves attention
(see Section 7.4). As mentioned before, another option is to use a limited number of
practice nurses that work for all GPs in a facility to perform the majority of monitoring
activities and other visits. This may also provide the desired continuity and ease of
collaboration, without the need to limit the number of GPs per residential home (See
section 7.4). In assisted living facilities decreasing the number of GPs per facility is less
likely to be effective, as there are usually several home care organisations involved as
well. Still, the focus should be on good agreements between all parties involved.

8.5 Propositions for nurse aides
Recommendations for nurse aides concern the care and living plan and attentiveness to
the needs of residents. These are elaborated below.
Using the care and living plan
As mentioned in Section 8.2, the care and living plan stands at the basis of a good
monitoring structure. Therefore, adherence to the care and living plan as used in
residential homes is essential. Recently, it was found that care and living plans are not
consistently used (Van Rijn, 2014), and the focus groups showed that plans are not
always kept up to date (see Section 6.3). There are sources available that should be
used to help nurse aides use the care and living plan better. For example, on
www.zorgleefplanwijzer.nl supporting materials are available, as well as examples of
care and living plans in addition to a forum where experiences can be shared and
questions asked.
Because there is one shared patient file per resident, it is essential that all
professionals directly involved, i.e. nurse aides, GPs, practice nurses and possibly other
professionals, are consistent and complete in reporting their observations of the
resident in the care and living plan. Nurse aides should oversee that this happens. If
these plans are available as electronic files, they can be linked to the GP’s own patient
files. This makes them more usable for GPs and helps them maintain an overview of a
resident’s situation (see also Section 8.4). However, these electronic files need to be
easy to navigate in order to provide advantage over regular printed files. Special
attention is needed for the communication between professionals in those files and it
should be easy for nurse aides to add information. Notifications should be available
after changes are made to the file.
Care and living plans are supposed to be evaluated on a regular basis.
Management in residential homes should be strict in applying the mandatory
evaluations (see IGZ, LOC, & ZN, 2012). This increases the quality of the monitoring
process and it enables the identification of the needs of residents in a structured way.
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Nurse aides are supposed to evaluate the care and living plan together with the resident
in order to make sure that everything is clear, that there are no questions left and that
it reflects the preferences of the resident. This is an essential part of care with regard to
the involvement of residents (see also Section 8.3). Nurse aides should support them as
much as possible in their autonomy and in making their own decisions.
Competences in elderly care
The education for nurse aides in care for older adults could be improved. A recent study
found that nurse education needs a better connection to daily practice in the sense that
teachers need to stay more in touch with current practice and knowledge and serve as
role models. Furthermore, all schools for vocational training have their own educational
program and materials. Standardisation for all schools may result in a much stronger
learning program (Hamers, Van Rossum, Peeters, Rameckers, Meijs, 2012).
Proactively identifying residents’ needs
Earlier research showed that nurse aides often are insufficiently attentive to residents’
needs (Kardol, 2004; see also below) and, therefore, they should be trained in this skill.
Contact nurse aides who fill out the care and living plans can benefit from interview and
observation training fitted to elderly care. They can also use extended instructions in
the form of generative interview guide for asking residents about their needs. Nurse
aides should be educated to carefully listen to the preferences of residents and not
conclude for them what their needs are. It is difficult to listen carefully and ask the right
questions to make sure the view of the resident is understood. But it is especially
important when the resident is not present at the monitoring plan meeting (see Section
8.2). In that case nurse aides have to be able to separately address their own view and
that of the resident.
Aside of asking residents about their needs and facilitating involvement, another
main task of nurse aides in GP care is the spotting of problems in daily life. This means
that they should actively observe residents during the day. They should also explicitly
ask residents about their well-being on a regular basis and not only during the
evaluation of the care and living plan and the intake for the monitoring plan. This way of
spotting problems can be very helpful for GPs (see also p. 99).
A good relationship between nurse aide and resident is an essential asset in
achieving the kind of trust and confidentiality that is needed for nurse aides to be able
to identify the needs of a resident, especially the psychosocial ones. For this
relationship the same characteristics as for GPs apply (see Section 8.4). Like GPs, nurse
aides should be proactive and they should know how to address sensitive issues such as
psychosocial problems (See Section 8.4).
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8.6 Costs and quality considerations
Although cost-effectiveness was an ongoing concern during the development of the
proposal, the result may have consequences for the costs of GP care. The
recommendations before are likely to lead to a more efficiently organised care of higher
quality, which in the long run may lead to a reduction in costs. Most changes prescribed
here concern a change in attitudes of those involved and a better implementation of
current practice which should not require extra financial means.
Monitoring is the main element that may result in changes in the costs of GP care.
Some aspects are cost increasing, others are neutral in costs, and still others may even
be cost decreasing. One study investigating monitoring in residential homes found no
short-term cost increases while quality of care increased significantly, which is
promising. But the effects on residents remain unclear. In this study by Boorsma (2012),
minimal improvement in clinical outcomes was found. In another study, no significant
effects of a proactive monitoring process were found. The authors explain that this may
be a result of the frail study population, the insufficient implementation of the
intervention protocol, and the high quality of current Dutch primary care (Metzelthin et
al., 2013). A third study found that functioning of frail older adults in the community
was maintained longer, but no effects were found on quality of life (Blijenberg, 2013).
Monitoring was also found to likely be more cost-effective than usual care (Drubbel,
2013). It seems that monitoring has positive effects on the health situation of older
adults, and that it can be cost-effective. However, other studies from the National
Eldery Care Program have found no effects on costs and few effects on outcomes (see
www.beteroud.nl). This may mean that monitoring programmes are not effective, but it
may also mean that effects of such complex interventions in complex situations are
difficult to demonstrate in randomised controlled trials. Nevertheless, we should be
cautious about expecting cost decreases as a result of monitoring programs.
Monitoring should be kept neutral in costs as much as possible. Because the care
and living plan is already being used, there is little extra time investment for nurse
aides, except for regular meetings with the GP. But for most GPs the monitoring process
will initially require more time investment per patient. On the other hand, there are
possible time saving aspects as well. First, monitoring may prevent the escalation or
complication of problems because they are detected early. This, in turn, may save time
and money as less ad hoc consultations are needed (see also p. 100). Second, the
stepped and individualised approach to monitoring (see also Section 8.2) promotes an
efficient use of monitoring as it supposedly prevents that residents are monitored with
higher intensity than necessary. Third, the first two steps of the monitoring process
(case finding and the identification of problem areas; see Section 8.2) help identify only
those residents who may benefit from monitoring. Last, the expected lower rates of
admission to hospitals and nursing homes may decrease the need of both financial as
well as human resources in these settings. Combined with efficient collaboration
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between professionals, this may lower the total costs of care across settings. Thus, the
extra costs made in primary care may be outweighed across total care costs. However,
such effects are very difficult to demonstrate. More importantly, however, are the
increases in quality of care and quality of life of residents that are expected (see also p.
100). These effects should be the main objective when optimising care, and not costs.
Yet, financing monitoring activities can be difficult in the current financing
structure of GP care. A study on the financial continuity of the monitoring projects in
the National Elderly Care Program concludes that financing tasks that are not directly
patient related is problematic (Invest, 2013). Examples of such tasks are casefinding,
making a care plan, participating in multidisciplinary meetings and coordinating the
progress of the execution of the care plans. Such activities are usually not reimbursed.
In addition, the reduction in total care costs that is expected from these activities may
not be found in the GP care segment. These tasks may lead to an increase in primary
care costs, and at the same time to a decrease of expensive specialised care, thus
leading to lower overall care costs (Invest, 2013).
A few things can further control the costs of monitoring. The first is to make
screening and monitoring more time efficient by the use of modern technology instead
of face-to-face visits. The use of video conference and touch screens makes remote
screening and monitoring possible. Care professionals can communicate with residents
through video conferencing. Working with screens has been shown to reduce the costs
of care, while also being positively evaluated by patients and care providers (Peeters,
Veer, Hoek, & Francke, 2012). Touch screens can be used to let older adults fill out
monitoring questionnaires that are then evaluated by practice nurses. Another use for
the screens is to make the care and living plan available for residents by placing the
screens in residents’ apartments. These options provide ways to handle consultations in
a time efficient way. In the near future communication technology will become
increasingly important and even indispensable.
Another way to decrease the costs of GP care is to employ more practice nurses.
The latter work at lower costs than GPs and by delegating GPs’ tasks, such as
monitoring visits to practice nurses, increased costs of care can be neutralised and GP
time can be freed up (Laurant et al., 2004 LHV/NHG, 2011). Nevertheless, practice
nurses also need to be financed. The participants of one study that employed
monitoring, therefore, made agreements with an insurance company about the
continuity of financing after the study ended (Blijenberg et al., 2013)
To cover the extra costs that come with monitoring, reimbursements are available
for GPs, Insurance companies offer extra reimbursements when structural care is
provided to older adults, through so called modules (Maes, 2011; Vilans, 2014). GPs can
apply for these modules by submitting a plan for structural care. These plans have to
adhere to certain guidelines, such as the inclusion of structural meetings between GPs
and other professional caregivers and structural screening of residents (see for example
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Modelovereenkomst, 2014). However, these modules usually have a temporary
character and tend to change often. This makes it difficult for GPs to have an overview
of available means and to be assured of reimbursements for their monitoring activities
over a longer period of time. Moreover, the acquirement of the means is not always
easy as some modules have many requirements that GPs find difficult to fulfil (see p.
78). It is recommendable to design a reimbursement structure that better matches an
integral, person-centred approach for residents. The Invest study reports on three
possible scenarios, of which the preferred one is about integral financing of elderly care.
It will take time to achieve this, and the authors provide a number of preconditions for a
new financing of elderly care, such as room for indirect activities and prevention, stimuli
for collaboration, individualised care and cost-efficiency, freedom of choice for older
adults, and simplified administration (Invest, 2013).

8.7 Conclusion
In sum, this proposal for GP care in residential homes and assisted living facilities in the
Netherlands does not suggest a complete overhaul of GP care for residents. Instead, it
attunes to the current practice but at the same time requires a shift in focus, accents,
responsibilities, and attitudes of professionals. Many of the recommendations provided
are of special importance for psychosocial problems. All parties involved need to shift
their perspective to a consumer-driven one, including the consumers themselves, the
residents. Given the increasingly complex care demands of residents, all professionals
involved should possess the attitudes, skills and knowledge to provide good quality of
care for this population. This requires adaptations to their education. The already
prominent care and living plan becomes pivotal for successfully monitoring residents
and for the collaboration between all involved.

