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In Chapter 1 we met Mrs. Steinberg, an active 88-year-old World 
War 2 survivor with multiple (chronic) conditions, impaired mo-
bility and light short-term memory problems. Mrs. Steinberg val-
ues scientific knowledge and believes there is merit in research, 
so when her family doctor invited her to participate in the ACT 
study she said yes. Under the home visit program that the ACT 
study aims to implement, Mrs. Steinberg is visited at her house 
by a practice nurse, Elsa. The practice nurse administers RAI-
CHA, a web-based instrument to assess Mrs. Steinberg’s health 
and care needs. During the assessment, Elsa asks Mrs. Steinberg 
various questions about her health and wellbeing, which evolves 
into a conversation about Mrs. Steinberg’s life story and values. 
Central topics in Mrs. Steinberg’s life are her son’s struggle with 
Multiple Sclerosis, her traumatic war memories and her edu-
cational activities. At the end of their conversation, Elsa makes 
some initial suggestions based on the preliminary outcomes of 
the assessment. First, Elsa has identified that Mrs. Steinberg is at 
risk for falling. Since Mrs. Steinberg has already removed all her 
rugs and thresholds, the nurse suggests a fall prevention course 
and gives Mrs. Steinberg an information leaflet. Mrs. Steinberg 
accepts the leaflet with the remark that she is not a big fan of 
reading. Second, Elsa informs Mrs. Steinberg about options for 
urinary incontinence management. Mrs. Steinberg responds that 
she is not sure that she will comply to pelvic floor exercises. Third, 
in light of her memory issues, Elsa asks Mrs. Steinberg if she 
would consider using something to help her manage her medicine 
use, to which Mrs. Steinberg replies that she is comfortable with 
the way things are now. At the end of the conversation Elsa asks 
Mrs. Steinberg to formulate a care goal. Mrs. Greenberg does not 
need a lot of time to think: she wants to continue doing things the 
way she is doing them right now as much as possible.

Elsa schedules time with Mrs. Steinberg’s family physician 
to discuss results of the assessment and to consult him about 
further actions. The physician takes time for the consultation 
and the atmosphere is informal. They agree to propose to Mrs. 
Steinberg to consider the following actions: (1) consult a occupa-
tional therapist or physiotherapist to reduce her risk of falling; 
(2) consult the family physician again to re-evaluate the situation 
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regarding her urinary incontinence; (3) start using a Baxter for 
her medications and stop taking Lipitor, a statin. A week later, 
Elsa visits Mrs. Steinberg a second time to discuss the results of 
the assessment and the actions that the family physician and Elsa 
hope Mrs. Steinberg will consider. Elsa has printed out the care 
plan and gives Mrs. Steinberg a copy as well. Mrs. Steinberg says 
she agrees with most of the outcomes described in the care plan, 
and understands why they were included by Elsa and the family 
physician. Elsa then repeats Mrs. Steinberg’s goal (continuing do-
ing things the way she is doing them right now) and invites Mrs. 
Steinberg to have a conversation about the issues that Elsa and 
the family physician decided need attention: falling, urinary in-
continence, and medication. 
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In this thesis, we reported the outcomes of a research project that explored 
the theoretical base of the Geriatric Care Model (GCM), and gained insight 
in the way in which the GCM was designed and implemented. The GCM 
was designed to ultimately restructure the way primary elderly care in the 
Netherlands is organized and delivered. GCM program developers envi-
sioned to improve older people’s quality of life through early identification 
of health and care needs, increased involvement of older people in their own 
care process, and higher degrees of coordination between care professionals. 
Core concepts of the GCM were strong central management and coordina-
tion of care, a proactive approach and client empowerment. Key GCM com-
ponents – a comprehensive geriatric assessment (CGA), a tailored care plan, 
regular care team meetings, multidisciplinary team consultations and regional 
network meetings – were simultaneously implemented on a client, profes-
sional and organisational level with the aim to improve quality of care. By 
investigating aspects of ‘productive interactions’, the GCM’s implementation 
process and its context in a real life setting, we aimed to gain a better under-
standing of the GCM’s potential to transition care for frail, older people. 

In this final Chapter, we summarize the main study findings. We criti-
cally reflect on these findings by discussing issues regarding the intervention´s 
design and content in light of existing literature and address methodological 
strengths and limitations. We then discuss how these findings relate to out-
comes of the effectiveness and cost-effectiveness evaluations of the GCM. 
Subsequently, we contextualize our findings by placing them against a back-
drop of current health care policies and their implications for primary elderly 
care in the Netherlands. We finalize this thesis by making several recommen-
dations for future research, education and practice.

SUMMARY  
OF MAIN FINDINGS

•	 In a 2-year stepped-wedge cluster randomised clinical trial (the ACT 
study), carried out among 1147 frail, older patients listed in 35 primary 
care practices in two regions in the Netherlands, the Geriatric Care 
Model was compared with usual care. The ACT study was one of the first 
to assess the effectiveness, cost-effectiveness and implementation process 
of a chronic care model for frail community-dwelling older people in a 
primary care setting.
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•	 In order to gain insight in the level of implementation of the GCM, we 
assessed its fidelity using Carroll’s framework. A longitudinal investiga-
tion of adherence per key component increased our insight in the way in 
which the level of implementation of the GCM changed over time. We 
found that for most of the key intervention components, adherence was 
high throughout the intervention period. Only adherence to multidiscipli-
nary consultations was poor, but increased over time. 

•	 Our study that investigated the prevalence pain as reported in care plans 
of older people showed that 40% of frail, older people who received a first-
time comprehensive geriatric assessment (CGA) experienced any type of 
pain. While most older people had reported their complaints to their fam-
ily physician, 60% wanted a pain management plan or change an exist-
ing plan. Our findings suggest that usual care may be sufficiently able to 
identify and diagnose any type of pain in older people who live at home. 
However, a proactive approach and a CGA can help practice nurses plan 
interventions to meet this groups’ dynamic and continuous pain manage-
ment needs, and improve frail, older people’s access to tailored pain care

•	 Using cross-sectional baseline data from the ACT study, we described 
self-reported met and unmet care needs of frail, older people who re-
ceived a multidimensional needs assessment. Out of 13 needs topics, old-
er people reported an average of 4.2 care needs, of which 0.5 were unmet. 
Most older people reported to receive sufficient help for their needs in 
the physical and environmental domain. Unmet needs were mainly psy-
chological in nature, and having unmet needs was associated with young-
er age and higher educational level.

•	 To gain insight into the processes that may contribute to a successful 
proactive home visit program for older people, we investigated the inter-
action between a practice nurse and an older person during a home visit. 
Our findings suggest that in a proactive setting, an older person’s grant of 
authority is necessary to successfully implement home visit services. Such 
a grant of authority has its foundation in a trusting relationship, built 
when a caregiver meets a care receiver’s relational needs, which are needs 
related to the processes that facilitate the mutual search for solutions and 
the negotiation of care. Training caregivers to better explore and meet 
older people’s relational needs may increase the success of proactive 
home visit programs. 

•	 We demonstrated that the client-centered Care Questionnaire (CCCQ), 
an instrument that measures the client centeredness of home care ser-
vices from a client’s perspective, is sufficiently unidimensional to permit 
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the use of total test scores when administrated among frail, older people 
in the Netherlands. We found acceptable reliability values, but consid-
ered our results on construct validity inconclusive. Respondents found 
the CCCQ questions challenging to answer, which is indicative of a high 
degree of respondent burden. Therefore, we concluded that the CCCQ’s 
acceptability and reliability of the was suboptimal in a population of frail, 
older people.

