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Abstract

Aim. To report the expectations and experiences of general practitioners and
practice nurses regarding the U-CARE programme, to gain a better understanding
of the barriers and facilitators in providing proactive, structured care to frail
older people and to determine whether implementation is feasible.

Background. Care for older patients with complex care needs in primary care is
fragmented, reactive and time consuming. A structured, proactive care
programme was developed to improve physical functioning and quality of life in
frail older patients.

Design. An explanatory mixed-methods study nested in a cluster-randomized
trial.

Methods. The barriers to and needs for the provision of structured, proactive
care, and expectations regarding the U-CARE programme were assessed with pre-
questionnaires sent to all participating general practitioners (7 = 32) and practice
nurses (7 = 21) in October 2010. Postquestionnaires measured experiences with
the programme after 5 months. Twelve months later, focus group meetings were
conducted.

Results. Practice nurses and general practitioners reported that it was difficult to
provide proactive and structured care to older patients with multi-morbidity,
different cultural backgrounds and low socioeconomic status. Barriers were a lack
of time and financial compensation. Most general practitioners and practice
nurses indicated that the programme added value for the coordination of care and
allowed them to provide structured care.

Conclusion. This explanatory mixed-methods study showed that general
practitioners and practice nurses perceived the U-CARE programme as feasible in
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Introduction

Care for older people with complex needs is often frag-
mented, reactive, and time-consuming (Bodenheimer 2008,
De Lepeleire et al. 2009, Boult & Wieland 2010). The
increasing numbers of older people with multi-morbidity,
functional disabilities, and complex care needs challenge
healthcare providers, particularly primary care providers, to
provide coordinated and structured care (Fortin et al. 2007,
Bodenheimer 2008, Norris et al. 2008, Mercer et al. 2009,
Winker 2010). To reduce healthcare costs and improve
care, a transition towards a proactive, structured approach
is needed (Mercer et al. 2009, Glynn et al. 2011).

Various ‘complex’ interventions in primary care have
been developed to enhance care for older patients by
supporting physical functioning and maintaining indepen-
dent living (Beswick et al. 2008, Huss et al. 2008, Melis
et al. 2010). Complex interventions include multiple inter-
acting components that act both independently and interde-
pendently and are flexible and tailored to the population
(Campbell e al. 2007, Craig et al. 2008). Unfortunately,
randomized controlled trials of complex interventions often
focus only on pre-specified health outcomes and not on the
process of implementation (Oakley et al. 2006). An evalua-
tion of the intervention alongside a trial of other outcomes
such as on the provider level is recommended to understand
the different components and the barriers to and facilitators
of new interventions from this perspective (Oakley et al.
2006, Campbell ez al. 2007, Craig et al. 2008).

New care models and programmes require new roles and
work processes for healthcare providers (Marsteller et al.
2010); therefore, the barriers to and facilitators of an inter-
vention should be identified to improve the intervention
and its implementation in clinical practice (Oakley et al.
2006, Reelick et al. 2011). A multi-faceted and integrated
approach using both quantitative and qualitative research
techniques is particularly useful in the evaluation of

complex interventions that involve social or behavioural
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general practice. A transition was made from reactive, ad hoc care towards a
proactive and preventive care approach.

Keywords: frailty, general practitioner, older people, practice nurses, primary

processes that are difficult to explore using quantitative
methods alone (Campbell ef al. 2007, Lewin et al. 2009).
This approach will provide a more in-depth understanding
of how providers experience the new intervention and what
difficulties might occur when implementing the intervention
in clinical practice. Therefore, this study evaluates a com-
plex intervention programme at the level of the providers.