130

209214-L-bw-Dorland

9
Epilogue

209214-L-bw-Dorland

Chapter 9

The proposal for GP care for frail older adults described in Chapter 8 is aimed at using it
as an input for policy development in the domain of GP care for elderly people. As
mentioned in the beginning of this book, recent developments in government policy
regarding elderly care will have large consequences for residential homes in their
current form. Therefore, in this chapter we will look into the implications of these
developments for our proposal and the tenability of the results of this project. Other
topics that remain to be discussed are methodological considerations and the
contribution of this research to current issues in GP care.
Methodological considerations and future research
The methodological choices made during this research project have been elaborated
extensively in the other chapters. Therefore, it is not necessary to take at these
decisions again. However, there are a few ultimate remarks to be made.
Research of the preferences of older adults as to GP care is still scarce, let alone
the building of prescriptive theories for designing it. The stepped approach resulted in
building a proposal based on what those directly involved consider most important. The
choice for a qualitative approach facilitated the collection of in-depth data, which in
turn led to a detailed image of the needs and opinions of those involved, especially of
residents despite the relatively small sample sizes.
Though semi-structured interviews appeared to be adequate for discovering the
subjective needs of residents, it was not an easy process, especially not regarding
psychosocial needs (see Chapter 4). Most residents were reluctant to talk about topics
related to psychosocial problems during the interviews. Other researchers have
encountered this reluctance to express needs in this domain as well (Vermunt &
Westert, 2009). Verschuren (2010) summarises three kinds of age effects that may
cause this problem. One is the effect of ageing itself. Older adults may feel dependent
due to their vulnerable health. For that reason they hide their needs away because they
do not want to be a burden to anyone. Also, it may be difficult for older adults to stay
informed of new developments so they may not know about existing opportunities for
care. Secondly, there is a cohort effect. The current generation of older adults was
raised to be independent; they should not complain and they should solve their own
problems. Also, this generation is most familiar with a GP that only focuses on somatic
care and whom you should not burden with personal issues, which is how psychosocial
problems are usually seen. The third and last effect is based on the limited subjective
life expectancy of older adults. Older adults may not express their needs if they feel that
it is not worthwhile to strive for improvement anymore. Of course, these effects can
exist at the conscious level, but it is also possible and plausible that they exist at the
subconscious level. This means that older adults may not always be aware that they are
repressing their needs.
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On top of these age effects, there may be additional ones. Older adults often do
not recognise mental health problems as such, because they are not used to thinking in
terms of psychosocial causes of their lack of well-being. In older adults, somatic
symptoms often present stronger than other symptoms and the cause is usually
interpreted to be somatic (Bouckaert, 2008; Kuin, 2007; Smalbrugge & Beekman, 2008).
According to Verschuren (2010), future methodological research is needed to further
tackle this problem of researching subjective needs of elderly people. The in-depth
interview approach used in this study may have helped respondents realise and
verbalise their needs and it helped minimise social desirable and strategic answers.
There are some other aspects of the proposal that may benefit from further
research. First, the monitoring process itself should be evaluated once it is
implemented, in order to learn how it can or should be applied in practice, and to
decide which of the options works best in which situation and under what conditions.
For example, we have to find out which screening instrument is most suitable. This
requires detailed comparison of the use of instruments that are available in practice. In
addition, studies on monitoring in the National Elderly Care Program should be used.
Next, it is essential to further explore how to optimise the reporting and communication
between professionals, and how the use of digital files can enable this. The previously
mentioned studies that use digital files to communicate with several professions may
provide more insight (Ruikes et al., 2012; Spoorenberg et al., 2013). Another
opportunity is to implement parts of the proposal on an experimental basis, and to
make improvements on the basis of a formative evaluation of these experiments.
Contribution of the research to current issues in GP care
Our proposal for redesigning GP care may contribute to solving several of the issues in
current GP care for older adults in general, as mentioned in Chapter 1 (see Section 1.3).
To be mentioned is a person-centred, integral approach to multimorbidity with room
for prevention by means of a detailed and empirically well funded monitoring system.
The proposal also provides guidelines for defining and improving the responsibilities of
those involved in GP care and suggests how they should communicate and collaborate.
The change in mind-set this requires of all involved is not easy and it will not suffice to
only prescribe this change. Instead, investments are needed in recruiting and guiding all
parties involved to actively start working on this change in mind-set. Residents, GPs and
nurse aides themselves should be actively involved in developing ways to develop and
advance attitude changes. The reason for this is that the latter are not achieved through
external legislation but through internal motivation. Future action research may be
helpful in achieving this attitude change.
For the last decade many initiatives have been working on creating integral
collaboration structures in neighbourhoods in Dutch municipalities. They do this using a
bottom-up approach starting with self-management of citizens. Professionals (including
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GPs) are encouraged to change their attitudes and focus on providing demand-oriented
care and results (VNG, 2012). This is done in order to prepare for major changes in the
financing of care (see below). Frail older adults are a main target group in these
initiatives, so even though most of the municipalities focus on extramural care only, it is
important to follow such initiatives using scientific evaluation research in order to
provide insights into factors for success and failure.
Continuity in the GP-patient relationship will remain challenged (see p. 19), as an
increasing number of GPs is working part time and more and more group practices
share their patients. The employment of practice nurses may solve this problem by
taking over the regular visits from GPs (see also p. 78 and Section 8.4).
The proposal in Chapter 8 suggests a reimbursement structure that matches the
integral person-centred approach (see Sectio 8.6). Although the modules for structured
care and for elderly care are a good start, additional measures need to be taken. A start
is made in the Netherlands with the intention to revise basic care in the community by
promoting multidisciplinary collaboration of GPs with other primary care professionals
(RVZ, 2012). The Dutch government plans to revise the financing structures to be able
to finance these multidisciplinary teams (Schippers & Van Rijn, 2013), as will be
discussed more elaborately below.
New policy developments in care for older adults
After finishing our data collection and analysis, new major policy developments
regarding elderly care were introduced to be implemented within a short period of time
(see also the Prologue). Most important for this study are the acceleration of the
extramuralisation process, the shift in focus from professional care to self management,
and a different financing structure for GP care. These developments and their
implications for the proposal described will be discussed below.
One major development with potential consequences for our proposal is an
acceleration of the extramuralisation process in the Netherlands because of the
increasing emphasis of Dutch governmental policy on ageing in place (Zorgakkoord,
2013). Traditional residential homes will disappear and housing and care will be further
separated (see also Chapter 1). One option for current residential homes is to continue
as an extramural assisted living facility. In this case, residents rent an apartment and
care is provided by a home care organisation. All other functions of the residential
home, such as common rooms, restaurants and activities are likely to disappear unless
their costs are included in service costs (Van Ginneken, 2012). Another option is to
adapt part of the facility to accommodate nursing home residents (ibid). As fewer older
adults choose to live there in these new circumstances of reduced service and care,
these options will not always be opportune. Therefore, a significant amount of
residential homes likely will close. In the coming years, most of the group of elderly
people who would previously have moved to a residential home will continue living in
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the community or in an assisted living facility. Because this group is frail and has
complex care needs, they will be in need of and care, which will be provided by home
care agencies.
The most obvious implication of the disappearing residential home setting seems
to be that it challenges the tenability of this proposal. However, the population at hand
with all its characteristics and needs as described in the previous chapters will not
disappear. It will only be living in a different setting. It was found that the needs of older
adults in both residential homes and assisted living facilities are to a considerable extent
similar to those of older adults in general (see Chapter 4). Furthermore, GPs will provide
roughly the same care, but in a different setting. So, their view regarding the care that is
needed is likely to remain roughly the same as well. Nurse aides will also likely consider
the same topics important for GP care for frail older adults. Thus, it is expected that the
needs of all parties will remain roughly the same outside the intramural setting.
Therefore, most of the recommendations mentioned in the proposal will also likely
apply in an extramural setting, as these are based on those needs. The expectation is
that most recommendations do not need to change, i.e. recommendations about
implementing a monitoring process, the attention that is needed for psychosocial
problems as well as integral care, the quality of the interaction between older adults
and care professionals so as to promote overview, the information provision and the
involvement of older adults are not likely to be any different.
However, there will be organisational differences as a result of the different
setting, and this will require some adaptations to some of the recommendations. Nurse
aides will work in a home care organisation instead of in an intramural facility. This
applies to both independent living and living in an assisted living facility. One of the
most important consequences for the group of frail older adults with intensive care
needs is that there is no 24 hour per day supervision from home care nurse aides. This
will change their work in some respects, for instance their working hours and their role
in the lives of the elderly person. Not being present 24 hours per day, they are less
involved in day to day activities of the resident . This will mean that nurse aides working
in home care agencies are less able to detect problems with elderly people and will
have a less comprehensive overview of their situation. This, in turn, may have
consequences for GPs as well. When nurse aides are not always present, it becomes
more likely that the GP will be the first person older adults contact in case of a medical
problem. In addition, when nurse aides have less overview of the physical, psychological
and social well-being of older adults, problems will be detected later, when they already
have become more serious. As a result, the workload of GPs may increase. In addition,
GPs will be less informed by nurse aides about older adults, which may negatively
influence the overview they have as well. To prevent an increase in workload and a
decrease in overview, the monitoring process as described in the proposal becomes
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even more crucial, as it is an efficient system for early detection and maintaining an
overview.
When monitoring patients, GPs will have to combine their information sources
even more than in an intramural care facility. Combining the information and insights
from the practice nurse and the district nurse with the information of older adults
themselves and their family may provide the best possible overview. A positive
development in this sense is that home care agencies will increasingly be working in
small neighbourhood-bound teams under guidance of district nurses. As a
consequence, the role of the latter will expand and will likely become a central role in
elderly care in the community (Nivel, 2014). This is expected to increase the overview
home care organisations have of their clients. Practice nurses who have regular
(monitoring related) contact with older adults can also provide input. And of course
older adults themselves and their family members can provide information as well.
A second major development concerns the shift from a focus on professional care
to a focus on self management and informal care. The current way of financing care
through the AWBZ stopped in 2015 (Van Rijn, 2013a; 2013b). Nursing home care is now
financed on the basis of a new law, the Long Term Care Act (WLZ). The other care
referrals, i.e. most of those for residential homes and for extramural care, have been
divided between the Health Insurance Act (ZVW) and the Social Support Act (WMO).
This means that municipalities will receive an important role in care provision. The
guiding principle is self management of citizens: people do as much as possible
themselves, if needed with help from the person’s informal caregivers, i.e. family,
friends and neighbours (VNG, 2012). Only when self management and help from
surroundings do not suffice, informal and professional care will be introduced, focussing
on primary care and refraining from specialised care where possible. Relying more on
self management and informal care is supposed to help contain the costs for care in the
Netherlands (ibid). GPs and home care nurses will play a central role in organising the
care that is needed by making use of all possibilities in a neighbourhood. This will
include not only other care providers, but also welfare organisations, volunteers and the
municipality. Municipalities are forming social teams for furthering this collaboration,
and aiming for one integrated plan per family (VNG, 2013).
This focus on self management fits well with the recommendations to involve older
adults and their family in their own care as much as possible (see Section 8.3). So, the
recommendations in our proposal can be fully used to increase the involvement of older
adults into their own care. The district nurse can play an important role in providing
them with advice and information, on the condition that they have freedom to spend
time on such activities. Nevertheless, self management is likely to be limited for the
group of frail older adults with intensive and complex care needs. A study on the
preconditions for letting older adults with a care referral for intramural care live in an
extramural setting explains that many of these older adults experience a loss of
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autonomy and proactivity and will need many care moments to be able to live
independently (Brummelhuis & Oomen, 2012). In order to make living independently
possible for this groups of older adults as a minimum the same amount of care must be
available, including all services and activities that used to be included in intramural stays
(ibid). Examples are services for household, transport and meals, as well as activities for
well-being and social interactions. In the current situation not all of these services and
activities, especially for wellbeing, social interaction and mobility, are available in a way
that is needed for this group. Also there are not enough sources available outside of
residential homes to support the autonomy of residents (ibid). Therefore, actions are
needed in order to ensure that older adults can live in a safe environment and maintain
their well-being. This may be easier to achieve in assisted living facilities than for
independently living older adults. In assisted living facilities older adults live grouped
together, which makes it easier to arrange services that enhance safety and social
activities for residents. When the preconditions to live independently at home are not
met, an increase in problems such as falls and psychosocial problems as a result of
loneliness can be expected (Brummelhuis & Oomen, 2012), resulting in a higher
workload for the GP. Their will be more ad-hoc problems that require attention and
there will be fewer possiblities for GPs to invest in the recommendations provided in
the previous chapter.
Another study on preconditions for extramural living also provides possible
solutions and responsibilities for all parties involved (Van Rossum, Leidelmeijer, Wever,
& van den Ham, 2014), such as improving the response time on personal alarm systems
and having sufficient respite care available. The district nurse and practice nurse both
can play a major role in preventing this type of escalation by providing information and
advice to older adults and maintaining a good overview.
The increasing emphasis on collaboration of all formal and informal care parties in
the community is in line with our proposal’s emphasis on the need for collaboration
between nurse aides and GPs. This is just as relevant fro frail older adults in extramural
settings as in intramural ones, and it will be essential to work on the collaboration
between GPs, practice nurses, and home care teams by means of information, training
and guidance of professionals. At this moment there is already shortage of collaboration
between nurse aides in residential homes and GPs, not to speak of a shortage in the
collaboration between home care teams and GPs (Nivel, 2014). Our advice is to make
use of guidelines that are available for improving the collaboration between GPs and
district nurses (Van de Rijdt- Van de Ven, 2007). In addition, the recent developments
increase the importance of and consequently the attention for good collaboration in
primary care. This already led to the development of guidelines and tools for
collaboration (for example Van de Rijdt-Van de Ven, 2009; Vilans, 2014). Current
experiments such as the pilots with social teams in neighbourhoods (see before) and
the results from studies from the National Program for Elderly Care about integral
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collaboration (see Genero, 2013; Poot et al., 2013) have identified and will further
identify factors to improve collaboration in primary care, such as organising
multidisciplinary meetings and having clear agreements about consultations and
referrals.
As a consequence of the new financing structures in care, providing local integral
care is strongly promoted by the Dutch government. This fits well with the
recommendations in this project to provide integral care and to collaborate intensively.
So not only the collaboration with the district nurse and home care nurse aides become
more important for the GP. The same goes for other parties providing new types of care
and services (see above). One consequence is that the frequent involvement of informal
caregivers and volunteers will complicate GP care as it adds another type of caregiver,
who usually has no formal training in caregiving. Another consequence is that GPs will
(have to) collaborate increasingly with elderly care physicians (Schols, Crebolder, & Van
Weel, 2004; Schols & De Veer, 2005) and mental health care workers, as more frail
older adults will remain living in the community. Clear agreements about this
collaboration are needed (see p. 123; KNMG, 2010; Schols, & De Veer, 2005; Van de
Rijdt- Van de Ven, 2009). This expectation not only applies to the collaboration between
GPs and elderly care physicians. As mentioned in the proposal, it is important that
professionals from different disciplines share their information, knowledge and
competences by developing good communication structures and information systems,
so as to optimise the provision of integral care to older adults.
When several professional caregivers collaborate in caring for one resident, it is
essential that there is good communication and coordination among all professionals
involved. To enhance this communication and coordination, a casemanager can be
indispensable, coordinating all medical as well as nonmedical care that is provided to
one and the same patient. So while the GP may be the coordinator of medical care, the
casemanager also looks at other aspects where help is needed, for example in social
contacts and social activities. This could be a task for the district nurse, because it
matches with the growing central role in care that is assigned to district nurses (Nivel,
2014). In addition, a good way to share reports in patient files is needed. Several of the
projects in the National Program for Elderly Care used ICT to share information between
care providers and residents (see for example Robben et al., 2012). These examples can
be used for designing a reporting system so that everyone can keep an overview.
A last change is that the financing structures for GP care will change as well. At this
point there is no final structure available yet but the contours are visible. There will be
three segments. The first concerns the basic care provided by GPs. The second segment
concerns the development of care programs and of multidisciplinary care (such as for
diabetes). The third segment provides possibilities for rewards based on performance in
the first two segments and for innovations such as integrated elderly care. The goal of
this financing structure is to make room for the growing number of patients with
138