METHODOLOGICAL CONSIDERATIONS

Choosing a framework for a process evaluation

The rise in popularity of process evaluations have led researchers of vari-
ous fields of study to propose frameworks for process evaluations alongside 
RCTs. When preparing ourselves to assess the implementation process of 
the GCM, we turned to the literature to see if we could find a framework 
suited for a Chronic Care Model (CCM)-based intervention. However, while 
we encountered a range of frameworks and evaluation models (for instance, 
frameworks for health promotion interventions and frameworks for complex 
interventions in health care [1-6], we did not come upon any frameworks that 
were specifically aimed at guiding process evaluation designs for CCM-based 
interventions. Instead, we found that CCM evaluation studies that feature a 
process evaluation often use methods that are tailored to the particularities 
of the program under investigation. In addition, we found large variations in 
the types of process measures and concepts that were used [7-9]. Initially, we 
therefore choose to use an approach proposed by Saunders et al. [6], original-
ly designed to assess health promotion program implementation (see Chapter 
2). Reason for choosing this framework was that it comprises a systematic 
and comprehensive approach for guiding the development of an integrated 
evaluation plan, which allowed us to tune our research methods to the ele-
ments of the GCM. In line with Saunders’ approach, we aimed to investigate 
‘fidelity’, ‘dose delivered’ and ‘dose received’, which are part of the broader 
construct ‘level of implementation’ or ‘fidelity’ (fidelity of the GCM is ad-
dressed in Chapter 3). During the intervention period, however, we decided 
to reconsider the use of Saunders’ framework. Our decision was based on two 
considerations. First, since the publication of Saunders’ 2005 article, insight 
in the use of implementation fidelity as an outcome in evaluation research 
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has progressed, and more advanced definitions and operationalizations of the 
construct have been proposed. Second, we became aware that the particulari-
ties of the ACT study (a multi-component intervention program implement-
ed by means of a stepped wedge RCT) demanded an approach that would 
allow us to investigate fidelity per intervention component and (partly) over 
time. In our opinion, Saunders’ operationalization of implementation fidelity 
did not suffice for this purpose, while the more intricate definition of fidelity 
proposed by Carroll et al. [3] did. Therefore, in Chapter 3 we used Carroll’s 
instead of Saunders’ framework. The research questions that correspond to 
Saunders’ constructs ‘dose delivered’ and ‘dose received’ correspond in Car-
roll’s framework to the concepts ‘frequency’ and ‘duration’. It was therefore 
not necessary to redefine our objectives and data collection methods for these 
constructs, and it is unlikely that shifting frameworks has led to different out-
comes for these constructs. To investigate the concepts ‘coverage’ and ‘con-
tent’, we formulated new research questions. 

Mixed methods

The process evaluation of the ACT study was characterized by the use of 
mixed methods. Using different methods can provide a more complete in-
sight into the issues or processes that are being investigated [10;11]. Various 
researchers have been advocating the use of multiple methodological ap-
proaches, proposing that it is the most adequate way to manage the complex-
ity of researching the implementation of innovative practices and intervention 
programs [10;12]. Generally, in mixed methods designs, qualitative research 
methods are used to gain in-depth understanding of the intervention’s under-
lying processes with the aim to expose barriers and facilitators to successful 
implementation and their causes, while quantitative research methods are 
used to obtain more information about potential indicators of program im-
pact [13]. The choice for a mixed methods design allowed us to investigate 
quantifiable research objectives, such as exploring the prevalence of strategies 
for pain management in care plans (Chapter 4) or investigating intervention 
fidelity (Chapter 3), as well as non-quantifiable research objectives, such as 
exploring the nature of the interaction between older people participating in 
the ACT study and the practice nurse (Chapter 6). Without the use of mixed 
methods, our understanding of the intervention and its process would have 
been less comprehensive, and large parts of the black box would have re-
mained unopened.
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Longitudinal assessment of fidelity

In Chapter 3, we report the results of a longitudinal evaluation of adherence 
to evaluate fidelity of the GCM. This design was partly based on our use of a 
stepped wedge design: the phased introduction of the intervention resulted in 
variations in starting time between the clusters of participating primary care 
practices, which in turn resulted in different lengths of intervention periods, 
and subsequently in different levels of exposure to the intervention. The degree 
of exposure to an intervention may impact the relationship between program 
content, context and fidelity. Since a longitudinal approach allows for a com-
parison between clusters with different starting times, it can contribute to an 
insight in the influence of length of exposure on fidelity outcomes. As we brief-
ly addressed in Chapter 3, insight into the way in which fidelity changed over 
time also gave us a more dynamic understanding of the implementation pro-
cess. Trends in program component coverage may predict the future potential 
of low-fidelity components and about the sustainability of high-fidelity compo-
nents. In addition, observed trends may be indicators for context-specific bar-
riers and facilitators to implementation. For instance, the increase of Multidis-
ciplinary Team Consultations (MTCs) adherence over time can be explained 
by the fact that throughout the intervention period, primary care physicians 
had gone through a learning process regarding MTCs, which evolved their 
ideas about usefulness of MTCs and reduced their resistance. The outcomes 
of a longitudinal assessment of fidelity, therefore, could provide valuable in-
sights for future implementation. Unfortunately, it was not feasible to assess all 
aspects of implementation fidelity over time. In addition, we investigated two 
factors that potentially influence adherence to an intervention (i.e. participant 
responsiveness and facilitation strategies), while the framework that we used 
includes six [14]. For instance, we did not investigate the quality of interven-
tion delivery. This lack of insight in the way in which the content of the inter-
vention was delivered can be considered a limitation, as variations in quality of 
intervention delivery on a practice nurse level have the potential to influence 
the level of implementation and, as a result, impact overall intervention effects.

Evaluating flexible interventions

The intervention with the GCM was flexible, meaning that it allowed for 
adaptation to local circumstances [3]. The implementation strategy of the 
GCM comprised of self-regulation of the expert teams managing the prac-
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tice nurses, which means that the teams were authorized to change proto-
cols and practices as they saw fit, and could adjust their management and 
educational activities based on feedback from the field. Adapting interven-
tions to local conditions has several advantages. First, it has the potential 
to improve program effectiveness by means of increased program feasibility 
and increased user adoption [3]. Second, based on our own findings, we 
argue that allowing care professionals to adapt the intervention could im-
prove the level of participant responsiveness (i.e., the level of satisfaction 
and involvement of professionals who carry out the intervention). Inflexible 
interventions that do not allow space for modifications could be perceived 
by (local) professionals as ignoring or underestimating their experience, 
knowledge and skills. Participant responsiveness plays an important role in 
implementation: a higher participant responsiveness may lead to a higher 
degree of fidelity [3;14].

Flexible interventions such as the GCM pose a potential challenge for 
evaluators, as current methods to evaluate intervention implementation are 
based on a fixed idea of the imagined nature and delivery of intervention 
components. In addition, often a linear relationship is assumed between the 
level of implementation of these components and their impact on interven-
tion outcomes. Adaptations to improve the fit of the program within a local 
environment therefore require a redefinition of the imagined intervention, 
in order to draw adequate conclusions about the (possible) relation between 
implementation outcomes and intervention effects. If such a redefinition 
does not happen, the incorrect conclusion might be drawn that the inter-
vention is not fully implemented as intended (an issue we addressed in 
Chapter 3). I would like to refer to this incorrect conclusion as a “type 4” 
error: the flawed assumption that an intervention is not adequately imple-
mented due to a flexible intervention in combination with a fixed definition 
of the intervention as imagined. A “type 4” error could cloud the interpreta-
tion of intervention outcomes. For example, the absence of positive effects 
could be wrongfully attributed to a low level of implementation of certain 
intervention components, while in reality the intervention was adapted to 
local circumstances. Current methods to investigate the level of implemen-
tation of an intervention do not correspond to the complexity and fluidity 
of everyday practice. It can be argued that the risk of a “type 4 error” is 
higher for programs carried out in a real life setting, since the dynamics 
of everyday practice and between-site differences may call for an interven-
tion that is highly adaptable to local circumstances. To further improve our 
knowledge of the relationship between level of implementation and inter-
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vention success, it is necessary to explore the use of evaluation methods 
or frameworks that take into account the possible benefits of adapting or 
changing interventions so that they fit within local contexts. 

When we evaluated the implementation process of the GCM, we took 
into account possible changes in protocol and practice routines by explor-
ing actual program content through qualitative techniques. As described in 
Chapter 3, we indeed found that changes were made. Some of these changes 
may, in fact, have resulted in an intervention that was more tailored to prac-
tice: we found that some nurses did not always write a care plan and did not 
schedule a follow-up evaluation visit when an assessment had yielded no 
health or care needs. According to our measurements, the absence of these 
care plans and visits decreased adherence; however, taking into account the 
possibility of a “type 4 error”, it may not automatically imply a potential loss 
of intervention effect.

Evaluating at a client level

The aging of the population and the corresponding increased interest in geri-
atric and gerontological issues consequentially has brought about a rise in the 
number of studies that investigate frail, older people’s health and wellbeing. 
In order to tailor interventions to the needs of older people, including their 
own perspective is important when evaluating a program. However, including 
this perspective is not free of challenges, and when carrying out the process 
evaluation of the ACT study we were confronted with several of these chal-
lenges, specifically related to data reliability, which occurred during both 
quantitative and qualitative data collection at a client level. 