209214-L-bw-Dorland

Epilogue

chronic or complex care needs and to improve the quality of primary care and
collaboration within local networks (NZa, 2014). This new financing structure is
beneficial in terms of the proposal as there will be more room for the monitoring
process that is recommended to improve GP care for older adults with complex care
needs. Also, it provides more room for collaboration with other professionals (see
before).
In sum, the proposal fits well within the recent policy developments for frail older
adults and the recommendations mostly apply to GP care for older adults living
independently at home as well as in residential homes. Moreover, the changes in
financial structures and care organisation facilitate the implementation of key elements
in the recommendations, such as the monitoring process, involving older adults
themselves, and increased collaboration between professionals. On the other hand,
several changes in care, social services an housing are needed to meet the
preconditions for succesful extramuralisation. Uptil now, these preconditions are not
met, which will hinder the implementation of the recommendations described here. At
the same time, it also emphasises that implementing these recommendations forms a
precondition for frail older adults to live independently at home.
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Older adults form a heterogeneous group ranging from vital, community-dwelling older
adults to frail, care-dependent nursing home residents. The group of older adults in
residential homes and assisted living facilities deserves special attention because their
health situation is becoming increasingly similar to nursing home residents. This latter
group receives medical care from an elderly care physician, whereas residents in
residential homes and assisted living facilities receive regular care from their GP,
accompanied by care from specialists. In addition, traditional residential homes are
disappearing and this group will remain living independently in the community without
24 hour supervision.
Several issues in GP care in residential homes and assisted living facilities can be
identified. Many GPs have insufficient knowledge and competencies to provide
integrated care that is needed for multimorbidity and complex care needs, especially in
case of psychosocial problems or polypharmacy. The structural involvement of other
professionals, such as nurse aides, primary care professionals and specialists, further
complicates care. Furthermore, the employment of practice nurses reduces the
continuity in the GP-patient relationship. Another problem area is the lack of a personcentred approach due to the application of universal guidelines and the limited amount
of time and resources for screening. In addition, the reimbursement structure of GP
care is highly fragmented, which results in GPs working more along the lines of
consultations and treatment actions than following an integrated, person-centred
approach.
Despite the strong advocacy for a person-centred approach, little is known about
what residents themselves want regarding GP care. Therefore, the overall aim of this
study is to explore the subjective needs of residents. Based on these needs, a proposal
for the optimisation of GP care for older adults in residential homes and assisted living
facilities is developed. In this study the working definition of GP care is: the care GPs
provide to individual patients, involving the care for somatic and psychosocial problems
and the organisation of this care, as well as the contact between GP and patient
(Chapter 2).
The main conclusion form the literature study (Chapter 3) is that very little is
known about the subjective needs of older adults in residential homes and assisted
living facilities regarding GP care. Most of the studies are about the subjective needs of
older adults in general and it is unclear how the subjective needs of these two groups
relate to each other. Apart from similarities, there are likely to be differences due to a
more frail health situation and a more protected living situation of the first group. The
review shows that older adults have clear subjective needs as to the treatment of
somatic problems, the doctor-patient relationship and the availability and accessibility
of GP care. Other aspects of GP care are barely covered in this literature, such as
psychosocial problems, screening and monitoring, and the organisation of
consultations.
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Interviews with older adults in residential homes and assisted living facilities
(Chapter 4) show that residents have two basic subjective needs: security and interest
from the GP. These are partly expressed through other needs such as the needs for
information, regular check-ups, availability and accessibility of the GP. The ambivalent
to negative attitude of residents towards discussing psychosocial problems is
remarkable. Residents are generally very reluctant to address such issues. Residents
consider a good patient-GP relationship, characterised by continuity and familiarity,
essential. Besides, the role of the practice nurse, who often has more continuity in the
contact with residents than the GP, is very much appreciated by residents. For some
residents the patient-GP relationship is best when there is equality, while others have a
more dependent attitude towards their GP and look up to them. Residents experience
this equality from GPs as well, but others notice signs of ageism. Individual differences
in the preferences among residents denote the need for an individualised approach.
Interviews with GPs and nurse aides (Chapter 5) from residential homes show that
current GP care does not fit their needs. They mostly miss a clear overview of the
residents’ physical and mental health situation. According to them, this requires better
communication between GPs, nurse aides and other professionals, as well as
improvement of reporting in patient files and regular monitoring visits to residents.
Moreover, both GPs and nurse aides say that the quality of psychosocial care needs
improvement. Most of them feel they lack adequate knowledge of psychosocial
problems in older adults and they miss adequate methods to detect these problems.
Nurse aides mainly want more structural agreements about the number of GPs per
residential home, the organisation of consultations and meetings with GPs to discuss
residents’ situations. They also prefer more involvement of the elderly care physician.
GPs express these needs to a much lesser extent, they are afraid it will lead to an even
higher workload and they want to remain the coordinators of care.
In focus groups with residents (Chapter 6), GPs and nurse aides the needs and
opinions from the interviews are elaborated, especially those topics that residents, GPs
and nurse aides have different opinions about or that need further specification are
addressed for further elaboration. In the current situation, both GPs and nurse aides
have their own monitoring process and they do not want to alter that. Considering the
needs they express, however, it is preferable to combine them into one process.
Residents, GPs and nurse aides prefer surgery hours over visiting rounds, as long as
there is the option of visits for those who are not willing or able to go to the surgery
hour. The best way to achieve this seems to be by limiting the number of GPs per
location. GPs and nurse aides consider group information meetings for residents useful,
but residents prefer receiving individually tailored information provided during regular
consultations.
With the input from professionals working on a policy level, the results so far are
elaborated into a feasible and usable proposal for the improvement of GP care for
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residents (Chapter 7). Four key features are formulated: 1) structural monitoring, 2)
integral GP care, 3) an increased role of older adults in their own care, and 4) improved
availability of GPs through better accessibility, the reduction of GPs per residential
home and the clustering of consultations.
In Chapter 8 the final proposal for the optimisation of GP care is presented in the
form of a monitoring process and recommendations for residents, GPs, and nurse aides.
The monitoring process should provide all parties with the overview they want, and it
should work cost-decreasing. The recommendations for residents, GPs and nurse aides
do not imply drastic changes to care but instead attune to the existing practice,
proposing shifts in focus and attitudes of all three parties involved. Future research
should determine whether implementation of the proposal for GP care based on these
needs actually leads to the described improvements.
In the near future, residential homes in their current form will cease to exist and
the financing structure of elderly care will change. The emphasis will lie on self
management of citizens. GPs will also continue to play an essential role in offering
integral person-centred care to this frail group of older adults. Therefore, the subjective
needs of residents, GPs and nurse aides will mostly remain the same in this new
situation. The most important change is that nurse aides will not be present 24 hours
per day. This, together with the strong emphasis on ‘ageing in place’ and the decreasing
number of residential homes will lead to a decrease in the frequency and intensity of
the contacts between nurse aides and older adults. This will lead to less supervision by
professional caregivers, which is accompanied by risks for the patient and may strongly
increase the demand for GP care (Chapter 9). Several preconditions need to be met for
these developments to be succesful. When these preconditions are not met they may
hinder the implementation of the recommendations provided here. At the same time,
the developments also emphasise that implementing these recommendations may be a
precondition itself for letting frail older adults live independently at home.

144

209214-L-bw-Dorland

Samenvatting
(Summary in Dutch)

209214-L-bw-Dorland

Samenvatting

Ouderen vormen een heterogene populatie, variërend van vitale zelfstandig wonende
mensen tot zeer zorgafhankelijke ouderen in een verpleeghuis. De groep ouderen in
verzorgingshuizen en aanleunwoningen verdient speciale aandacht omdat hun
gezondheidssituatie steeds meer op die van verpleeghuisbewoners gaat lijken. Deze
laatste groep krijgt echter medische zorg van specialisten ouderengeneeskunde, terwijl
bewoners van verzorgingshuizen en aanleunwoningen reguliere zorg krijgen van de
huisarts, aangevuld met hulp van specialisten. Daarbij komt dat verzorgingshuizen
straks verdwijnen en deze groep zelfstandig blijft wonen zonder 24-uurs toezicht.
Er zijn verscheidene probleemvelden in de huidige huisartsenzorg in
verzorgingshuizen en aanleunwoningen. Veel huisartsen beschikken over onvoldoende
kennis van en vaardigheden voor de integrale behandeling die nodig is bij
multimorbiditeit en complexe zorgvragen, vooral als er ook sprake is van psychosociale
problematiek of polyfarmacie. De huisartsenzorg voor deze groep wordt verder
gecompliceerd door de structurele betrokkenheid van andere professionals. Daarnaast
zorgt het inzetten van praktijkondersteuners niet zelden voor een vermindering van de
continuïteit in de dokter-patiënt relatie. Een ander probleemveld is het gebrek aan
aandacht voor een persoongerichte benadering als gevolg van de toepassing van
universele richtlijnen en de beperkt beschikbare tijd en middelen voor screening.
Daarnaast is de financieringstructuur van de huisartsenzorg sterk gefragmenteerd,
waardoor er meer wordt gewerkt in termen van consulten en verrichtingen dan dat er
sprake is van een integrale, persoonsgerichte werkwijze.
Hoewel een persoonsgerichte benadering sterk wordt aanbevolen, is er weinig
bekend over de behoeften die bewoners zelf hebben op het gebied van de
huisartsenzorg. Het doel van dit onderzoek is daarom om deze behoeften in kaart te
brengen. Op basis hiervan wordt een voorstel voor verbetering van de huisartsenzorg
voor ouderen in verzorgingshuizen en aanleunwoningen ontwikkeld. In deze studie is de
werkdefinitie van huisartsenzorg: de zorg die huisartsen geven aan individuele
patiënten voor zowel lichamelijke als psychosociale problemen, de organisatie van deze
zorg en het contact tussen huisarts en patiënt (Hoofdstuk 2).
Uit de literatuurstudie (Hoofdstuk 3) komt naar voren dat er zeer weinig bekend is
over de behoeften van de groep ouderen in verzorgingshuizen en aanleunwoningen op
het gebied van huisartsenzorg. De meeste studies hebben betrekking op de behoeften
van ouderen in het algemeen en het is onduidelijk hoe de behoeften van deze twee
groepen zich tot elkaar verhouden. Naast gelijkenissen zijn er ook verschillen vanwege
zowel de beschermde woonomgeving als de meer kwetsbare gezondheid van de eerste
groep. De literatuur laat zien dat ouderen duidelijke behoeften hebben inzake de
behandeling van somatische problemen, de dokter-patiënt relatie en de
beschikbaarheid en bereikbaarheid van huisartsen. Andere aspecten van de
huisartsenzorg komen nauwelijks aan bod, zoals psychosociale problemen, screening en
monitoring, en de organisatie van consulten.
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Interviews met ouderen in verzorgingshuizen en aanleunwoningen over de
huisartsenzorg (Hoofdstuk 4) laten zien dat bewoners twee belangrijke basisbehoeften
hebben: de behoefte aan zekerheid en aan interesse van de huisarts. Deze behoeften
worden gedeeltelijk via andere behoeften naar voren gebracht, zoals de behoefte aan
informatie, monitoren, beschikbaarheid en bereikbaarheid van de huisarts. Opvallend is
de ambivalente tot negatieve houding ten opzichte van het bespreken van
psychosociale problemen. Over het algemeen zijn bewoners erg terughoudend om
hierover te melden. Bewoners vinden een goede relatie met de huisarts, gekenmerkt
door continuïteit en vertrouwdheid, essentieel. Daarbij wordt ook de rol van de
praktijkondersteuner, die vaak meer continuïteit in het contact met bewoners heeft dan
de huisarts zelf, zeer gewaardeerd. In de relatie met de huisarts heeft de ene bewoner
behoefte aan gelijkwaardigheid, terwijl de ander zich meer afhankelijk opstelt en de
huisarts op een voetstuk plaatst. Bewoners ervaren deze gelijkwaardigheid ook vanuit
huisartsen, maar sommigen merken tekenen van ‘ageism’. Individuele verschillen in
voorkeuren van bewoners benadrukken de noodzaak van een geïndividualiseerde
benadering.
Interviews met huisartsen en verzorgenden (Hoofdstuk 5) laten zien dat de huidige
huisartsenzorg niet overeenkomt met hun wensen. Opvallend is vooral het
gerapporteerde gebrek aan een goed overzicht van de gezondheidssituatie van
bewoners. Om dit te bereiken is volgens de respondenten een verbetering in de
communicatie tussen huisartsen, verzorgenden en andere professionals nodig, alsook
regelmatige monitoring van bewoners en verbetering van de rapportage in hun
zorgleefplan. Daarnaast vinden zowel huisartsen als verzorgenden dat de psychosociale
zorg beter kan. Velen vinden dat ze onvoldoende kennis van psychosociale problemen
bij ouderen hebben en ze missen geschikte methoden om deze problemen te
signaleren. Verzorgenden willen vooral meer structurele afspraken over het aantal
huisartsen per huis en de organisatie van consulten en overleg over bewoners. Ook
willen zij meer betrokkenheid van de specialist ouderengeneeskunde. Huisartsen zijn
hier meer terughoudend in, zij zijn bang voor een nog hogere werkdruk en willen zelf de
regie over hun patiënten houden.
In focusgroepen met bewoners, huisartsen en verzorgenden (Hoofdstuk 6) wordt
voortgebouwd op gevonden behoeften en opvattingen uit de interviews, met name die
onderwerpen waarvan specificatie nodig is of waarover bewoners, huisartsen en
verzorgenden van mening verschillen. In de huidige huisartsenzorg hebben huisartsen
en verzorgenden ieder hun eigen monitoring proces en zij willen dit niet veranderen.
Gezien de behoeften die zij uiten, heeft het echter de voorkeur om ze te combineren
tot één proces. Bewoners, huisartsen en verzorgenden hebben een voorkeur voor
spreekuren t.o.v. visiterondes, zolang de optie van een visite in de eigen woning blijft
voor degenen die niet naar een spreekuur kunnen of willen gaan. De beste manier om
dit te bereiken lijkt door het beperken van het aantal huisartsen per locatie. Huisartsen
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en verzorgenden vinden informatieve bijeenkomsten voor bewoners nuttig, maar
bewoners willen liever informatie die op hun individuele situatie is toegepast ontvangen
tijdens consulten.
Met behulp van experts op beleidsniveau worden de bevindingen tot zover tot een
haalbaar en bruikbaar voorstel voor de verbetering van de huisartsenzorg voor
bewoners (zie Hoofdstuk 7). Er worden vier kernelementen geformuleerd: 1) structurele
monitoring, 2) integrale huisartsenzorg, 3) bewoners hebben een rol in hun eigen zorg,
4) betere beschikbaarheid van de huisartsen door betere bereikbaarheid, het
verminderen van het aantal huisartsen per locatie en het clusteren van consulten.
In Hoofdstuk 8 wordt het uiteindelijke verbetervoorstel gepresenteerd in de vorm
van een monitoring proces en aanbevelingen voor de bewoners, huisartsen en
verzorgenden. Het monitoring proces moet alle partijen het overzicht geven waar ze
behoefte aan hebben en dient kostenbesparend te werken. De aanbevelingen voor
bewoners, huisartsen en verzorgenden vragen om aanpassingen in de bestaande
praktijk door verschuivingen in aandachtspunten en attitudes bij alle drie betrokken
partijen. Toekomstig onderzoek moet uitwijzen of het daarop gebaseerde
verbetervoorstel na implementatie in de praktijk de geschetste verbeteringen ook
daadwerkelijk oplevert.
In de nabije toekomst zal het verzorgingshuis in haar huidige vorm ophouden te
bestaan en de financiële structuur van de ouderenzorg en de huisartsenzorg zal
veranderen. Daarbij komt de nadruk te liggen op zelfmanagement van burgers. De
huisarts blijft echter een belangrijke rol spelen in het aanbieden van integrale
persoongerichte zorg voor deze kwetsbare groep ouderen. De behoeften van
bewoners, huisartsen en verzorgenden, evenals de meeste aanbevelingen zullen in deze
vernieuwde omstandigheden daarom grotendeels hetzelfde zijn. De belangrijkste
verandering is dat verzorgenden niet meer 24 uur per dag aanwezig zullen zijn. Dit, in
combinatie met de sterke nadruk op 'thuis oud worden' en de steeds verder afnemende
beschikbaarheid van plekken in verzorgingshuizen heeft tot gevolg dat het aantal en de
intensiteit van de contacten tussen de oudere en de verzorgende sterk zullen afnemen.
Dit leidt tot veel minder toezicht door professionals, wat risico’s met zich meebrengt
voor de patiënt en waardoor het beroep op huisartsenzorg sterk zal kunnen
toenemen(zie Hoofdstuk 9). Er moet nog aan een flink aantal voorwaarden worden
voldaan, wil er sprake zijn van succesvolle extramuralisering. Zolang dit niet het geval is,
wordt ook de haalbaarheid van het implementeren van het verbetervoorstel beperkt.
Tegelijkertijd laten de ontwikkelingen ook zien dat het implementeren van het voorstel
uit deze studie zelf een voorwaarde kan zijn om kwetsbare ouderen zelfstandig thuis te
laten wonen.
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et

Bastiaens et
al.
(2007)
Int

Bajramovic
et al.
(2004)
AU

Bajorek et al.
(2007)
AU

Authors
(year)
Country
Adelman
al.
(2004)
US

Title
Discussions about
cognitive impairment in
first medical visits: older
patients perceptions and
preferences
Management of warfarin
in atrial fibrillation: views
of health professionals,
older patients and their
carers
Perceptions around
concordance: focus
groups and semistructured interviews
conducted with
consumers, pharmacists
and GPs
Older people’s
preferences for
involvement in their own
care: a qualitative study
in primary health care in
11 European countries
Qualitative interviews
N =406, aged >70, from
general practices

Focus groups N = 7 (1
group), aged >65

Group interviews
N = 14, from hospital and
local community centre

Study Design
Qualitative interviews
N =100, aged >65 from
an outpatient general
medicine practice

Main Results
Discussing cognitive problems with the GP: Memory
problems most often discussed (65%). Discussion is
mostly physician initiated. No discussion because:
forgotten, not important, many other things to discuss,
or physician did not initiate a discussion.
Need for information about warfarin therapy: verbal
and written, paced introduction, verify understanding;
need for better written info on day to day issues; need
for reinforcement of info; need for advice on use;
patient and GP both responsible for treatment.
Need for more involvement consumer, GP and
pharmacist for better understanding and information
exchange; Need for more information on conditions
and treatments; need for more time for discussion with
GP; Need for good relationship between professionals:
consumer friendly. Need for competence and more
involved with information.
Involvement is focused on a caring relationship,
person-centred approach and receiving information.
There are many individual differences regarding the
amount and type of involvement desired. Enough time
is also important.
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Corrigan et
al.
(2003)
US

Boneham et
al.
(1997)
UK

Elderly people from
ethnic minorities in
Liverpool: mental illness,
unmet need and barriers
to service use
When do older adults
seek primary care
services for depression?

Views of older adults on
patient participation in
medication-related
decision making

Belcher
al.
(2006)
US

et

Title
Processes of care desired
by elderly patients with
multimorbidities

Authors
(year)
Country
Bayliss et al.
(2008)
US

Interviews
N =71 aged >65 ethnic
minority people with
depression or dementia
from general practice
Survey
N =230, community
dwelling older adults

Study Design
Qualitative interviews
N =26, aged >65 with
diabetes, depression and
osteoarthritis, from
HMO.
Qualitative interviews
N =51, aged >65 with >1
medicine, from senior
centres and physician
office

Psychosocial problems: if enough support from family
and friends, then less likely to discuss with GP, but also
less depressed. Willingness to discuss these problems
with family/friends and comfort when talking to mental
health providers are positively correlated with talking
to the GP.

Involvement: no involvement because patients do not
want to decide or are not able to decide. Precondition
for involvement is trust but trust can also lead to giving
over control. The attitude of the GP is important: focus
on person or disease, enough time and continuity and
good communication.
Psychosocial problems: of respondents with mental
illness, 33% talked to GP about it. Reasons not to are:
inappropriate (cultural), fatalism, apathy or being too
proud.

Main Results
Need for individualized and coordinated care plan;
need for clear communication about care plan
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Dollman et
al
(2003)
AU
Drennan et
al
(2007)
UK

Delaney
(1998)
UK

Authors
(year)
Country
Dale et al.
(2004)
UK

Title
Do patients really want
copies of their GP
letters? A questionnaire
survey of older adults
and their carers
Why do dyspeptic
patients over age 50
consult their GP? A
qualitative investigation
of health beliefs relating
to dyspepsia
Managing insomnia in
the elderly: what
prevents us using nondrug options?
Priorities in identifying
unmet need in older
people attending general
practice; a nominal
group technique study
Focus groups
N = 16 (3 groups), older
adults form community
centre
Nominal group technique
4 groups of 5-12
participants (users), 3
other groups

Study Design
Multiple-choice
questionnaire
N = 50 older patients
from outpatient
department
Qualitative interviews
N = 31, aged >50 with
dyspepsia, from GP office

Need for regular blood pressure measurement; need
for information on medical problems. Difficulty ranking
problems that are important to discuss: it depends on
whether there is time and they do not want to bother
the GP. Also there is much heterogeneity of needs and
GPs should not assume that all older adults have the
same problems.

Discussing problems with the GP depends on whether
the GP has time and seems open to discussing nondrug related options with the patient.

Need for reassurance, information and treatment.

Main Results
Information: most patients want a letter of the
correspondence between specialist and GP, but an
adapted one. Half of respondents want their carer to
get a letter as well.
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Satisfaction with quality
and access to health care
among people with
disabling conditions
Satisfaction with primary
care providers of older
adults living in senior
housing

Iezzoni et al.
(2002)
US

Jones et al.
(2003)
US

Older patient satisfaction
with communication
during an initial medical
encounter

Title
Elderly patients’ and GPs’
views on different
methods for patient
involvement: an
international qualitative
interviews study
Older patients’ aversion
to antidepressants

Greene et al.
(1994)
US

Givens et al.
(2006)
US

Authors (year)
Country
Geest et al.
(2005)
Int

Telephone survey
N =235

Satisfaction with GP care is related to a caring
attitude, providing security, following through
with care and the GP-patient relationship.

Four themes characterize the resistance of older
adults regarding antidepressants: 1) fear of
dependence, 2) not viewing depression as a
medical illness, 3) concern that antidepressants
will hinder natural sadness, 4) prior negative
experiences.
Caring dimension in relationship is important.
Factors associated with patient satisfaction:
physician asking questions and giving support;
shared laughter and length of visit. Not associated
with satisfaction: patience and respect.
Satisfaction scores of patients with information,
concern for overall health, access to care, and
follow up.

Qualitative interviews
N =68, aged >60

Structured interviews
and tape recording of
visit N =81, aged >60,
from a hospital based
general medicine group
From Medicare database
older adults with
disabling conditions

Main Results
Information leaflets are useful because: more
compliance, more involvement, less visits, more
security. Not useful when: too difficult, not able to
read, misunderstanding, too general, preference
for oral info.

Study Design
Qualitative interviews
N = 284, aged >70
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Coping with depression
in later life: a qualitative
study of help-seeking in
three ethnic groups

Assessment of medical
care by elderly people:
general satisfaction and
physician quality

Lee et al.
(1998)
US

Title
Patient characteristics as
predictors of primary
health care preferences:
a systematic literature
analysis
Older patients’
involvement in their
health care: can paperbased tools help?

Lawrence et al.
(2006)
UK

Klingenberg et al.
(2005)
Int

Authors (year)
Country
Jung et al.
(2003)
Int

Most respondents are very satisfied with all
aspects of care. Age is negatively associated with
satisfaction. Need for monitoring; need for
accessibility; need for competency.

Involvement. There are many individual
differences: paper-based tools helps remember
things, ask questions, and focusing on important
things. But it is also difficult to write things down.
They do not like it if there is too much emphasis
on disease.
Psychosocial problems: African-American older
adults want to discuss worries with GP most,
Asian older adults least. All want to seek help, but
GPs have little time, focus too much on
medication and show ageism.

Questionnaire
N =351, aged >70, from
GP practices

Qualitative interviews
N =110 Asian, black and
white aged >65 with and
without depression, from
primary care centre, day
centre, lunch club
Survey
+- 8000 respondents,
aged >65, in the
community

Main Results
Need for information; need for friendliness; need
for continuity of care; preference for traditional
doctor-patient relationship.

Study Design
Literature review

169

209214-L-bw-Dorland

Nidiry et al.
(2008)
US

Mellor et al.
(2006)
AU

Lisper et al.
(1997)
SWE

Authors (year)
Country
Lewis et al.
(2006)
US

The closure of a medical
practice forces older
patients to make difficult
decisions: a qualitative
study of a natural
experiment

Interviews
N =21, hypertensive
patients.

Medicated hypertensive
patients’ views and
experience of
information and
communication
concerning
antihypertensive drugs
Satisfaction with GP
treatment of depression
among residents of agedcare facilities
Survey
N =180, aged >60 GP
patients

Qualitative interviews
N =31 depressed older
adults who receive
treatment

Study Design
Structured interviews, N
=116, aged >70, from
retirement communities

Title
Older adults’ attitudes
about continuity cancer
screening in later life: a
pilot study interviewing
residents of two
continuing care
communities

Psychosocial problems: need for more
opportunities to discuss feelings. Evaluations:
>50% satisfied with treatment; 33% happy with
GP; >33% experiences short consultation times;
<50% experiences treatment effectiveness.
Continuity vs. accessibility. A third thinks both are
equally important. Further located practice is a
barrier, but less when there are other services
nearby. Patients get used to a new GP over time,
depending on the quality of the relationship.

Main Results
Respondents want to discuss the possibility of
stopping cancer screening despite the majority
having a favourable attitude towards screening.
They do not want to stop despite high age,
decreased quality of life or high dependency. For
some respondents this is reason to stop, as are
lack of reliability of the test and doctor’s
recommendation.
Need for information on medication from doctor,
not pharmacist. Need for verbal information,
need for useful information about side effects.
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Rotar-Pavlic et al.
(2008)
Slovenia

Pooley et al.
(2001)
UK

Petty et al.
(2003)
UK

Authors (year)
Country
Pettigrew et al.
(2004;2005)
AU

Title
Older Australians
expectations of their
interaction with their
GPs; Serving seniors
better: service guidelines
for general practitioners
Patients’ views of a
pharmacist-run
medication review clinic
in general practice
A qualitative study of
patients’ and health care
professionals’ views on
management of type 2
diabetes
How do older patients
and their GPs evaluate
shared decision-making
in health care?
Semi-structured
interviews
N = 85, aged >50 with
diabetes, from GP
practices
Qualitative interviews
N =39 GP patients, aged
>70

Study Design
Focus groups and survey,
6 groups, aged >50 and N
=505 respondents, from
random dialling and from
senior card requests
database
Focus groups
N =18 (3 groups)

Involvement is a relationship where GP lives up to
expectations: mutual activity and improved
relationship; trust; familiarity; partnership.
Sometimes patients are less involved: GP has an
authorative role; sometimes the doctor is the
boss.

Need for more time to ask questions and get
information; need for continuity and familiarity;
need to feel comfortable to ask questions; need
to be taken seriously.

Need for info on medication. There is also trust
that the GP knows what’s best. Not everyone
thinks a medication review is useful.

Main Results
Need for timely referrals; need for current
medical knowledge; need for familiarity with the
patient’s medical history.
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Morbidity and older persons’
perceptions of the quality of
their primary care

Quality of care from the
perspective of elderly people:
the QUOTE-elderly
instrument

Which providers should
communicate which critical
information about new
medication? Patient,
pharmacist and physician
perspectives

Sixma et al.
(2000)
NL

Tarn et al.
(2009)
US

Title
Do older adults expect to age
successfully? Association
between expectations of
aging and beliefs regarding
seeking health care
Do depressed older adults
who attribute depression to
old age believe that it is
important to seek care?

Shadmi et al.
(2006)
US

Sarkisan et al.
(2003)
US

Authors (year)
Country
Sarkisan et al.
(2002)
US

Psychosocial problems: 53% thinks it is very
important to discuss feeling depressed with the
doctor. 2% does not and they are more likely to
attribute depression to aging.

Survey
N =90 aged >65
likely depressed,
from primary care
physician
Questionnaires
N =120 high risk for
high medical costs,
aged >65
Survey
N =338, aged >65,
recent GP users.
From meals on
wheels
Focus groups
N = 42, aged >65

High morbidity related to lower satisfaction with
GP care overall; with the interest from the GP,
with the knowledge of the patient, with the time
the GP spends.
Important are: information about medicines,
emergency arrangements, information about risks
of treatment, friendliness, having enough time,
easy (telephonic)access, bringing a third person to
consultations.
Need for Information on new medication: name,
use, aim, side effects. Preferably from GP instead
of the pharmacist.

Main Results
Important to discuss with GP: walk slower,
remember names, loneliness, financial worries,
sexual problems. Not important: falls, depression,
incontinence, arthritis.