Challenges related to quantitative data collection mostly involved issues 
related to interpretation of interview questions. The Camberwell Assess-
ment of Needs for the Elderly (CANE), for instance, should be administered 
through a conversation about care between a trained health care professional 
and an older person [15]. The health care professional uses information 
from the conversation to fill out the CANE instrument. This is done because 
older people often have difficulties understanding the concept of care needs 
and the questions that aim to assess them – especially when there is loss of 
cognitive functioning – which may influence data reliability [15]. However, 
in the ACT study, the CANE was administered by project interviewers (see 
Chapter 5). When carrying out data quality control activities, we found that 
some interviewers did not always administer the questionnaire as intended 
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(this information was later used to optimize training content). As a result, 
older people had trouble interpreting or fully grasping the intention of the 
CANE questions. In addition, the CCCQ questions (that inquire about the 
client-centeredness of received home care) were perceived by older people as 
difficult to understand and relate to (see Chapter 7). The initial developers of 
the questionnaire, who tested the instrument in a younger population, did not 
report encountering such interpretation and feasibility issues. Our experience 
suggest that frail, older people may have more difficulties answering abstract 
or complicated questions, and that these difficulties may be related to cogni-
tive functioning and their complex health and care needs.

The qualitative evaluation was also impacted by the specific circumstanc-
es and characteristics of frail, older people. Initially, we aimed to assess older 
people’s experience with the home visits and the practice nurse through semi-
structured qualitative interviews, which were planned to take place after the 
first home visit. This objective changed when, after four interviews, we found 
that none of the participants was able to reflect on the practice nurse’s visit. 
Their memories were nonspecific – even when we mentioned the practice 
nurse’s name or reminded older people of the advice that she had given – and 
convoluted by home visits of other care providers. Based on these experi-
ences, we concluded that interviewing older people after the home visit would 
not result in reliable qualitative data about their experience with the interven-
tion. We therefore decided to shift the methodological focus: instead of taking 
a general qualitative approach to gain insight in the client’s perspective, we 
took a case study approach: collecting as much in-depth information as pos-
sible about the particularities of the interaction between one older person and 
one practice nurse, taking into account the older person’s context, life history 
and value system, and the perspectives of both client and practice nurse. We 
decided to follow the care receiver and caregiver throughout the GCM care 
process (two home visits), and subsequently interview the care receiver. This 
allowed us to gain a detailed insight in the processes that guided interactions 
between practice nurses and older people during the implementation of the 
GCM.

As result of the obstacles we encountered assessing older people’s experi-
ences with the GCM is that more general information about older people’s 
experiences with the home visits is lacking. In hindsight, one way to overcome 
barriers to collecting reliable responsiveness data on a patient level might 
have been to evaluate immediately after the home visits. For instance, the 
qualitative interviews could have taken place on the same day of the home 
visit, or practice nurses could have left an addition short evaluation form for 
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older people to fill out after each or a designated encounter (although this 
would have led to less in-depth data). Both evaluation methods could have 
been developed and carried out with an older person as co-researcher, such 
as reported by Bindels et al. [16]. Insight into the client’s perspective could 
have enhanced the feasibility of methods; for instance, increasing our un-
derstanding of what older people find important or pay attention to during 
interactions with caregivers would have allowed us to ask questions that cor-
responded with the experiences of older people. In addition, working with an 
older person as a co-researcher could have given us insight in how and when 
to best reach our target population. 

Evaluating at a care provider level

We evaluated at the care provider level to both understand the process that 
underlies the interaction between a client and a practice nurse during a 
GCM home visit, and to gain insight in the implementation process of the 
GCM. Qualitative data was collected through semi-structured interviews 
with practice nurses, geriatric expert team members (i.e. geriatric nurses) 
and primary care physicians (see Chapter 3, 6). Quantitative data at a care 
provider level was collected through care plans (Chapter 3, 4), time sheets, 
geriatric expert team logbooks, MTC reports and minutes of care team 
meetings (Chapter 4). 

We carried out semi-structured interviews with 16 of a total of 19 prac-
tice nurses who implemented the GCM. Three nurses were not interviewed 
for various reasons – one nurse had quit working for the program, one nurse 
had only just started working for the program, and one nurse could not be 
reached for an interview appointment. The interviews used in Chapter 4 were 
carried out subsequently and at various moments throughout the interven-
tion period, which allowed us to include those practice nurses who, due to the 
stepped wedge intervention design, joined the program at a later stage of its 
implementation. However, a limitation of this approach is that several prac-
tice nurses who had carried out the GCM activities since the start of the in-
tervention were interviewed at an early intervention stage, which means that 
we were not able to report whether and how the experiences of individual 
nurses changed over time. A recommendation for future research would be to 
perform in-depth interviews with practice nurses at multiple stages through-
out the intervention period in order to gain a more complete insight in indi-
vidual nurse’s experiences over time. Primary care physicians and geriatric 
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nurses were interviewed either through face to face interviews (one physician, 
three geriatric nurses) or by telephone (nine physicians). All telephone inter-
views lasted between 10 and 15 minutes; it has been suggested that telephone 
interviews can be used productively in qualitative research, and are deemed 
most suitable for qualitative data collection if they are short [17]. 

To investigate fidelity of the intervention, we used data collected or gen-
erated by care professionals, i.e. care plans, time sheets, geriatric expert team 
logbooks, MTC reports and minutes of care team meetings. As mentioned in 
Chapter 3 and 4, we identified several barriers to collecting data through care 
professionals. First, data were not always complete. Practice nurses explained 
that they experienced a heavy case load and were limited in the time they 
could spend carrying out tasks related to data collection, such as filling out 
time sheets or keeping logs. In addition, data were not collected in a stand-
ardized way. Care plans, log books, reports and minutes were designed to be 
used in practice, and use varied per practice nurse. As a result of incomplete 
or unstandardized data, we could, for instance, not report the duration of key 
intervention components and moderating factors over time. Future investiga-
tions of fidelity that use data collected or generated by care professionals in 
practice should explore the feasibility of collecting such data prior to the start 
of the intervention, which should include an exploration of care professional 
capacity and the acceptability of data collection tools. Ideally, such should be 
co-developed with engaged care professionals prior to the data collection pe-
riod to optimize data collection.
 

STUDY STRENGTHS

The studies presented in this Thesis have several strengths. First, strengths 
are related to the study methods used to gain insight in the implementation 
process of the GCM. We used mixed methods and a theoretical framework 
to investigate fidelity, and performed a longitudinal assessment of adherence 
to three key intervention components (i.e. RAI, care plan, and MTC) which 
allowed us insight in the way in which adherence developed over time. We 
further opened the ’black box’ of the intervention by analysing pain care-
related plans in care plans written by practice nurses, which improves our 
understanding of the burden of pain in a community of frail, older people, as 
well as of older people’s pain care needs at the time of the first CGA. Second, 
strengths are related to our investigation of the theoretical foundations of the 
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GCM by means of a case study approach. This approach allowed us to gain 
in-depth insight in the particularities of the interaction between an older per-
son and a practice nurse in the home setting. 

Finally, strengths are related to the quality of the qualitative data collec-
tion. To safeguard quality of the data collected by means of semi-structured 
interviews with older people and care professionals and observations, we car-
ried out several quality procedures. These procedures took place during the 
sampling period, data collection period and data analysis period. During the 
sampling period, we used maximum variation sampling to gain insight in dif-
ferent perspectives. The sample of primary care physicians consisted of physi-
cians who varied in gender, age, region, and type of practice. The case we re-
ported in Chapter 6 was chosen from a sample of three cases; the three older 
people included in that initial sample varied in terms of age, gender, ability, 
family situation and marital status, and level of (relational) autonomy as per-
ceived by their practice nurse. We did not use maximum generation sampling 
when we recruited practice nurses, as we aimed to include all practice nurses 
who implemented the GCM.