Study Design
Survey
N =588, aged >65
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Wetherell et al.
(2004)
US

Weir et al.
(2007)
UK

Authors (year)
Country
Victor et al.
(2004)
UK

Mental health treatment
preferences of older and
younger primary care
patients

Title
Capturing lay perspectives in
a randomized control trial of
a health promotion
intervention for people with
osteoarthritis of the knee.
Expanding choice options for
older patients in relation to
practice-based
commissioning: a qualitative
study of older patients in a
small GP surgery
Survey N =77 aged >60,
from outpatient
medical clinics

Study Design
Diaries and interviews
N =170 OA patients
with frequent contact
with primary health
care team.
Focus groups N = 4x6
patients, aged >75

Main Results
Patients feel they get little support and
information and they have trouble
communicating with GP. Need for better pain
management, improvement in mobility and
coping in daily life.
Need for advice on referrals from the GP
because he knows the options. Good outcome
and speed of access are most important.
Barriers for choice: risk making wrong choice,
not enough information, uncertain about
availability of services; need for reading material
that is easy.
Barriers to discussing psychosocial problems:
not the type for treatment, much hassle or want
to solve problems themselves.
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Interview guide for interviews with residents
The guide below shows the main questions that were used during the interview. The
follow-up questions are examples and suggestions, meant to help residents provide as
much information as possible.
1.

You probably had several GPs in your life. Many things have changed in the
profession of GPs and they likely were different back then, than they are now. How
do you look back on past GPs?

The resident is likely to start a story about
a past GP. Ask follow-up questions to get
an idea of their experiences.
Then you go into the differences with the
present day situation.
Remember these changes and use them in
the other topics. Mention them to
introduce new topics so that residents do
not feel they need to repeat themselves.
And use these changes to help residents
to start talking.

- What do you think of that?
- Can you tell me more about that?

- What has changed since that time?
- What do you think of these changes?
- What did you like before? What do you
like now?

This topic is important to get residents to
talk and to focus them on the subject of
GP care. Past times should not receive
much attention.

2.

When you need a GP, how does that work?

The GP can be contacted by the resident, a
nurse aide or someone else:

- How do you contact the GP?
by Telephone, go to surgery hour

For example telephonic access

Who
contacts
the
GP?
who makes the decision to contact vs.

For example visits, a surgery hour, a
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consultation at the GP practice

who contacts the GP

Ask about the availability and accessibility
of the GP.

- Is it easy or difficult to contact your
GP?

Goal: how does the resident experience the
organisation of care?

Fixed times, at all times
- What happens next?
Telephonic consultation, visit to the
practice, visit from the GP

Nurse aides are sometimes present during
consultations. Do residents like this? Topics:
independence/dependence,
insecurity,
ignorance.

Do you like to have a nurse aide present
during consultations? Why (not)?

Whose idea is it to have the nurse aide
present?

- Are you satisfied about this? (feelings)

- What do you think about this?

- Is this the ideal situation for you?

The experiences of residents are more
interesting than the facts.

-What
can
be
improved?
- What should the situation be like?
- How do you feel about that?
- What do you like about that? What do
you dislike about that?

3.

What does your GP do during consultations?

- How often did you consult your GP in the
last year?
The most important is the effect of their
problems: the feelings they created such
as anxiety, dependency, insecurity, anger
Being taken seriously, feeling ignored,
reliability,
feeling
comfortable,

- For which problems?
chronic vs. acute problems
- What did the GP do?
information, referral, medication, advice
for nurse aides
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- Wat vond u daarvan?
bruikbaarheid, duidelijkheid, effectiviteit

competency, empathy

- What do you think of the care of the GP
in general?
- Do you think the GP has enough time for
you?
- What do you like and what do you
dislike?
- Why do you think this?
- What can be improved?
Did the GP prescribe medication? How
much? For what?

Ask about medication use.
Competency, availability, amount, effect,
side effects, consultations.

For this question first mention which
topics the respondent already mentioned.
This can be somatic or psychosocial
topics. Use the following terms:
Somatic: when you feel physically ill

Have you been taking this for long?
What do you think of your medication?

- What are other things you would like to
discuss with your GP?
Why?
- Which things would you not discuss with
the GP?
Why not?

Psychosocial: when you are worried, or
not feeling your usual self. For example:
depressed, down, nervous, anxious,
restless, having trouble sleeping,
relationship problems, questions about
death, loneliness, grief, worries about
your memory or about getting older.

- If you don’t discuss these things with the
GP, do you discuss them with someone
else?
- Why that person? Why not?

Ask explicitly about psychosocial problems
when the resident does not start about
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them:
Ask follow-up questions. This is an
important part of the interview.
It may help to start about the past to get
them talking.
When you notice respondents feel
uncomfortable you can say: Or are these
things that you do not talk about?
Introduce this question, so the resident
won’t feel uncomfortable: everybody has
problems and sometimes they don’t ask
for help even though they would like to.
Follow-up questions: what was it about?
Why didn’t you ask for help? (Shame, not
knowing where to go, thinking it is no
use) you could also ask: are there things
that you are ashamed of?
Goal: How does the resident experience
the care of and contact with the GP?

- Did you use to talk to the GP about your
worries, for example when there were
problem within the family or when you
were
not
doing
well.
(No worries: imagine that you did have
them?)
- How is that now? Do you talk with the
GP about your worries?
- What do you do when you are worried
or depressed?
- What do you do when something
happens that really affects you?
- Why do you do that?
- How does your GP react to that?
- How do you feel about that?
- What should the GP do in these cases?
- Are there things you do not consult the
GP for?
- has there ever been something that you
would have appreciated help with from
the GP but that you did not ask?
- Has it ever happened that you asked for
help but did not get it?
- For what problems should the GP be
available?
- What should be the role of the GP?
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4. How is the relationship with your GP?

Try to get an image of the connection the
resident feels with the GP.

- Do you think the GP should come and
check how you are doing?

Pay attention to psychosocial problems

- How often?

Belittled,
equality,
understanding,
understandable, nice, kind, empathic,
serious

- What would you like to talk to him
about?
- Do you have the feeling that you could
go the GP with any problem?
- How is the contact with your GP?
- How do you feel about that?
- How do you experience
conversations with the GP?

your

- What do you like about your GP? What
do you dislike? Why?
According to you, what is a good GP?
What should a GP do and avoid?

5. What is the role of nurse aides when you need a GP?

There are three parts: before the
consultation, during the consultation and
after the consultation

Avoid talking about care in general.

- Do they have a role in contacting the
GP? What do they do?
- Do they have contact with your GP?
- Are they present during visits? What do
they
do?
- What do you think about that??
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- What do you like about the nurse
aides? What do you dislike?
- What would be the ideal situation for
you?
- What should nurse aides do and avoid?
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Dutch and English translations of the quotes from the interviews
Dutch

English

Section 4.3.1
Ja, zo dat ge onder controle blijft staan hè

‘Yes, then you are being monitored.’
(Respondent 16)

ik vind ik eigenlijk, ja dat ze altijd, toch af en
toe eens moeten komen kijken of dat alles
goed blijft gaan.

‘Actually, I think that they [the GPs]
should always, at least sometime
come over to check if everything is
still okay.’ (Respondent 40)

Hij kan door de telefoon toch niet zien wat
ik mankeer. […]. Ik heb een hekel als een
dokter iets door de telefoon medicijnen
voorschrijft. Ze weten nooit wat je eigenlijk
hebt

He can’t see over the phone what is
wrong with me [...] I hate when he
prescribes over the phone; he can
never know what’s wrong with you.’
(Respondent 27).

Die van mij die doet dat niet zo makkelijk.
waarom dat weet ik niet ..dat moet toch
kunnen tegenwoordig?

‘My GP does not do that [give
information] easily, I don’t know why,
it should be possible nowadays.’ (
Respondent 20).

Ik hou niet van huisartsen die almaar dan dit
proberen, dan dat proberen, dan nog es wat
anders proberen en dan op den duur dat
het zo erg is, dat de zaak niet meer te
proberen is, dan sturen ze je door […] Dat
vind ik ook niet goed. hè, ik bedoel, ja, als ze
er geen kans voor zien zelf, dan moeten ze
je doorsturen naar een internist of, nou ja,
wat maar nodig is.

I don’t like GPs who will keep trying
this, then trying that, and then try
something else and then when it gets
so bad, that there is nothing to try,
then they send you on [..]. That is not
good, I mean, yes, if there is no
chance that he can, then he should
send you to an internist or whatever
is needed.’ (Respondent 15).

Dat weet ik echt niet, ik slik ze, maar ik weet
nog niet waar het voor is.

I really wouldn’t know. I use them,
but I don’t know what they are for.’
(Respondent 23).

Als je iets voorgeschreven krijgt, en je
neemt ze niet.. moet je niet naar de dokter
gaan.

‘If they prescribe them and you don’t
take them, then don’t bother
consulting the GP in the first place.’
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(Respondent 15).
Section 4.3.2
Zorgen moet je zelf oplossen. Zorgen zijn er
niet om over met een ander te praten.

‘You have to deal with these worries
yourself. Worries are not something
to discuss with others’ (Respondent
19).

Nee hoor, ik maak me niet zo gauw zorgen.
[…]. Je kan je wel zorgen gaan zitten maken,
maar daar wordt het toch niet anders van.

‘No, I don’t worry easily.[...]. You can
be all worried, but it doesn’t change
anything anyway’ (Respondent 15).

Interviewer: bespreekt u ook uw zorgen met
de huisarts? Respondent: Nou, eigenlijk nog
niet hoor. Ja, ik ben alleen en ja.... en dan,
dat hij, dat hij als hij komt, dus dan praat je
erover, over wat je hebt en wat je denkt dat
eraan gedaan kan worden, maar verder
niet, nee. Nee, dat doe je niet hè. Ik
tenminste niet. [Interviewer: Maar is dat
iets wat u fijn zou vinden, als het zou
kunnen?] Mja. Vroeger kon dat, met de
huisarts wel maar die kende alle mensen
precies op de, dat is bij die mensen nog niet,
die zijn op de cultuur ej.[Interviewer: Maar
als u hem wat beter zou kennen, dan zou u
dat misschien wel doen? ]Jah, jah, misschien
wel, daarom. He, maar ja, dat zijn meestal
eh, toch zorgen dat de dokter eigenlijk
weinig aan kan doen ej, maar ja..
[Interviewer: Hm. Want wat voor zorgen zijn
dat dan? ] Nee, ja, maar ja, bijvoorbeeld, ik
hoor wel eens bij mensen van dat het met
de kinderen allemaal niet goed gaat, jaah,
wat kan de dokter daar aan doen? Daar kun
je wel over praten, maar ja, wat dat helpt,
dat weet ik niet hoor. Maar ja, ik heb dat
niet, dus ja..[Interviewer: Nou, en stel dat u
zoiets nou had, wat zou u dan doen?] Ja,
dan denk ik nog niet dat ik erover zou
praten hoor, dat denk ik niet hoor, nee
hoor, nee. Dan denk ik, och, dat lost vanzelf
wel op [lacht].[Interviewer: Ja, ja. En als u u
nu eens ergens zorgen over maakt, wat doet

Interviewer: ‘Do you discuss your
worries with your GP?’ Respondent:
‘Well, actually not yet. Yes, I am alone
and[...] when he visits, you talk about
what is wrong with you and what you
think can be done about it, but
nothing else, no. No, you don’t do
that. At least I don’t. . . . [Interviewer:
But would you appreciate it if it were
possible?] With the GP we had before
it was possible, but he knew
everybody very well, but that is not
the case yet with these people.[ . . ].
[Interviewer: And if you knew him
better, would you maybe do it?] Yes,
maybe, that is why. But those things
are usually worries that a GP cannot
help you with, really. . . . [Interviewer:
What kind of worries do you mean?]
For example, I hear people whose
children are not doing so well, aaah,
what can the doctor do about that?
You can talk about it, but whether
that helps, I don’t know. But I don’t
have that. . . . [Interviewer: And if you
would have something like that?] I
don’t think I would talk about it, I
don’t think so, no. Then I would think
that it’s going to solve itself [laughs]. .
. . [Interviewer: So, what do you do
when you worry?] Well, I have my
children. You can always talk to
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u dan?]Jah, dan heb ik toch mijn kinderen
nog ej. Daar kun je altijd tegen praten en
over praten, ej

them.’ (Respondent 45).

‘Ik vond het fijn om er af en toe even over
te kunnen praten.[…]. Om even mijn hart te
luchten.

‘I liked talking about it every now and
then. [...] To pour out for a while.’
(Respondent 31).

Nou ik vind dat je best met je huisarts ook
over zoiets moet kunnen praten. Hij kan
misschien niet veel doen, maar... ja dat
weet ik eigenlijk niet, ik vind van wel. Ik vind
dat met eventuele huwelijksmoeilijkheden
of dat een huisarts je verwijst als hij het niet
aankan, hè.

‘Well, I think you should be able to
talk to your GP about something like
that. There might not be much he can
do, but I don’t know, I just think so. I
think that if someone has marriage
problems, that if he can’t handle it, he
can refer you to someone.’
(Respondent 28).

Section 4.3.3
Hij heeft geen aandacht, hij moet en vooral
bij oudere mensen […]. Als hij maar een
beetje aandacht aan de mensen schenkt.

‘He does not pay attention, and that is
necessary, especially with older
persons. If he would just show a little
interest in the people...’ (Respondent
27).