During the data collection period, we carried out the following quality 
procedures. First, we used triangulation of methods (i.e., participant obser-
vations, interviews) when collecting our data [18]. Second, every interview 
(both the in-depth and the short interviews) was summarized and sent to the 
respondent for a member check (if the respondent agreed), which allowed 
respondents to correct or add interview content. Third, the researcher who 
carried out the interview kept a log book and wrote personal, methodologi-
cal and theoretical reflections throughout the field period (the period during 
which qualitative interview data were collected). Both member checking and 
reflections increase the quality and rigor of the qualitative data [19]. In addi-
tion, when collecting data for the case study (Chapter 6) we used prolonged 
engagement and persistent observation to maximise exposure to the case and 
its setting, which facilitated the development of rapport and our understand-
ing of the case, its context and the construction of meaning (www.qualres.
org). Moreover, we took a cyclic approach: after interviews were carried out 
we first performed a preliminary analysis, which allowed us to add new topics 
that emerged from the analysis to our topic list, and use those topics in subse-
quent interviews [19]. Finally, to ensure quality of the analyses, all interview 
analyses were carried out by two researchers independently to achieve inter-
subjective agreement and improve reliability of our findings [20]. 

http://www.qualres.org/
http://www.qualres.org/


 177
p

a
r

t
  

2
/2

C
h

a
p

te
r 

 8

REFLECTIONS ON STUDY OUTCOMES

Below, I will discuss study outcomes in relation to this study’s two objectives, 
which were to gain insight in the implementation process of the GCM, and in 
aspects of ‘productive interactions’ and in older people’s care needs at stake 
during these interactions.

Caregiver-care receiver interactions: meeting needs for trust 

At the start of this Chapter, we can read what took place when Mrs. Stein-
berg was visited at home by a practice nurse, Elsa, who administered a 
CGA. Based on the results of the CGA, Elsa and the primary care physician 
identified that Mrs. Steinberg had several care needs. However, when Elsa 
addressed these needs, Mrs. Steinberg response was reluctant. Such reluc-
tance may not be uncommon among older people who take part in a home 
visit program. While in Chapter 6 we report how Mrs. Peters opened up to 
practice nurse Ann’s recommendations and advice after only two home vis-
its, often a ‘grant of authority’ is not given easily by older people. Practice 
nurses who carried out the GCM reported that it often took more than one 
visit before older people accepted interventions or started taking action. A 
similar finding was reported by Bindels and colleagues, who found that prac-
tice nurses needed several home visits and prolonged contacts before older 
people shared their stories [21]. It is indeed a well-documented phenomenon 
that older people do not always accept care that is offered to them right away, 
even if this care could improve their situation [22]. Our findings in Chapter 
3 support this: almost 20% of older people with pain complaints chose to not 
to formulate a care management plan at the first CGA. In their article about 
the implementation process of a home visit program, Stijnen et al. reported 
that over 10% of all older people ‘rarely’ or ‘never’ complied with advice giv-
en by a practice nurse during a first home visit [23]. In order to understand 
what makes older people comply to advice during interactions, understanding 
what causes an older person to reject or accept care is essential.

The phenomenon of older people keeping care at arm’s length may be 
related to several factors. First, one explanation is that the advice given is not 
tailored to an older person’s needs, either because the care professional does 
not have enough insight into their needs, or because the quality of the advice 
is insufficient. Second, a rejection of care may be due to a lack of a trusting 
relationship with the health professional who visits an older person at home 
[24;25], which can lead to older people not accepting the care that is offered 
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despite an existing need, or can even lead to so-called ‘countermoves’ [22]. 
The importance of a trusting relationship between a client and a care profes-
sional has been described by several Dutch researchers who studied in-home 
interventions for older people. For instance, in their article about nurse expe-
riences with delivering a complex care intervention to older people, Bleijen-
berg et al. report that nurses found trust and a confidential relationship pivot-
al for carrying out actions (especially actions related to mood problems), and 
that this trust-building was a time consuming process [26]. The same finding 
was reported by Bindels et al, who also found that a trusting relationship was 
essential, especially when an older person avoided care [21]. The outcomes 
presented in Chapter 6 of this thesis support the idea that trust plays a cen-
tral role in the client-caregiver interaction in the home setting. In the Chapter 
we argue that, in order for an older person to trust a care professional and 
adopt an intervention, a care professional (among other things) needs to be 
skilled at establishing a relationship that corresponds to the relational needs 
of her client, i.e. needs related to collaborating and negotiating care with a 
care professional. A third explanation for older people rejecting care is that 
older people may not always experience a need for care, even when care is 
indicated and appropriate advice is given. In such cases, older people may not 
always recognize themselves in the advice of a care professional. This does 
not necessarily imply that compliance to the advice will never occur. It can be 
assumed that whether a situation is interpreted by an individual as requiring 
care is subjective, relying, for instance, on the experienced gravity or urgency 
of that situation. Interaction with a competent care professional who can 
meet the relational needs of an older person and build trust may initiate an 
awareness process that could result in a recognition of the situation’s impact 
and possible consequences and an acknowledgement of existing needs, and 
may eventually motivate an older person to comply with professional advice. 

Based on the above, it could be argued that a share of older people 
who did not report having care needs at the first GCM home visit or at the 
baseline measurements of the ACT study may have eventually reported care 
needs during home visits or measurements further along in the ACT study. 
In addition, older people who initially rejected practice nurses’ suggestions 
for interventions or actions may have eventually accepted these suggestions. 
To further explore the processes that play a role in older people’s compliance 
with care professionals’ advice, more research is needed. 
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Measuring client-centeredness

In Chapter 7, we present the outcomes of a study that investigated the meas-
urement properties of a questionnaire to evaluate the client-centeredness 
of home care services from the client’s perspective (CCCQ). The question-
naire is divided in two sections, A and B, that respectively aim to measure the 
constructs ‘conduct by caregiver’ and ‘autonomy’. By retesting the question-
naire among participants of the ACT-study, we hoped to gain more insight 
in whether such a measurement instrument could be adequately used in an 
older, more frail population. 

We found that the questionnaire was sufficiently reliable, but we could 
not draw any firm conclusion about the instrument’s validity, which limits its 
use in practice. Our results also suggest that respondents who answered the 
CCCQ experienced respondent burden, which may have resulted in a high 
number of ‘don’t know/no opinion’ responses. Item 5 (“I can tell that the car-
ers respect my decision even though I disagree with them”), a question that is 
part of CCCQ’s subsection ‘conduct by caregiver’, yielded the highest num-
ber of ‘don’t know/no opinion’ responses. The reason for item 5’s poor per-
formance is unclear. As results of Chapter 7 suggest, the item may have been 
too abstract (i.e. older people did not recognize themselves in the question for 
several reasons). Another explanation could be that the norm that underlies 
the question – entitlement to autonomy and self-determination in interac-
tions with carers – did not always correspond to the norms and expectation of 
the respondents: a ‘totally agree’ response to item 5 requires that a respond-
ent values assertiveness and has a sense of entitlement to equality (indicated 
by the use of the words ‘respect’ and ‘disagree’), while the other items in sub-
section ‘conduct by caregiver’ do not emphasize this norm as strongly. Fi-
nally, most of the older people who answered the CCCQ were women (75%). 
This poses the question to what extent gendered aspects of care receiving 
play a role in the way in which questions about autonomy, self-determination 
and empowerment are answered. A nonresponse analysis could have contrib-
uted to our knowledge of possible gender differences. 

If a questionnaire does not sufficiently correspond to daily experiences 
of its target population, it will fail to capture what it aims to measure. Self-
reported investigations of client-centered care require the respondent to criti-
cally reflect on the level of empowerment or autonomy experienced during 
the care process. Ideas about the nature of client-centered care interactions 
that underlie a questionnaire are based on values and norms of the research-
ers who developed the questionnaire, on the specific study population in 
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which the questionnaire was developed, or on sociocultural or healthcare 
trends. If, therefore, the questionnaire is used in a population that gives a dif-
ferent meaning to interactional client-centeredness (as may be the case with 
frail older people), the validity of a questionnaire measuring client-centered-
ness could be affected. Although we did not find conclusive evidence about 
the validity of the use of CCCQ in our population, we argue that is it not only 
necessary to tailor instruments that measure self-perceived client-centered-
ness to the specific circumstances of frail, older people, but that it may also be 
necessary to reconsider the meaning of the concept ‘client-centeredness’. 

Several considerations should be kept in mind when developing a ques-
tionnaire that measures client-centeredness of care for frail, older people who 
live at home. Ideally, a questionnaire should be co-developed with frail, older 
people themselves in order to increase its validity. In addition, as we already 
conclude in Chapter 7, client-centeredness of (home) care services may rely 
on more than the client-perceived quality of the care interaction: other fac-
tors such as accessibility, flexibility, and quality of information provided by 
customer services may also influence the way in which care is received and 
perceived. Finally, although literature is inconclusive as to whether older peo-
ple are more prone than other age groups to give socially desirable answers 
(socially desirable responding (SDR)1) [28;29], it has been shown that SDR 
is more likely to occur when socially sensitive questions are asked, as in care-
related research [27;30]. As SDR leads to overreporting satisfaction, it should 
be a key point of concern in the development process of any instrument that 
aims to evaluate client-centerdness of care services.