Die was wel uh,de dokter dat was uh., je
moest het niet zien als familie, maar het
was wel hè die leefde zo in het gezin, die
kende alles wel, al jaren. Die heeft de
geboorte meegemaakt en die hebt ze zien
opgroeien hè […] en tegenwoordig als je bij
de dokter komt ja dan is het maar even uh
ja en dan weten ze wel wat de situatie
[onverstaanbaar] in de computer daar weet
hij alles van […][ Interviewer..en ziet u het
ook gebeuren dat u met de dokter die u nu
heeft zon band ontwikkeld als dat u vroeger
had ] die heb ik niet meer. Je hebt geen
chemie

‘You should not see him as family, but
he was. He was living in the family; he
lived in the family, he knew
everything and everybody for years.
He witnessed the birth and watched
them grow up[...]. And nowadays it’s
just like, uh yes, but they do know
everything about the [medical]
situation, in the computer that is
something they do know. . . . I don’t
have that [connection] anymore.
There is no chemistry.‘ (Respondent
4)

De ene keer zijn ze aardig, de andere keer
zijn ze heel bot vind ik. Dat vind ik echt niet
zo leuk. […]Ja uh, ze kappen het af. Je mag
niks meer vragen want je, de, als je wat zegt

Sometimes they are really nice, but at
other times they can be very blunt. I
really don’t like that [. . ]. They cut
you short, you can’t ask anything
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dan is het nou, je bent nou, weg hè moet je,
dat merk je, je moet gewoon weg dan. […]
voel me altijd, als ik bij de dokter ben
geweest een beetje afgeschreven altijd.
[…]Ik vind, ze schepen je zo makkelijk af, het
is je leeftijd, het is ouderdom. Ja en ik vind
dat niet gezellig dan hoor.

anymore, because if you say
something then it’s like, well, you
have to go, you notice that, you just
have to go. [. . .] When I have seen a
doctor I always feel a little written off,
I always do.[ . . .] I think, they dismiss
you so easily, it’s your age, it’s the
ageing.’ (Respondent 24)

ik ben opgevoed in het eh..van een dokter
dat was.. daar keek je tegenop en..eh..die
moest je niet meer lastig vallen dan nodig
was, hè, die stonden toen wel op een
voetstuk. en dat is over. […] dat vind ik wel
een stuk een hele verbetering. […] tja..ik
vind dat afstandelijke, dan ben je om..dan
heb je schrik om een dokter om even te
raadplegen

‘I was raised, uh, that the doctor
was...someone to look up to and uh,
you should not bother him more than
necessary, they stood on a pedestal.
But those days are over. . . . I think
this is a big improvement. . . . This
distant, then you are, then you are
afraid to consult the doctor.’
(Respondent 21)

Ik heb maar liefst zo gauw mogelijk
afwerken. […]. Zo heb ik wel eens gehoord
dat sommige vroeger hele verhalen aan een
dokter vertellen en uh de hebben en de
houwen. Ja, daar ga ik niet voor. […]. Kijk, als
ze willen gaan praten dan is het leuk. Maar
uh, toch geen privégesprekken gaan houden
met een dokter.

‘I like to be done with it as soon as I
can. [...]. I heard that some people tell
entire stories to the doctor,
everything. But I don’t like to do that.
[...]. Look, if they want to talk then
that is okay, but uh, no personal
conversations with the doctor.’
(Respondent 5)

Ik heb niet het idee dat ik.. ja op den duur
misschien weer wel, dat er wordt toch gene
huisarts meer opgeleid of artsen opgeleid,
voor zulke uh bejaardenhuizen en voor
dingen, dat is toch wel gewoon de huisarts,
daar heb je geen aparte opleiding
voor.[Interviewer: Zou u dat nodig vinden?]
Ja dat is uh, nee, uh..hij kan zich goed
plaatsen in die situatie van de mensen van
leeftijd en.. meer heb je ook eigenlijk niet
nodig.

‘I don’t think that..or maybe later,
that GPs are educated, or doctors are
educated for these uhm residential
homes and things. It’s just the GP,
there is no separate specialisation for
that.’ [Interviewer: ‘And would you
think that is necessary?’] Respondent:
‘Yes, uhm, no, uhm, he can put
himself into the situation of people of
this age and... that is all you really
need.’ (Respondent 4)

En als hij dan maar geweest is en hij zegt
tegen mij, nou ja het is niet erg of wat ook
het is niet. Nou dan ben ik gerust. Het is
gewoon voor uw eigen geruststelling.

‘And as long as he comes over here
and tells me, well, it’s not bad or
something like that, it’s not. And then
I’m reassured. It’s just for your own
reassurance.’ (Respondent 46)
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Section 4.3.4
En als ik hem nodig heb, dan staat ie er, en
dat vind ik het voornaamste.

‘And if I need him, than he is there for
me. I think that’s the main
thing.’(Respondent 34).

Ik zou denken, indien dat het nodig is dan zij
je blij dat er een dokter komt. Op dat
moment, tenminste zo denk ik nu hoor, als
mij dat niet uit zou maken. Je vindt het wel
prettig als je eigen dokter komt, want die
weet alles en die ken je. Daar praat je
gemakkelijker mee, indien je dat nog zou
kunnen op dat moment. Maar persoonlijk
geloof ik niet dat ik er problemen mee zou
hebben.

‘I would think that when it’s
necessary, that you are glad that a GP
is coming. At that moment, that’s how
I see it now, I would not care. It’s
pleasant when your own doctor
comes, because he knows everything
and you know him. It’s easier to talk
to him, if you would be able to talk at
that moment. But personally I don’t
believe that I would have any
problems with that.’ (Respondent 25)

Ze kunnen je allemaal helpen hè. Dat zie je
toch ’s nachts ook, heb je ook nooit
dezelfde dokter. En hier is dat precies
hetzelfde. [..]. Is het goed hè, dan vind ik het
helemaal niet erg. Als ze mij nog kunnen
helpen, dan vind ik dat wel lekker.

‘All of them can help you. You see
that at night, you never have the
same doctor either. And here [in this
practice] it’s exactly the same.... No, if
it’s good [care] then I really don’t
mind. If they can still help me, then
it’s okay.’ (Respondent 24)

Die kan, gaat er zelf naar toe. […]. Zolang
het nog kan, ga ik er naar toe.

‘Those who can, go [to the surgery
hour] themselves. I will go there as
long as I can.’ (Respondent 08).

Of anders zouden ze eigenlijk hier ene apart
moeten hebben. […]. Is altijd ene dezelfde
die ze kunnen bellen, ik zou het ook doen.
Die zou het misschien wel te druk hebben.

‘Or else we should have a specific one
here. [..] Always the same one that
they can call. I would do that. But he
might have too much work.’
(Respondent 16)

Ik vind het niet goed. Je ziet hem nooit. [..]
Ze hebben het druk. En dan zegt hij, een
keer heeft hij tegen mij gezegd, ja voor
diabetes kan ik niet altijd komen.

‘I think that is bad. You never see him.
[...].They are busy. And then he says,
he told me once, I can’t come for
diabetes all the time.’ (Respondent
41).

Ik had wel verwacht dat hij in het ziekenhuis
zou op[zoeken]…dat kan ik niet begrijpen.

‘I did expect him to visit me at the
hospital...I can’t understand that.’
(Respondent 36).

Ze hoeven niet eens te zeggen van zal ik

‘They don’t even have to say well let’s
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eens eventjes op theevisite gaan of het een
of het ander, dat hoeft niet. Maar als je hem
nodig hebt, dat hij dan wel komt.

go over for tea or something like that,
that is not necessary. But when you
need him, that he does come over
then.’ (Respondent 33).

Nou heeft hij weer een assistente. En die
komen dan tussendoor kijken of er iets
bijzonders is. Want ge kunt wel begrijpen
dat de dokter niet iedere keer tijd heb om al
zijn klanten af te gaan. [..] en die vragen dan
alles wat dat ge hebt, of wat er iets is ofzo,
of het een of het ander, maar daar vergeet
ik ook dingen tegen te zeggen hoor. [..]. Dat
vind ik wel leuk hoor, dat is toch in ieder
geval, dat ze contact met je opnemen…Dat
zijn ook dokters geloof ik, en die vragen dan
van alles en..en die schrijven dat op en die
vertellen dat weer tegen de dokter. […] het
maakt voor mij geen verschil of de dokter of
de assistente komt.

‘Now he has another assistant
[practice nurse]. And they come over
every now and then to see if there is
anything going on. Because you can
understand that the doctor does not
have time to visit all his clients all the
time.[...] And they [the practice
nurses] ask about everything, or what
is wrong or something like that, but I
do forget to mention things to her too
[...].I do like it though, at least that is,
that they contact you...They are
doctors too, I think. They write
everything down and then tell the
doctor.... It makes no difference to
me whether the doctor or the
assistant visits.’ (Respondent 40)

Een heel gesprek met de dokter? Ik denk
beter met de assistente. […]. Die heeft ook
mee tijd.

‘An entire conversation with the
doctor? I think I’d prefer the
assistant.[...]. She has more time.’
(Respondent 21)

Ik heb ook nooit gehoord hoor, dat de
thuiszorgster zich bemoeit met de
aanwezige dokter. Of dat samen goed
functioneert dat weet ik niet.

‘I haven’t ever heard of a home care
nurse who meddles in GP care. I don’t
know if that works well together’.
(Respondents 32).

Je laat de zusters bellen. Want ik hoor het
allemaal niet.

‘You let the nurses call. Because I
can’t hear it.’ (Respondent 17)

Je doet het altijd verkeerd en zit je op niks.
Kijk, en dat is nou eh wel eh voor ons is dat
wat makkelijker, van hieruit.

‘If you do it yourself you always do it
wrong. It’s convenient like this, they
know better than I do.’ (Respondent
41).

Twee horen meer dan één, hè. Want dan
ben je toch min of meer gespannen,
emotioneel..en dan ontgaat je wel eens wat
denk ik.

‘Two people hear more than one.
Because you do feel a little tense,
emotional...and then you miss things’
(Respondent 37).

Meestal is het een verpleegkundige die erbij

‘Usually a nurse is present, so they
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is, dus die weten dan precies wat een
dokter zegt, die schrijven dat allemaal op en
zo kunnen wij dat niet over brengen.[…] Ik
vind het heel gemakkelijk dat ze erbij
zijn.[…] Dan hoef ik niks uit te leggen en ik
hoef niet bang te zijn dat ik het verkeerd
overbreng, want zij weten het, dus.

know exactly what a doctor says, they
write everything down and we cannot
communicate it like that.[...] I think it
is very convenient that they are
present. [...]Then you don’t have to
explain anything and I don’t have to
be afraid that I don’t communicate it
well, because they know, so.’
(Respondent 34)

Ja, dat moet je wel hebben. Dan moet de
broek los, ja dat is normaal. Ik heb daar die
slangetjes zitten, dat moet toch een beetje
vakkundig gebeuren.

‘Yes one needs that. Then the pants
need to be unzipped, that is normal. I
have those tubes there, it needs to be
done professionally.’ (Respondent
39).

Ja, die kan ik niet uit elkaar houden. En nu
eens in de week moet de doos klaar zetten
en dan komen ze hem omwisselen

‘Yes, because I mixed them up and
that is not good. Now I have to get
the box ready every week, and then
they come and change it out.’
(Respondent 8).

Nu bel ik zelf. Want als je het aan die zuster
overlaat…[…].Ja zij horen het te doen, maar
als ik dan twee dagen zonder [medicijnen]
zit, dan hoeft het van mij niet meer, dan
denk ik bij mijn eigen, ik kan het zelf doen.

‘Now I call myself, because if you
leave that up to the nurse [...].They
should do it, but if you are left
without [medication] for two days,
then there is no need. Then I think to
myself, I can do it myself ’.
(Respondent 33).

Section 5.3
Het is niet voor niks dat mensen naar een
verzorgingshuis gaan. En dus dat maakt
misschien het werk af en toe iets uh ja
gecompliceerder zeg maar. Of de patiënten
maken het wat gecompliceerder. Maar in
wezen
blijven
we
gewoon
ons
huisartsenwerk doen en, in mijn optiek
maakt het niet uit of iemand thuis woont
nog net met behulp van een partner,
kinderen, of dat hij in een verzorgingshuis
zit.

‘People don’t move to a residential
home for nothing. So, that makes the
work sometimes, maybe a little, uh
yes more complicated. Or the patients
make it more complicated. But
essentially we keep doing our work as
GPs and, in my opinion it doesn’t
matter whether someone barely
manages to live at home with the help
of a partner, children, or if he lives in
a residential home’ (GP 5).

Sommigen schrijven gelijk druppels voor, en
dat is op dat moment wel prettig, maar die
zien niet… ja het effect van die druppels. Ze

‘Some GPs prescribe drops right
away, and that’s nice at that moment,
but they don’t see... the effect of
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moeten het dan wel van ons vernemen.
Maar toch, het is allemaal telefonisch en, ja
daar heb ik wel eens moeite mee, dan denk
ik van kom nou eens een keer kijken hoe de
situatie is.

those drops. They have to hear that
from us. But it’s all over the phone
and, yes sometimes I have a problem
with that, then I think, come and see
for yourself how the situation is.’ (NA
12)

Het gebeurt ook wel dat de dokter al is
geweest en wij hem dus hebben
misgelopen. Ja wat ik dan wel eens dan
nadelig vind, want ik vind het toch altijd wel
fijn van wat heeft de dokter tegen u
gezegd? En als niks opgeschreven staat is
het ook zo moeilijk. Ja dan zal het wel. Dus
dan moet je gaan afwachten komt er
medicatie binnen. Ja van wat heeft die
goede man nu dus? Wat is zijn verhaal, wat
was zijn visie op de cliënt?

‘It happens that the GP has already
been there and that we missed him.
Yes, I think that’s detrimental,
because I like to hear ‘what did the
doctor say to you?’. And if nothing is
written down, then it’s difficult. Yes, I
guess that’s it then. Then you have to
wait, does medication arrive? What
does this good man have? What is his
story, what was his vision on the
client?’ (NA 11)

De coördinator van de verzorgenden die
kwam dan met de dossiers langs in de
huisartsenpraktijk. En die kwam dan de
medicijnen doornemen, hoe het met
iemand ging, en of er nog lichamelijk iets
nodig was. Nou dat ging eigenlijk vrij
efficiënt, in een half uur had je zo’n heel
verzorgingshuis eigenlijk wel doorgenomen.
En uh, dan kon je ook gericht afspraken
maken om ook visite te gaan doen als dat
nodig was. En dat vond ik wel op zich een
goed systeem ja.

‘The coordinator of the nurse aides
would come to the practice with the
files. And we reviewed the medication
prescriptions, how someone was
doing, and if anything was needed for
physical problems. That was very
efficient, you reviewed the entire
residential home in half an hour. And
uh,
then
you
could
make
arrangements to do visits when
needed. I thought that was a pretty
good system.’(GP 10)

Het is natuurlijk lastig om daar nog soms
wijzigingen in aan te brengen, omdat de
specialist het verzonnen heeft. En uh voor
onszelf ook trouwen, dan denk ik ja, je hebt
die mensen naar de internist gestuurd. Als
die dan iets bedenkt, uh bijna
ondermijnend, ik bedoel ik merk je er
natuurlijk ook verschillend over denken.
Maar of een bloeddrukverlagend pilletje er
nou wel of niet bij moet. Daar heb je soms
juist voor weggestuurd. Dan ga je niet
zeggen van nou ik vind het toch eigenlijk
niet zo’n goed idee, ja doen we toch maar

‘It’s difficult to make changes to that
[prescriptions] because the specialist
prescribed them. And also for
ourselves, then I think, I sent those
people to the internist. And then
when he thinks of something, uhm
[it’s] almost subversive. I mean you
can have a different opinion. Whether
another blood pressure lowering pill
should be added or not. But that is
sometimes exactly what you have
referred them for. Then you can’t say,
no I don’t really like that idea, let’s
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even niet.

not do that.’ (GP 8).