REFLECTIONS ON GCM IMPLEMENTATION 

Coordinating comprehensive care

Comprehensive elderly care requires an optimal coordination between care 
professionals. Three GCM components were envisioned to enhance coordi-
nation of care: care plans (through providing clients and care professionals 
involved with the client with a written summary of a client’s current health 
and care needs), MTCs (through regular multi-disciplinary meetings in case 

1   The tendency of respondents to answer questions in a way that will be viewed favourably by others, a process that can lead to 
 so-called ‘social desirability bias’ [27]. 
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of complex care situations), and community care networks (through network-
ing activities carried out by geriatric expert team members). We found that 
adherence to care plan delivery, MTC delivery and community networks 
was influenced by factors at a client and care professional level. Often, older 
people refused to accept to keep care plans at home, and practice nurses did 
not always write and deliver care plans as intended. Adherence to MTC de-
livery was low at the outset of the intervention, but improved over time; our 
findings show that several primary care physicians were initially reluctant to 
participate in the MTCs, considering them redundant, too time consuming 
or inefficient. In one of the GCM implementation regions, expert team mem-
bers experienced obstacles to building active community networks, which was 
due to a hesitance to enter the networking process and the challenge of iden-
tifying and locating network partners in a saturated and fragmented field. 

Factors that influence care coordination exist at a micro (individual pa-
tient and provider attributes), meso (the organizational context) and macro 
(the external environment) level [31]. Some of these factors, such as use of 
health information technology (HIT), appropriate communication between 
all providers and the degree of community support, and are associated with 
better care coordination [31]. The success of HIT in improving coordina-
tion suggests that the use of a paper care plan may be insufficient to improve 
care coordination in a time when digital support and management systems 
are leading the way toward innovation. In order to improve the implementa-
tion of and adherence to care plans in primary elderly care, opportunities to 
develop electronic care plans that meet the needs of both care professionals 
and client should be explored. The need for ongoing multidisciplinary meet-
ings has also been identified as a predictor of better coordination of care [31], 
while at the same time our findings show that, although slowly, the adherence 
to implementation of MTCs improved over time. If barriers to implementa-
tion of MTCs can be overcome, widespread implementation may be success-
ful in achieving optimal care coordination in primary elderly care. Finally, 
care coordination has been shown to improve through community support 
[31], which urges a targeting of current barriers to successful implementa-
tion of collaborations in the community, such as a fragmented and saturated 
field. To achieve this, future research and policy should focus on developing 
interventions at a provider and organisational level that can overcome these 
challenges. Such efforts should avoid a top-down implementation of fixed 
measures and strategies, but aim to tailor measures to locally defined goals 
and opportunities [32].
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Participant responsiveness of practice nurses and physicians

According to Carroll’s framework of implementation fidelity, the responsive-
ness of intervention users (such as their satisfaction and involvement) can 
be a moderator in the relationship between intervention and implementation 
fidelity [3]. Insight in the opinions of care professionals who implemented 
the GCM is therefore essential to increase understanding of how satisfaction 
and involvement facilitated or hindered implementation. In addition, such 
insights can help to improve future efforts to implement the GCM. We there-
fore asked both practice nurses and primary care physicians to rate their sat-
isfaction and involvement with carrying out the GCM on a scale of 1 to 10. 

Practice nurses carried out the large majority of the GCM activities. In 
Chapter 3, we report that practice nurses rated their involvement with the 
GCM with a 7.1 (range 2-10) and their satisfaction with their work with 
a 6.5 (range 3-8). Although we did not find an association with individual 
adherence rates, these numbers do give us some insight in individual experi-
ence. Some practice nurses felt very involved and were very satisfied with 
their work, while others felt the opposite. Data from semi-structured inter-
views with practice nurses suggest that differences in experience may due to 
several factors, such as the (un)availability of resources, workload, the extent 
to which intervention components and the pre-intervention training program 
corresponded with their needs, the relationship with the primary care physi-
cian, the nature of the GCM-related activities (which in turn was related to 
the needs of the target population), logistic, organizational and contractual 
factors, and the extent to which personal expectations of the practice nurse 
were met during the intervention. 

Primary care physicians played a key role in the delivery of the GCM 
through their participation in MTCs and regular consultations with the prac-
tice nurse. As Mrs. Steinberg’s case illustrates, these consultations allowed the 
practice nurse and physician to discuss GCA outcomes, decide preliminary 
care plan content and coordinate care around a patient. Overall, primary care 
physicians rated their involvement with the GCM with a 6.7 (range 2-9) and 
their satisfaction with a 6.3 (range 3-9), which demonstrates that there were 
large differences in experience between physicians. Findings based on semi-
structured interviews with physicians suggest that several factors contributed 
to these differences: ideas about the feasibility or necessity of the interven-
tion or components of the intervention, the relationship with and evaluation 
of the practice nurse, their ideas about elderly care (re)organization and the 
future role of the physician, and professional characteristics (for instance the 
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type of practice and the size of the elderly population in the practice). Physi-
cian experiences may have influenced the way in which physicians interacted 
with the GCM, adopted its methodology and implemented its components, 
as illustrated by differences in physicians’ opinions about and adherence to 
carrying out MTCs. Final results of the investigation of factors that may have 
influenced satisfaction of practice nurses and primary care physicians (i.e. 
barriers and facilitators) are forthcoming.

Our investigation of participant responsiveness has limitations. Since 
participant responsiveness was measured quantitatively (by means of rat-
ings) and at the end of the intervention period, we were able to collect little 
information about what exactly explained each individual rating. In addition, 
measuring participant responsiveness solely at the end of the intervention 
period limited our insight in whether and how the time spent carrying out 
the intervention influenced experiences of satisfaction and involvement. Also, 
we did not investigate the influence of practice nurse and physician charac-
teristics (for instance gender, age, professional background, type of practice, 
size of elderly population or attitudes toward elderly care) on satisfaction and 
involvement rates. Finally, we did not explore the extent to which participant 
responsiveness influenced the quality of the intervention delivery. We there-
fore recommend that future researchers who aim to investigate participant 
experiences measure participant responsiveness at multiple times during the 
intervention period, collect quantitative and qualitative data simultaneously 
so that ratings can be explained, and explore the relationship between par-
ticipant responsiveness and quality of intervention delivery. Moreover, future 
research into GCM implementation should include a thorough investigation 
of physician and practice nurse characteristics, including preferences and 
opinions regarding elderly care structure and delivery, and the relation of 
these factors to experiences of satisfaction and involvement. And, last but not 
least, as mentioned earlier in this Chapter, future research should include an 
assessment of client responsiveness. 

Deviations from protocol

In Chapter 3, we report the outcomes of an assessment of fidelity of the in-
tervention components. Results of an exploration of the intervention’s con-
tent revealed that the intervention was not always carried out as intended. 
Practice nurses regularly deviated from GCM protocol when carrying out 
CGAs and writing care plans. These deviations suggest that the CGA was not 
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always tailored to practice nurse’s needs. In order to understand why these 
deviations took place, i.e. what factors influenced or moderated adherence 
to CGA and care plan delivery, we interviewed practice nurses about their 
experiences (described earlier in this Chapter). We found, for instance, that 
nurses rather engaged in a ‘natural’ conversation with older people about 
their needs than adhere to a predetermined order of CGA questions. Also, 
nurses felt that the pre-intervention CGA training had insufficiently prepared 
them for working with the instrument (see Chapter 3). Unpublished quali-
tative data shows that some nurses considered the instrument used lengthy 
(and therefore burdensome for older people) and not always reliable in terms 
of outcome accuracy. In addition, practice nurses indicated that they did not 
always draft the care plans as intended. While analyzing the written care plans 
for the study described in Chapter 4, this was confirmed: we found that care 
plans were not always written according to protocol – they were, for instance, 
incomplete. Similar findings are reported by Stijnen et al. and by Metzelthin 
et al. [23;33]. Future investigations should focus on what type of care plan 
design and methodology is best suited to be used in primary elderly care, and 
what competencies practice nurses need in order to adequately incorporate 
the use of care plans in their daily activities. Such an investigation should 
foremost include an exploration of practice nurses’ own experiences, opinions 
and needs. 