Mensen die slikken al zoveel jaren dezelfde
medicijnen. Daar wordt eigenlijk nooit naar
gekeken van goh zullen we eens kijken of er
eens iets af kan.

‘People have been taking the same
medicines for so many years. It’s
never looked at like hey let’s see if
something can be discontinued.’ (NA
9)

En dat is wat ongrijpbaarder dan een
bloeddruk, die kan je meten, dan weet je of
die te hoog of te laag is. En dan geef je een
pilletje en dan daalt hij, dat is natuurlijk
heel…klinisch. En bij die psychische
problemen is het natuurlijk toch wat
moeilijker...ja daar de vinger op te leggen
zeg maar.

‘It’s [psychosocial problems are] more
elusive than blood pressure. You can
measure that and then you know
whether it’s too high or too low. And
you give a tablet and then it goes
down, that’s very… clinical, of course.
And with those psychological
problems it’s a little bit harder to
know what it is.’ (GP 1)

Ik vind het zelf leuk om die mensen ook
regelmatig te zien, en die mensen vinden
het ook leuk om mij om de drie maanden te
zien. Dus ik heb op dit moment helemaal
geen
behoefte
aan
een
praktijkondersteuner, dat wil ik ook niet.
Het kost me alleen maar veel geld. Ik zie die
mensen bijna niet meer, en die mensen zien
mij bijna niet meer. Dus uh, niet voor mij.

‘I like seeing those people on a
regular basis, and those people like
seeing me every three months. So at
this point I don’t need a practice
nurse, I don’t want it either. It just
costs me a lot of money. I hardly see
the patients anymore, and the
patients hardly see me anymore. So
uh, not for me’ (GP 4)

Ik vind wel dat als de bewoner zelf belt, dan
zeggen ze echt vaak waarom moet ik
komen. Dat vind ik raar.

‘When residents themselves call, a lot
of the time they [GPs] say “Why do I
have to come?” I think that’s weird.’
(NA 10)

Misschien vinden zij het moeilijk als iemand
echt zo oud is, om er dan nog iets mee te
kunnen. Dat zou best kunnen, dat weet ik
niet. Ik weet niet of dat het punt is, maar
dikwijls ja die mevrouw is 95! Dan denk ik ja
dat kan wel wezen, maar toch klopt er iets
niet.

‘Maybe they find it difficult, if
someone is that old, to be able to do
something. That is possible, I don’t
know. I don’t know if that’s the point,
but often [I hear] “But that lady is
95!” Then I think, sure, but there’s
still something not right.’ (NA 8)

Het is vaak voor de dokter denk ik ook
prettiger als de visie van ons verteld wordt.
Ik heb wel een sommige mensen die toch
wel uh, ja hij komt voor die klacht, maar
mensen beginnen met een andere klacht
[…] dan wel voor de goede klacht

‘It’s often more convenient for the
doctor as well, I think, if he’s told our
vision. […] I have some people who
uh, he comes for this problem, but
people start with another problem
[...] Treat for the right problem, which
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behandelen waar wij voor gebeld hebben
en dat de patiënt met een andere klacht
komt natuurlijk, dat kan gebeuren.[…] Ik
vind het altijd als er even, of ik of mijn
collega’s toch bij een doktersvisite erbij is.
Ja vaak heb je dan toch een directe
communicatie
waardoor
het
weer
doorgecommuniceerd wordt naar ons of in
het communicatierapportageschrift wordt
geschreven.

we called for, and that the patient
comes with another problem. Of
course, that happens. […]. When I or
one of my colleagues are present at a
consultation you have direct contact,
so it’s communicated back to the rest
or it’s written down in the
communication report.’ (NA 11)

De mensen die de zorg moeten verlenen
hebben vaak een zeer geringe opleiding,
geen ervaring. En zijn er te weinig mensen
om goede zorg te kunnen verlenen. Kijk, je
kunt wel afspraken over zorg, maar als de
basis zorg niet eens verleend kan worden,
dan kun je ook niet meer verwachten
eigenlijk. Dan kun je die afspraken ook niet
implementeren
in
je
dagelijkse
werkzaamheden.

‘The people who have to provide the
care often have very minimal
education, no experience. And there
are too few people to provide good
care.
Look,
you
can
make
arrangements about care, but if basic
care can’t even be provided, then you
can’t expect anything really. Then you
can’t implement these arrangements
in daily practice.’(GP 9).

Nou, op papier heeft dat natuurlijk heel veel
voordelen. De huisartsen hebben zich daar
eigenlijk altijd tegen verzet, omdat ze zoiets
hebben van het zijn onze patiënten ja. Een
beetje. En de patiënten vinden het blijkbaar
ook de moeite om de huidige aan te
houden, dus er komt een soort band zeg
maar. Dus dat is altijd een punt geweest. En
ik moet zeggen de verzorgingshuizen
hebben ook nooit de indruk gegeven dat ze
er allemaal erg graag op afstevenen. Hoewel
ik vanuit hun standpunt zou denken dat lijkt
me een vooruitgang. Maar dan blijft er ook
nog de vrije artsenkeus, vinden we ook heel
belangrijk. […] Stel dat je dat met zijn vieren
gaat doen, dan heb je ineens 50 toch wat
zwaardere bejaarden heb je. Dan moet je
haast al ambitie hebben en ik denk dat dat
ook weet niet helemaal aansluit op wat de
huisartsen willen. […] en dan krijg je
natuurlijk het punt van hoe ga je dat
verdelen, want die bejaardenhuizen liggen
ook gewoon uh, beetje her en der hap snap.
[…] Ik denk qua gevoel dat zoiets van goh,

‘On paper it has many advantages.
GPs have always resisted it, because
they feel like they’re our patients. Yes,
a little. And the patients apparently
think it’s worth staying, so there’s a
connection. That has always been an
issue. And I have to say that the
residential homes never gave the
impression of really wanting to go
into that direction. Even though from
their point of view I would think it’s
an improvement. But then there is
also the freedom to choose your own
doctor, we think that is very
important too. [...]. What if you do
this with four GPs? Then all of a
sudden you have 50 ‘heavy’ patients.
Then you have to be ambitious and I
don’t think, I don’t know, that it is
what the GPs want. […]. And then you
have the point of how to divide it,
because those homes are spread over
town. […] I think it’s a feeling: I’ve
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maar ik kwam daar toch altijd.

always been coming here.’ (GP 5).

In onze situatie heb ik er geen behoefte aan.
Nee dan denk ik wel van ja, ik ben huisarts
en het zijn mijn patiënten. Dat klinkt zo…
maar het is wel zo. En ik vind niet dat als
iemand in een verzorgingshuis gaat, dat die
dan zijn huisarts kwijt moet raken. Want ik
ben wel de huisars al vanaf dat ze thuis
woonden. En ik vind ook dat het er wel bij
hoort [..] maar ja je moet wel een beetje
feeling voor hebben. […]Ja op consultbasis
vind ik het misschien wel een goed idee, dat
je hen kan raadplegen, maar niet als vaste
arts, dat niet.

‘In our situation I don’t need that. No,
then I think I’m a GP and they are my
patients. It sounds so... , but it’s true.
And I don’t think that someone who
moves to a residential home should
lose their physician. Because I’ve
been their GP since they lived at
home . And I also think it’s part of the
job. [...]. But yes, you do need to have
a little feeling for it[…]. Yes, on a
consulting basis I might think it’s a
good idea, that you can consult them,
but not as a regular doctor, no.’ (GP
1)
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Topic list general practitioners
1.

Tasks: What are your tasks in the residential home?

2.
a.
b.

Tell me about the somatic care for residents.
Are there things you find difficult or problematic?
How can somatic care for residents be improved?

3.
a.
b.
c.

Do residents consult you with psychosocial problems?
When a resident has a psychosocial problem, what do you do?
Are there things you find difficult or problematic?
How can psychosocial care for residents be improved?

4.
a.
b.

I would like to know more about the contact with residents.
What do you like and dislike in the contact?
How could the contact be improved?

5.
a.

e.

Tell me about the organisation of GP care in the residential home
Have you made any agreements with the residential home about care for
residents?
What do you think of such agreements?
Do you have contact with nurse aides regarding residents?
Tell me about the collaboration with nurse aides. What goes well? What could be
better?
How
can
the
collaboration
with
nurse
aides
be
improved?

6.

How do you feel about the involvement of the elderly care physician?

b.
c.
d.
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Appendix E
Topic list nurse aides

1.

What happens when a resident needs his GP?

2.

What is your role in the contact between GPs and residents?
a. Are there things you find difficult or problematic?
b. How can your role be improved?

3.

In what other ways are you involved in GP care?
a. Are there things you find difficult or problematic?
b. How can your role be improved?

4.

How is the contact between you and the GPs?
a. Are there things you find difficult or problematic?
b. How can your role be improved?
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Topic list focus groups
Introduction
 Introduction of the researchers, the aim of the research project and the role of the
focus groups
 Introduction of all participants
 Explanation of the method and program of the focus group, and explanation of the
rules with encouragement to freely express opinions.
 Explanation of the most important interview results
NB: Some of the probing questions following below are mainly directed at residents, as
they were most likely to need probing questions to provide their opinion about the
topics.
Topic 1: GP consultations
This concerns the consultations about problems that do not require emergency
intervention.
Situation 1: Surgery hours
The GP has a separate room in the facility that is used for surgery hours so that
residents can go there by themselves.
Would you like or use this? Do you think other people would like or use this?
What should be the frequency of these surgery hours?
Should the surgery hour be only for the patients of the attending GP?
Should it be a walk-in surgery hour, or should patients sign up first?
Should there be a nurse aide available to attend the consultations?
Situation 2: Clustered visits by the GP
Following the surgery hour there is a series of visits for residents who are not able or
willing to go to the surgery hour. Residents notify a nurse aide, who notifies the GP.
Would you like or use this? Do you think other people would like use this?
What should be the frequency of these surgery hours?
Should there be a nurse aide available to attend the consultations? Why?
Situation 3: A limited number of GPs per residential home
For GPs and nurse aides it may have advantages limit the number of GPs per facility. It
makes it easier to make agreements about the availability of GPs and nurse aides. It is
always possible for residents to keep their own GP, though.
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What do you think of this idea?
For residents: would you switch GPs to benefit from these better agreements?
Situation 4: Contacting the GP
Should residents contact the GP themselves? Why?
How can the telephonic accessibility of the GP be improved?
2. Monitoring by the GP
We think that it is desirable if GPs have an overview of the situation of their patients,
their health and their life in general.
What do you think? Do you think GPs have this overview at the moment?
Overview can be created by clear communication about the observations of patients,
GPs and nurse aides amongst each other. Practice nurses can play an important role in
achieving this, for example by checking how everything is going together with the
patient. The practice nurse can visit the patient on a regular basis or when the patient
thinks this is necessary.
What topics deserve attention and what should the GP be informed about? For
example, medication use, somatic problems, psychosocial problems
When there is a problem, it may be desirable if patient, GP and nurse aide have a
meeting to make a care plan for handling the problem in the best possible way. This
plan can be evaluated regularly.
What do you think about this?
Is this a good option for older adults with frail health?
3. Information meetings
The interviews showed that residents want to have sufficient information about their
conditions and health status.
Do you think you have received sufficient information about your health conditions
and the medication you are taking? Do you think other residents agree with you?
(For residents only)
It may be a good idea to organise information meetings about different topics, for
example about certain health conditions, the use of sleep medication, or what it means
to have to take several medicines a day.
What do you think about this idea?
What topics could be covered in such meetings?
For how many people should these meetings be? They could be larger lectures or
small group meetings because not all topics are relevant for everyone.
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Experts in the Delphi study
Organisation
LOC Voice in Healthcare
University of Twente

Representative
Mrs. L. Hillenga, BSc
Prof. G.J. Westerhof, PhD

Federation of Patients
and
Consumer
Organisations (NPCF)
Centrale
Samenwerkende
Ouderenorganisaties
(CSO)
Landelijke
Huisartsen
Vereniging (LHV)
The Royal Dutch Medical
Association (KNMG)
Leiden
University
Medical Center (LUMC)
Leiden
University
Medical Center (LUMC)
Maastricht University

Mrs. M. de Booys, MSc

Nurses and Nurse Aides
Netherlands (V&VN)
ActiZ
Ministry
of
Health,
Welfare and Sport,
Curative Care
Ministry
of
Health,
Welfare and Sport, Longterm Care
The Dutch Association of
Elderly Care Physicians
and Social Geriatricians
(Verenso)
The Dutch Association of
Psychologists (NIP)

Mrs. A. Van der Vlist, MSc

Senior policy officer for
Care, Well-being, Housing

P. Van den Hombergh,
MSc
Mr. M. Wesseling, PhD

Senior Policy Advisor

Mrs.
Prof.
Jacobijn
Gussekloo, PhD
Mr. A.J. Poot, MSc
Mrs. S. Zwakhalen, PhD
RN
Mrs. M.Van Uden, BSc

Advisor Care Policy and
Health Insurance
Professor of Primary Health
Care
Senior GP, coordinator GP
education
Researcher
in
nursing
sciences
Advisor, Project leader