REFLECTIONS ON EFFECTIVENESS OUTCOMES

As explained in Chapter 1, one of the objectives of the investigation of an 
intervention’s implementation process is to (attempt to) explain outcomes of 
effectiveness evaluations. Results of investigations into impact of the GCM 
showed no effect on the ACT study’s primary outcome, quality of life meas-
ured by the SF-12. In addition, no effects were found for most secondary 
outcomes: health-related quality of life, ADL limitations, psychological well-
being, self-rated health, social functioning and hospital admissions. A signifi-
cant but small effect was found on IADL (Independent Activities of Daily 
Living) limitations at 18 months after the start of the intervention. Based on 
these outcomes, Hoogendijk concluded that the GCM is not effective com-
pare to usual care [34]. After evaluating the GCM’s cost-effectiveness, van 
Leeuwen concludes that the GCM is not cost-effective compare to usual care 
[35]. Negative outcomes of intervention studies may be the result of either 
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program failure or implementation failure. In addition, negative outcomes 
may be explained by methodological choices, such as type of study design 
or sample. Both Van Leeuwen and Hoogendijk mention several possible ex-
planations for their findings at a program, implementation and methodology 
level. Based on the outcomes of the studies described in this Thesis, I propose 
several more factors at a methodological, program and implementation level 
that could have played a role in the outcomes of the effectiveness and cost-
effectiveness evaluations of the GCM.

Methodological factors 

Several study-related factors could explain the intervention outcomes. First, 
the outcome measures used in the ACT study may not have been able to 
capture the effects of the various types of care interventions. Such effects 
may have been small, and may have only been achieved for certain unidenti-
fied subgroups or may have happened in domains that were not covered by 
measurements. Second, as mentioned earlier, a trusting relationship between 
an older person and a practice nurse may be pivotal in order for older peo-
ple to share their care needs and comply to practice nurses’ advice [21;26]. 
Such a trusting relationship often takes time to build, as it requires that a 
practice nurse has sufficient insight in an older person’s background and 
value system to meet her or his relational needs. It may take practice nurses 
several months, sometimes even years, to literally get a foot in the door, let 
alone receive an older person’s grant of authority. Therefore, we argue that 
a 24-month (or a 18-month, 12-month, or 6-month) period may not always 
allow an older person enough time to adopt the intervention. In other words, 
the actions that should lead to any effect may not have been carried out yet 
at 24 months. Another explanation for a lack of effect may be related to bias 
in the selection of the study population. It can be argued that older people 
who are prone to avoid care are less likely to participate in a research project 
that centers on delivering care, whereas older people who appreciate receiv-
ing care are more inclined to join. The latter group may already have a higher 
number of met care needs (or less care needs in general), and may therefore 
benefit less from the care program. Furthermore, practice nurses reported 
that, contrary to the primary care physician, they did not always perceive 
their clients as frail: several practice nurses mentioned that a large share of 
their client population did not have any health or care needs that required 
action. A similar finding is reported by Bindels et al. [21], who found that 
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practice nurses had visited people who they believed did not belong in the 
program. Nurses in Bindels’ study attribute this to the fact that frailty instru-
ments often catch a ‘snapshot’, and that outcomes of frailty measurements 
may therefore be determined by the mental or physical state of an older per-
son in a particular moment. Since in the ACT study, frailty was determined 
by the PRISMA-7 instrument (which has been tested to reliably distinguish 
between frail and non-frail older people [36]) and by the professional opinion 
of a primary care physician (who has insight in an older person’s background 
and current situation) we believe that we limited the influence of the ‘snap-
shot’ phenomenon reported by Bindels. The experience of nurses in the ACT 
study may be explained by the fact that frailty does not always imply the ex-
istence of (unmet) care needs.

 
Intervention and implementation-related factors

Several implementation and intervention-related factors could be proposed to 
explain effect outcomes. A first intervention-related factor that could explain 
intervention outcomes is that the GCM or one or more of its individual com-
ponents are not effective. The lack of intervention effect could also be attrib-
uted to the limited added value of the GCM as compared to usual care due 
to the high quality of primary elderly care in the Netherlands. The finding 
that frail, older people reported few unmet care needs at baseline (Chapter 
5 of this thesis) could support this idea. However, earlier in this Chapter we 
addressed that the CANE instrument (that was used to measure care needs) 
was not always administered as intended by project interviewers, and that 
some older people found the CANE questions challenging to answer, which 
may have influenced the reliability of the CANE data. Moreover, in line with 
what we argue in Chapter 6 and in this Chapter, older people may not have 
reported their care needs to an interviewer, for instance because they were 
unaware of their needs or because they did not trust the interviewer. In ad-
dition, analysis of care plans (Chapter 4) suggest that the majority of older 
people did experience needs regarding pain care that were not met (pain is 
not covered in the CANE questionnaire). The existence of few care needs at 
baseline does therefore not provide conclusive evidence for the lack of con-
trast between usual care and the GCM. 

In Chapter 3, we argued that adherence to the key components of the 
GCM was adequate. While this suggests that the lack of intervention effect 
cannot be attributed to a lack of fidelity, it is not conclusive. First, although 
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there is a relationship between program implementation and outcomes, this 
relationship is not necessarily linear as is often assumed, and it is unknown at 
what degree of implementation the GCM becomes effective. In other words, 
we do not know how thoroughly the GCM should be implemented before 
its success can be measured. Furthermore, we assessed fidelity of the key in-
tervention components based on the assumption that these components are 
the ‘working’ components, i.e. that these components are in essence effective. 
However, this might not be the case – in addition, we might have overlooked 
other potentially effective components when investigating fidelity.  
Another argument that underscores why the adequate fidelity of the GCM 
does not rule out implementation issues is that we did not investigate several 
moderating factors, including quality of the intervention. The latter has the 
potential to influence the relationship between implementation and effective-
ness [3]. Practice nurses indicated that they experienced that the RAI-CHA 
training they received at the start of the intervention was not tailored to their 
needs, which may have initially impacted the quality of the CGA administra-
tion. In addition, practice nurses who carried out the GCM had different 
professional backgrounds, which may have caused individual practice nurse 
competencies to vary. The nurse competencies essential to provide high qual-
ity care during productive interactions are related to working adequately 
with the intervention components, to aspects of clinical tasks and coordinat-
ing care in the community (such as knowledge of – and experience working 
with – evidence-based procedures, adherence to assessment and treatment 
guidelines and knowledge of local care providers and organisations), and to 
the interaction with a client (such as being able to explore a client’s life style, 
value system and preferences regarding decision making, building a trusting 
relationship with a client, and tailoring advice to a client’s needs). As we did 
not investigate the extent to which practice nurses possessed these competen-
cies, considerations about overall quality of the delivery are merely specula-
tive. 

 In conclusion, whether the absence of intervention effect can be attrib-
uted to factors related to study design and methodology, to program weak-
nesses or to implementation issues is – and remains – unclear: tying program 
characteristics and implementation outcomes to effect outcomes is challeng-
ing (for instance, due to the abovementioned reason that the relationship 
between implementation and outcomes may not be linear), and the methods 
used in this thesis are insufficient to perform such an analysis.
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REFLECTIONS ON GCM OBJECTIVES

In Chapter 1, we mentioned that the GCM has three main objectives: to 
identify health and care needs at a timely stage, to improve older people’s 
involvement in their own care process, and to increase coordination between 
health care professionals. Below, I will discuss whether these objectives were 
achieved, and briefly address implications for future implementation.

Timely identification of health and care needs 

By proactively identifying frail, older people within primary car practices 
and carrying out in-home CGAs and regular follow-up, the GCM aimed to 
identify frail, older people’s health and care needs at a timely stage. Chapter 
3 of this Thesis suggests that indeed, proactive home visits and CGAs admin-
istered by practice nurses could facilitate the early identification of new or 
changed care needs and expand access to tailored pain care by overcoming 
barriers to adequate pain care for older people. A continuous monitoring and 
follow up after initial identification of pain or pain care needs may further 
enhance trust, and may allow practice nurses to respond quickly to changing 
needs. It can be speculated that the approach implemented with the GCM 
could expand access to care for other conditions and complaints than pain. 
For instance, preliminary results of an analysis with ACT data show that 
proactive home visits and CGAs may also improve access to urinary inconti-
nence (UI) care (abstract Jansen et al., poster presented at forum on Quality 
and Safety in Health Care, London, 2015). UI is – just like pain – a condition 
that has a high prevalence among frail, older people, is associated with a high 
impact on health and quality of life, and is known to have a marked economic 
impact due to the pervasive use of pads [37]. Moreover, UI is associated with 
several barriers to care seeking behaviour [38;39]. The fact that the GCM has 
the potential to improve access to care supports the argumentation that im-
plementing the GCM can indeed contribute to a more timely identification of 
frail, older people’s health and care needs. 

Although the GCM was evaluated to not be cost-effective, data in this 
Thesis show that this does not mean that the identification of needs by 
practice nurses did not have an impact on individual lives. Neither does the 
lack of GCM’s success lead to a definite conclusion about the its effective-
ness. Based on their potential to expand access to care, it can therefore be 
recommended that proactive home visits, CGAs and regular follow ups may 
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be more widely implemented into practice. However, this implementation 
should be accompanied by a re-evaluation of the way in which the individual 
intervention components are delivered. CGA type and frequency of follow-up 
should be tailored to the situation of the older person. For instance, when a 
frail, older person does not experience many physical, mental or social func-
tioning limitations, has care needs that are stable and mostly met, or regularly 
visits the primary care practice, a practice nurse’s care activities may consist 
of a singular entry CGA and a shorter half or one-year follow up assessment. 
When an older person experiences multiple impairments in daily functioning, 
has more or dynamic care needs or experiences a high level of frailty, evalua-
tive CGAs may be carried out as seen fit by the practice nurse and the prima-
ry care physician. Which assessment instruments are most appropriate should 
be decided in consultation with their users in practice (in this case practice 
nurses), so as to optimize adoption and adherence. 

Involving frail, older people in their own care process

A second objective of the GCM was to improve frail, older people’s involve-
ment in their care process. It was envisioned that during the two home visits, 
practice nurses encouraged their clients to actively take part in the decision 
making process and in arranging care services, placing their client’s wishes 
at the center of every advice and action. Care plans, to be left with the client, 
were envisioned to provide clients with insight into their own health and care 
situation. Making an across-the-board conclusion about whether the GCM 
succeeded in improving older people’s involvement in their own care is not 
possible, as we did not collect data that could answer this question in both 
intervention and control group at a patient level. However, our results leave 
room for speculation. The information below is derived from interviews and 
focus groups with practice nurses, of which final results are forthcoming. 
First, practice nurses were almost unanimously positive about what they had 
learned at the Motivational Interviewing training, which could indicate that 
they had increased their skills to motivate older people during the caregiver-
care receiver interaction. However, practice nurses also indicated that older 
people they encountered did not always desire a more active involvement in 
their care, and that some older people could only partly be involved due to 
physical or mental disabilities. As a result, they found it challenging to de-
termine when to leave an agreement or action to be arranged by a client or 
when to arrange it themselves. Second, practice nurses mentioned that older 
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people appreciated it when practice nurses discussed with them the content 
of care plans, and that older people regularly asked practice nurses to change 
or leave out information. On the other hand, older people often refused to 
keep the care plan, or could not retrieve it the next time the practice nurse 
visited. We can therefore argue that practice nurses all carried out their activi-
ties with the aim to prioritize the client’s perspective and to make decision 
together with their clients. However, involving older people in their own care 
in terms of sharing practical responsibilities might have only been feasible 
in a subgroup of frail, older people who desired this involvement ánd whose 
mental or physical state allowed them to be involved. Furthermore, it can be 
argued that care plans were helpful to give older people insight in CGA re-
sults and tailoring the care plans to older people’s own preferences, while at 
the same time the care plan adoption at a client level was limited. 

The above conclusions do not undermine the importance of this second 
objective. We therefore recommend that involving older people in their own 
care continues to be a major aim for future primary elderly care programs. We 
also recommend that during such programs, practice nurses actively explore 
older peoples preferences regarding involvement, and tailor their communica-
tion and activities according to these preferences. Care plans in their current 
form may not contribute to involvement as intended. Below we will make 
recommendations for future care plan use.

Coordination of care

A third and final objective of the GCM was to improve coordination of care 
between professionals involved with care for frail, older people. It aimed to 
do this in several ways: by means of motivating older people to share the care 
plans with other care providers, by means of discussing older people with 
complex situations in MTCs, and through establishing networks of care or-
ganisations and professionals at a local or regional level by means of organis-
ing community network meetings. Preliminary results of focus groups and 
interviews with practice nurses (final results forthcoming) suggest that the 
first aspect of the objective (i.e. older people sharing care plans with other 
care providers) did not take place as intended. As mentioned before and in 
Chapter 3, older people often did not keep the care plans at home; in addi-
tion, practice nurses indicate that other caregivers, such as home care profes-
sionals, did not read the care plans. It can therefore be argued that in their 
current form, care plans did not contribute to improved coordination. MTC 
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adherence was low at the start of the intervention, but Chapter 3 shows that 
adherence increased over time. Several times, MTCs were specially organised 
to coordinating care delivery. While some primary care physicians were criti-
cal towards MTCs, others were more positive and considered them an op-
portunity to consult colleagues and align management. In the West-Friesland 
region, MTCs were sometimes joined by a client’s family member or infor-
mal caregiver, which resulted in positive experiences for all attendants. Based 
on these findings, we can argue that MTCs did contribute to an increase in 
coordination between care professionals. Finally, one of the objectives of the 
GCM was to build local networks. Our results show that adherence to net-
work activities could be improved, especially in the Amsterdam region. This 
may indicate that network building contributed more to coordination of care 
in the West-Friesland region than in the Amsterdam region. 

Overall, it can be speculated that the GCM did contribute to care coor-
dination between professionals, but that this contribution did not reach its 
full potential. Despite that, we argue that this potential may be approached 
through adjusting the intervention components and improving the circum-
stances of their implementation. For instance, in order for care plans to 
contribute to coordination of care, we recommend a different care plan lay-
out and form. Since frail, older people’s situation is often unstable and may 
chance at any moment, it is essential that care plans offer practice nurses the 
option to continuously add or change care plan content. In addition, to allow 
for care plans to facilitate coordination of care, care plans should be readily 
accessible to relevant care providers. This need for a user-friendly document 
that is suitable for use in interdisciplinary settings informs our advice that 
future implementors consider developing digital (stand-alone or web-based) 
care plan formats, using HIT (health information technology). In order to 
ensure optimal tailoring of care plan design to the practical needs of users, all 
potential users (including primary care physicians and home care profession-
als) should be involved in every step of the development process; in addition, 
practice nurses should be thoroughly trained in how to interact with the care 
plan format, how to decide and write content, and how to integrate its use 
in everyday practice. Successful MTC implementation requires motivated 
health care professionals as well as practice nurses with the ability to identify 
situations that warrant an MTC. We argue that the composition of MTCs 
should depend on the nature and complexity of the situation discussed: if 
relevant and appropriate, coordination of care could benefit from having fam-
ily members and informal caregivers as attendants. Building strong local net-
works requires time and progressive insight, as well as networking agents who 
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possess the capacity to identify and locate network partners and the skills to 
navigate a fragmented field. However, its implementation is essential, as im-
proving linkages between organisations in a network and increased insight in 
each other’s activities and efforts has been shown to empower organisational 
properties that could improve integrated community care [32]. In conclusion, 
it can be speculated that all GCM components that aimed to improve coordi-
nation of care have the potential to do so, however, before their potential can 
be reached a re-evaluation of their form and ideal circumstances for imple-
mentation is necessary.

Implications for practise and research

The evaluation of the GCM has given us insight in how the GCM was deliv-
ered in practice, and how interactions between caregivers and care receivers 
played a role in the implementation of the GCM. Based on our outcomes, we 
argue that elements of the GCM have the potential to positively contribute 
to the quality of primary elderly care, and that full implementation of these 
elements in practice can facilitate an adequate response to upcoming changes 
in the care sector. Below, we briefly describe these changes, and make several 
more recommendations for practice and further research. 