Mr. W. Vink

Team Client, Quality and
Innovation

Mrs. K. Van Ruiten, MSc

Policy officer

Mrs. I. Rasser, MSc

Senior policy advisor

Mrs. I. Van der Stelt, MSc

Policy officer

Mrs. L. Meihuizen, MSc

Primary care psychologist
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Appendix H
Questionnaires Delphi-study
Questionnaire Round 1
In this document you will find the descriptions of five problematic situations. Each
situation is accompanied by several questions. Please answer these questions based on
your own expertise and not on the public opinion. The last question gives you the
opportunity to raise other themes that are not covered by the descriptions of the
situations. Filling out the questionnaire will take approximately 30-45 minutes of your
time. Thank you for your participation!
1. Monitoring
Older adults in residential homes and assisted living facilities have increasingly complex
care needs, resulting in rising costs in the care for this group of older adults. An idea to
limit these costs in the future is to identify individual problems in an early stage before
the fragile equilibrium of the health status of these older adults gets derailed. One way
to do this is by monitoring frail older adults, for example by visiting them on a regular
basis to check their physical and psychosocial health status.
a) To what extent do you agree with this idea? Under which conditions do you think
this is a good idea?
b) Could you please describe this monitoring process? Think about shape and content
of monitoring, who executes it where and with what frequency.
2. Practice nurses
Another possibility to contain the costs while maintaining, or even increasing the quality
of care, is through the employment of practice nurses.
a) What do you think of this idea? Think about: what tasks could they fulfil? Under
which preconditions? How to organise this in practice?
3. Overview
Earlier studies showed that residents as well as GPs and nurse aides want to have an
overview of the current situation concerning the care for a resident. Residents find it
important that they know what is going on and those GPs and nurse aides are informed
of their situation on a medical but also on a more general level. Nurse aides find it
important to be informed of the situation and background of residents to be able to do
their jobs well. For GPs it is also important to not only be informed of the health status
of residents, but to also know their background, for example to be able to better judge
a situation or to recognise psychosocial problems.
a) How can these three parties have and maintain an overview in your opinion?
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4. Availability and accessibility
Because older adults in residential homes are frail, it is important that the availability
and accessibility of GPs is maintained or even increased. At the same time the
continuity of the doctor-patient relationship should be guarded and the workload of
GPs and the costs of care should remain the same.
a) Which solutions do you have? Could you please describe the preconditions for each
solution?
5. Psychosocial care
The results of this project so far show that psychosocial care for residents can be
improved in the area of identifying, diagnostics and treatment.
a) What do you consider the tasks of the GP regarding psychosocial care?
b) How could psychosocial care of GPs be improved?
6. Besides the topics described above, are there other ways to improve GP care for
older adults in residential homes?
Questionnaire Round 2
We are now in the second round of the Delphi study. The aim is to develop a model for
GP care while taking into account the needs of residents as well as GPs and nurse aides.
In this round you will find a number of considerations and issues that elaborate on the
ideas you developed in the first round of this study.
Basic assumptions
Round one of this study showed that there is wide support among the participants
regarding the improvement of the quality of GP care for older adults in sheltered
housing. The most important central points are:
Improvement of psychosocial care;
Improvement of somatic care, especially regarding complex geriatric problems;
Investment in monitoring;
In addition, many participants expressed their worries that an increase in the quality of
care would also lead to an increase in the costs of care. Possibilities to contain the costs
were named:
Make use of what older adults are capable of themselves, if needed with help of
their social environment (informal care);
The employment of practice nurses;
Limiting the number of GPs per facility
Monitor can not only lead to quality improvement but it can also lower the costs, as
long as it provides the opportunity for early detection of problems.
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Policy development
This project used a bottom-up procedure. We started the development of the model by
asking care recipients and care providers about subjective needs and have now arrived
to you, experts in for this study relevant domains. Above we provided de basic
assumptions and central points; it is not time to use these to develop a model, or policy,
for GP care. The considerations and questions that follow below are meant to help
develop such a model. They are based on and elaborate on your efforts in the first
round. They are adapted to your specific domain of expertise; this means that different
participants in this study receive different questions.
Feasibility
Above we mentioned six topics that could be important for the model that is to be
developed: 1) improving psychosocial care, 2) improving somatic care, 3) investing in
monitoring, 4) making use of the capabilities of older adults themselves, 5) employing
practice nurses, 6) limiting the number of GPs. The last topic goes together with topic nr
3, monitoring. We would like to know how feasible you think it is to use these topics in a
policy developed by the government and implement it in practice. Could you please rate
the feasibility on the scales below? 10 means “perfectly feasible” and 0 means “not
feasible at all”. If your rating is below six, could you write the reason in the text box
below?
1. Monitoring
0
1
2
3
4
5
6
7
8
9
10
If your rating was 5 or lower: what is the reason you gave this rating?

Reason:

2. Improving psychosocial care
0
1
2
3
4
5
6
7
8
9
10
If your rating was 5 or lower: what is the reason you gave this rating?

Reason:

3. Improving care for complex problems
0
1
2
3
4
5
6
7
8
9
10
If your rating was 5 or lower: what is the reason you gave this rating?
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Reason:

4. Making use of the capabilities of the older adult (and informal caregiver)
0
1
2
3
4
5
6
7
8
9
10
If your rating was 5 or lower: what is the reason you gave this rating?

Reason:

5. Employing practice nurses
0
1
2
3
4
5
6
7
8
9
10
If your rating was 5 or lower: what is the reason you gave this rating?

Reason:

6. Limiting the number of GPs
0
1
2
3
4
5
6
7
8
9
10
If your rating was 5 or lower: what is the reason you gave this rating?

Reason:

We would like to take you on the following thought experiment with us. Imagine that the
Dutch government is enthusiastic about the basic assumptions above and wants us,
researchers and participants in the Delphi study to develop a policy that is in line with
these assumptions and central points. What would this policy look like, taking into
account that the government demands that the policy is as cost neutral as possible? The
latter means that if you think one element of the policy will raise the costs, that you strive
for lower costs in another part of the policy.
To provide you with some structure while weighing the options, we pose some
questions and considerations below. These are based on your efforts in the first round.
Of course, you can skip questions about parts of the model that you personally do not
agree with. Regarding parts of the model that you think are unfeasible (with a rating of
5 or lower), you may help think about their elaboration. If this is too complicated, you
can skip these parts as well.
To convince the government of the ‘rightness’ of our model, it is important that you
explicitly weigh the advantages and disadvantages of your proposals. Naturally, you can
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use the answers provided by all participants in the first round of this study when doing
so. You can find the results of this round in the appendix.
1. Monitoring
Considerations:
In a concrete care policy there should be a clear indication to start monitoring older
adults. This indication can be obtained by screening for current or expected frailty, by
estimations of GPs or nurse aides, or if the older adults thinks it is necessary. Though
the GP is the coordinator, practice nurses and nurse aides should also have important
roles. For complex care needs GPs can collaborate with elderly care physicians or
psychologists. There should be attention for the person as a whole. This means that not
only physical but also psychosocial problems are monitored. The results of the
monitoring are made into a care plan.
Questions:
1. What are the criteria for starting monitoring? Please be as detailed as possible.
2. Can you give a description of the roles of the GP and the practice nurse* ? Who
does what exactly?
3. How can be made sure that the care plan is followed and evaluated?
4. Monitoring requires an investment in time and manpower. How can it be financed?
What are your long-term expectations regarding effects of monitoring on quality of
care as well as cost reduction?
2. GP care for psychosocial problems
Considerations:
There is much need to improve the quality of GP care for psychosocial problems in the
areas of identifying problems, diagnostics as well as treatment.
Questions:
1. Psychosocial care consists of many aspects. Which aspects should we include in our
policy for GP care?
2. Could you give a description of the roles of the GP and practice nurse in
psychosocial care.**

3. GP care for somatic problems
Considerations:
Next to improvements in psychosocial care, there is also the need to improve somatic
care for older adults in residential homes and assisted living facilities. They often have
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multimorbidity where several conditions and their treatments can interfere with. For
example, many older adults take many different medicines that are not carefully
adapted to each other. In addition, the synchronisation of the treatment plan of the GP
and the care and living plan in residential homes can be improved.
Questions:
1. What policy is needed to improve the adjustment of the treatment on the current
situation of the older adult?
2. What policy is needed to improve the tuning of the GPs and nurse aides?
3. What policy is needed to improve the synchronisation between the treatment plan
and the care and living plan?
4. Organisation of care
Considerations:
A good way to efficiently organise GP care for older adults is to decrease the number of
GPs that attend a facility. Having fewer GPs makes it easier to make agreements about
the detection of problems, the availability of the GP and possible surgery hours.
Older adults value a good relationship with their professional caregivers (GP or practice
nurse) and think it is important that they are well informed of their situations and
background. Most residents appreciate surgery hours in the facility but some are afraid
of a lack of privacy because everyone can see them going to the GP.
Question:
1. Can you describe how that number of GPs per facility can be decreased in such a
way that the subjective needs of residents are fulfilled as much as possible?
End of the questionnaire. Thank you very much for you participation!
*The questions were asked in this form to the experts in the subgroup GPs (see
Appendix X).
Experts in the subgroup residents were asked about the role of the older adults and
their informal caregiver in this regard.
Experts in the subgroup nurse aides were asked about the role of nurse aides in this
regard.
Experts in the subgroup government were asked about the role of the government in
this regard.
The expert in the subgroup elderly care physician was asked about the role of the
elderly care physician in this regard.
The expert in the subgroup psychologist was asked about the role of the psychologist in
this regard.
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**This question was adapted according to each subgroup of experts in the same way as
the question marked with *. However, the experts in the subgroup government were
asked: what preconditions do we include in the policy regarding the execution and
feasibility of the policy?
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It does not matter how slowly you go as long as you do not stop.
- Confucius
Na jaren hard werken ben ik er dan eindelijk. De aanhouder wint en nu is het zover:
mijn proefschrift is klaar! Promoveren wordt vaak omschreven als een eenzaam pad. En
natuurlijk waren daar die momenten, maar in het algemeen waren er toch altijd
mensen in de buurt om me aan te moedigen, te steunen, te helpen, samen successen te
vieren en voor ontspanning en afleiding te zorgen. Deze mensen wil ik hier graag
bedanken.
Als eerste natuurlijk alle mensen die hebben meegewerkt aan het onderzoek. Zonder
jullie had ik geen onderzoek kunnen doen. Met name de bewoners van de Vossemeren,
Catharina, het Hofje, de Scheldeflat, Avondvrede en Jacqueline, de verzorgenden uit de
Vossemeren en Catharina, de huisartsen uit Nieuw-Vossemeer en Bergen op Zoom en
de experts uit het expertpanel. Maar ook de mensen van stichting Tante-Louise Vivensis
die hebben geholpen om de deelnemers te benaderen en vooral Astrid, bedankt voor
de koffie die altijd klaar stond na mijn lange autorit jullie kant op.
Ik wil mijn (co)promotoren bedanken voor hun begeleiding en lange adem. Jullie
gedrevenheid heeft mij steeds weer geinspireerd en gemotiveerd om door te gaan en
een zo goed mogelijk onderzoek af te leveren. Piet, jouw systematische en
gestructureerde manier van denken leerde mij om mijn eigen analytische manier van
denken als kracht te zien en in te zetten. Bedankt voor je bevlogenheid, je
nauwkeurigheid bij het corrigeren van mijn stukken, en je expertise en adviezen bij het
verantwoorden van de methodologie. Tinie, vanuit de praktijk hield jij mij op de hoogte
van wat er speelde in verzorgingshuisland. Bedankt voor je input en adviezen die de
relevantie en het belang van mijn onderzoek benadrukten en waardoor ik de grote lijn
en de context van mijn onderzoek in beeld hield. Yolande, door je persoonlijke
betrokkenheid was je een enorme steun. Ook al was je nog zo druk, dan was er nog tijd
om even te sparren. Als gerontologen deelde we vaak dezelfde standpunten en dat
hielp mij enorm in het formuleren en ontwikkelen van mijn ideeen en meningen.
Verder wil ik mijn collega’s bedanken. Mijn voormalige gang- en kamergenoten van de
afdeling ontwikkelingspsychologie van de Radboud Universiteit. Ook al werkte ik
officieel niet bij jullie, ik hoorde er toch bij en voelde me welkom. Het was fijn om
ervaringen, frustraties, successen en kletspraatjes te delen.
En mijn huidige collega’s van de Espria Academy. Ik vind het heel erg leuk om met jullie
samen te werken en ik denk dat we samen ook echt wat kunnen bereiken. Bedankt voor
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jullie interesse en aanmoedigingen tijdens de laatste loodjes van mijn traject. Ester en
Joris, bedankt voor de ruimte die ik kreeg om mijn proefschrift af te kunnen maken.
Tot slot de mensen dichtbij mij. Mijn vrienden wil ik bedanken voor alle gezelligheid,
afleiding, gezelschap, goede gesprekken, thee en koffie, wandelingen, shopdagen,
uitjes, etentjes, wijntjes en gehaktballen. Het zijn de kleine dingen die zorgen voor
leefplezier. Voor mijn paranimfen nog een paar extra woorden: Annemarie, mijn oudste
vriendinnetje, jij bent de beste cheerleader, stok achter de deur, steunpilaar en
praatpaal die iemand zich kan wensen. En dan was je er ook nog voor het leuke dingen
doen en de gezelligheid. Ik kan maar één ding zeggen: Dankjewel. Bianca, jij begrijpt als
geen ander wat een promotietraject betekent. We leerden elkaar kennen toen we
kamergenoten werden in Nijmegen, maar al snel bleek dat we behalve
onderzoeksgenen nog veel meer gemeen hebben. De combinatie van samen praten
over onderzoek en alles wat ons verder bezig houdt, al zwetend op de racefiets, gevolgd
door een lekkere maaltijd is voor mij heel waardevol.
Lieve Remco, je bent nog niet zo lang in mijn leven, maar in korte tijd ben je wel heel
belangrijk geworden. Jij geeft mij de ruimte om te zijn wie ik wil zijn en te doen wat ik
wil doen. Bedankt voor je steun, je zorgzaamheid en dat je me aan het lachen maakt.
Pap en mam, bedankt voor jullie aansporingen om te doen waar ik gelukkig van denk te
worden en het vertrouwen dat ik het wel voor elkaar krijg. Ook als grote meid is het fijn
dat ik altijd bij jullie terecht kan voor advies en hulp, meestal voorzien van een flinke
dosis humor.
e
Tot slot, oma D en oma K, jullie zijn mijn inspiratiebron. Ik hoop dat ik op mijn 80 net zo
ondernemend, nieuwsgierig, sterk en wijs mag zijn als jullie.
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mental health care and addiction where she did several research projects on older
adults. In 2007 she started her PhD project at the Radboud University in Nijmegen,
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