Transforming primary elderly care

As we described in Chapter 1 and throughout this Thesis, rapid changes are 
taking place in society: people live longer with more disabilities, while at the 
same time the health care workforce is shrinking. As a result, health care 
expenditures are growing. In the Netherlands, this challenging outlook has 
fostered new health care legislature. Through implementing stricter rules 
and regulations with the aim to narrow access to care services and through 
an increased focus on social participation and civil responsibility, the Dutch 
government has been mobilising its citizens to play a role in the organisation 
of their own care, with the ultimate goal to keep health care affordable. How-
ever, the consequences of these austerity measures and funding cuts have the 
potential to especially impact frail, older people who live at home. As a result 
of a new law, the national budget for special (i.e. longer-term or chronic) care 
costs, the AWBZ (Algemene Wet Bijzondere Ziektekosten), which was previously 
controlled by a State-level program, has been placed under management of 
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local governments. This shift is accompanied by a tightening of AWBZ re-
imbursement policies. Consequently, older people – especially older people 
who suffer from multiple chronic conditions – will be less likely to get their 
care costs covered. In addition, the new law includes more rigorous eligibility 
criteria for admission to long-term care facilities. Both measures could result 
in older people living at home longer with more unmet care needs. These fu-
ture unmet needs may consist of both psychosocial and physical needs, which 
would imply a further increase in pressure on the Dutch primary care system. 
Primary elderly care will have to transform, in order to be prepared for the 
increased demand for care tailored to the complex needs of a rapidly diversi-
fying population of older people.

Practice nurses in primary elderly care

Several traits of the GCM could contribute to the transformation of primary 
elderly care. One of these traits is the central role of practice nurses. A first 
(and important) argument for assigning practice nurses a more central role 
in primary elderly care is the increased level of patient satisfaction follow-
ing contact with nurses. For instance, in their article about differences in 
self-management support and communication between nurse case managers 
and primary care physicians, Matthias et al. reported that “Patients reported 
feeling supported, encouraged, and listened to by their NCMs2, whereas they 
tended to be dissatisfied with their primary care physicians, citing issues such 
as lack of continuity of care, poor listening skills, and under- or overprescrib-
ing of medication”[40]. Moreover, there is evidence that skill mix in primary 
care (i.e. the expansion of the primary care workforce to include nonphysi-
cian health professionals [41]) can maintain access to primary care and im-
prove quality of care and client outcomes, and potentially lower costs [42;43]. 
As Laurant et al. describe in their review about the impact of task shifting 
from physicians to non-physician health professionals, these beneficial out-
comes take place under the conditions that the nurses carry out effective 
treatments and play a role in their delivery [42]. It implies that assigning a 
central role to practice nurses in primary elderly care requires practice nurses 
to have optimal knowledge of existing (nursing and multidisciplinary) guide-
lines. 

2  Nurse Case Managers
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Introducing practice nurses in primary elderly care requires, therefore, 
that practice nurses receive adequately training. The findings presented in this 
thesis suggest that such a training program should at least involve the follow-
ing learning objectives: (1) practice nurses should possess the competencies 
to uncover clients’ needs regarding the nature of their preferred caregiver-
care receiver relationship; (2) practice nurses should possess the competen-
cies to create a safe and trusting environment in which clients feel motivated 
to reflect on their own health or care situation and share their (unmet) health 
or care needs with care providers; (3) practice nurses should possess the 
competencies to perform in-home CGAs, adequately interpret CGA out-
comes and report the outcomes to a physician or other care professional; (4) 
practice nurses should possess the competencies to present older people with 
tailored health and care options, support older peoples’ involvement in the 
decision making process, and motivate older people to make choices that best 
represent their needs; (5) practice nurses should possess the competencies to 
adequately inform older people of the outcomes of interdisciplinary consulta-
tions; (6) practice nurses should possess adequate knowledge about local and 
regional health and social care organisations and resources, and the skills to 
determine which resources are appropriate for their client and how their cli-
ent could benefit from them; (7) practice nurses should possess the compe-
tencies to practice in a multidisciplinary team setting.

Recommendation for research

We can make several recommendation for future research, related to measur-
ing client-centeredness in a population of frail, older people and evaluating 
the implementation process of comprehensive care programs. 

In Chapter 7, we argue that the evaluation of client-centeredness of care 
services is essential for the ongoing evaluation of care for frail, older people 
who live at home. Since the CCCQ did not show high feasibility and ac-
ceptability and we were not able to establish validity, we recommend that 
researchers who wish to evaluate client-centered care in a frail population use 
an instrument that corresponds to the unique situation of frail populations. 
Such a list should, in our opinion, possess several characteristics. First, as ar-
gued earlier in this Chapter, it should be valid, adequately representing frail, 
older people’s expectations and norms surrounding interactions with a carer. 
Furthermore, it should be low in respondent burden, which means that ques-
tions should be simple (i.e. no double-barred questions) and concrete. Items 
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should also represent older people’s lived realities of receiving care in the 
home situation; for instance, questions should inquire about experiences re-
garding receiving care from multiple care professionals and for multiple con-
ditions. Finally, the instrument should not only measure client-centeredness 
in domains of autonomy and treatment, but also in the domains of availability 
of services, accessibility, information provision and delivery, etc. As far as we 
know, however, such an instrument currently does not exist. We therefore rec-
ommend that researchers interested in evaluating quality of care services for 
frail, older people explore possibilities for its development. Insight in client-
centeredness could help us advance in-home care delivery, so that it meets 
the needs of clients. As the number of older people who receive care at home 
is rapidly increasing, the benefits of such advancements may be widespread.

We suggest that researcher who aim to implement comprehensive care 
programs and evaluate its implementation process take the following recom-
mendations into account. First, as was also experienced during the research 
reported in this thesis, it often takes time for an intervention to be imple-
mented as intended due to, for instance, the learning process that users go 
through. The nature and speed of this learning process determines adoption, 
and therefore the level of implementation at a given time. In order to ensure 
rapid implementation, future researchers should increase their focus on fa-
cilitating users’ learning process. Providing regular tailored training activi-
ties could therefore be a useful implementation strategy. Evaluating results 
of the training may improve insight in users’ learning process. Researchers 
who choose to outsource these activities should set up an additional qual-
ity assurance program. Second, as complex, comprehensive interventions in 
primary elderly care are known to display a high degree of variation, stud-
ies that evaluate their implementation are naturally tailored to the programs 
they evaluate. Future researchers of implementation processes should first 
and foremost invest in finding a feasible framework that helps them custom-
ize their study design. Due to the current body of knowledge in this field 
and variations between available concepts and theories, this choice may not 
always be an easy one. Third, as proposed in Chapter 3, implementation fi-
delity should be investigated over time and for each intervention component 
separately. When doing this, researchers should realize that longitudinal fidel-
ity assessment may be complicated by delayed intervention delivery, i.e. an 
accumulation of intervention tasks that could potentially impact coverage and 
frequency per time interval, but does not automatically imply poor fidelity. In 
addition, an implementation process evaluation should include an assessment 
of most, if not all moderating factors, including an evaluation of participant 
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responsiveness (satisfaction, involvement) at a patient and a health provider 
level an evaluation of quality of intervention delivery, and an investigation of 
physician and practice nurse characteristics (including preferences and opin-
ions regarding elderly care structure and delivery). Finally, in order to avoid a 
“type 4 error”, researchers should take into account that deviations from an 
intended protocol may be interpreted as low adherence, but may potentially 
lead to an enhanced fit of the intervention in practice.

IN CONCLUSION

All people are entitled to high quality health care. During the last stages of 
life, when people are at high risk of suffering from chronic conditions, func-
tional impairments and social isolation, this right should be especially pro-
tected. In light of current changes in health care legislation and organisation 
(which focus on a shift from secondary to primary care, an increased em-
phasis on self-management, and decentralisation of care), governments and 
policy making bodies, researchers, and care professionals must work together 
in order to secure sustainable delivery of high-quality care services for people 
like Mrs. Steinberg. This process comes with both challenges and opportuni-
ties. Through evaluating the implementation process of the GCM, we have 
aimed to contribute to the knowledge necessary to meet these challenges. In 
addition, we have presented insights that could help to take advantage of op-
portunities to optimize the situations of care receivers as well as providers. 

Comprehensive care models such as the GCM may provide the frame-
work for future organisation and delivery of primary elderly care. But where 
future randomised controlled studies will need to provide the evidence these 
models’ effectiveness, one aspect of the care system does not need scientific 
justification to prove its worth. It goes undoubted that the tireless efforts of 
skilled professionals working in elderly care, dedicated to provide optimal 
health and social care services to their clients, make a difference in the lives 
of frail, older people everyday. While we may not always be able to capture 
the effects of these efforts in numbers and statistics, our task as a society is to 
give these professionals the recognition they deserve. And that, in my opinion, 
should never be a challenge.
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