Background

There has been little consensus on how primary care
providers can address the needs of older patients (De Lepeleire
et al. 2009, Boult & Wieland 2010). However, elements
that were demonstrated to be promising are preventive
home-visiting programmes with a comprehensive geriatric
assessment (CGA), a multi-disciplinary and multi-factorial
approach with tailor-made interventions, and long-term fol-
low-up (Beswick et al. 2008, Boult et al. 2009, Daniels
et al. 2010). On the basis of previous evidence, we com-
bined all potentially successful components and developed
an innovative structured and proactive care programme
(U-CARE) to preserve physical functioning and to improve
quality of life in frail older patients. The U-CARE pro-
gramme is currently being tested and implemented in a
large, three-armed cluster-randomized trial, the Utrecht
Trial
(U-PROFIT), which includes 57 participating primary care

Primary care Proactive Frailty Intervention
practices, 122 general practitioners (GPs), 21 specially
trained registered practice nurses (PNs), and 3235 patients

(Bleijenberg et al. 2012).

The U-CARE programme

The U-CARE programme involves three steps: a frailty
screening, a home-based CGA based on a patient needs
approach and a tailor-made care plan with evidence-based
and best practice interventions developed by the PN in col-
laboration with the GP. The U-CARE programme was
developed by a multi-disciplinary team of researchers and

practitioners in nursing and primary care to enhance its
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quality and feasibility in clinical practice. For 10 highly
prevalent geriatric conditions in older patients, evidence-
based care plans were developed to guide PNs and ensure
structured care. The CGA and care plans were developed
by the research team, PNs, and experts. Patients included
in the programme were aged 60 years or older and were
selected using a software application that explores the
EMR (electronic medical records) for patients meeting any
of the following three criteria: polypharmacy, defined as
the chronic use of five or more different medications;
multi-morbidity (defined by a Frailty Index score); or a care
gap, defined as not having consulted a GP in the past
3 years, except for the yearly influenza vaccination (Bleijen-
berg et al. 2012).

In clinical practice, the PN will send the frailty assess-
ment to eligible patients. If necessary, the nurse will help
the patient complete the questionnaire. In addition to con-
ducting a CGA and developing an evidence-based care plan,
the PN will coordinate and proactively monitor the care of
the patient and will focus on the needs of the patient in
close collaboration with the GP and other disciplines.
Furthermore, the PN will provide caregiver support and
facilitates access to community resources, such as home-
delivered meals, medication delivery at home, and transport
services. In the Netherlands, no structured and proactive
programme has been widely adopted and nurses visit
patients at home on a reactive, ad hoc approach. Moreover,
not all GPs collaborate with PNs. In the U-CARE pro-
gramme, the nurses have a pro-active, structured way of
working that emphasizes case management. A description
of the development of the U-CARE programme has been
given elsewhere (Bleijenberg ez al. 2013).

All GPs and PNs in the U-CARE intervention group
received an obligatory 3-hour training session 1 month
prior to the start of the programme. All PNs participated in
an extended education programme of 8 hours per week for
a period of 5 weeks. During this training programme, the
frailty assessments, CGA, and evidence-based care plans
were discussed. The training programme was developed by
a multi-disciplinary faculty team in collaboration with the
Utrecht University of Applied Sciences in the Netherlands.
In addition, monthly education and supervision meetings
with the PNs were scheduled during the trial, which
provided ongoing learning, support, role clarification,
problem-solving, feedback, and networking.

General practitioners and PNs providing the U-CARE
intervention have to make the transition from reactive
and ad hoc care to a structured and proactive care
approach. Therefore, an in-depth understanding of the
barriers to and facilitators of the intervention at the
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provider level is needed to optimize the intervention and
its implementation.

The study

Aim

The aim of this study was to explore the expectations,
needs and experiences of GPs and PNs with respect to the
U-CARE programme, to gain a better understanding of the
barriers and facilitators in providing proactive and struc-

tured care to frail older people in primary care, and to

determine whether implementation is feasible.

Design

An explanatory, sequential, mixed-methods design was used
(Ivankova et al. 2006, Johnson et al. 2007, Morgan 2007).
Quantitative data were collected at two moments in time
using a questionnaire. Qualitative data were collected
during two focus group meetings.

Participants and setting

Thirteen primary care practices participated in this study,
including 32 GPs and 21 PNs, randomized into the
U-CARE intervention group in the U-PROFIT trial. All
primary care practices were located in and around Utrecht,
the Netherlands.

Data collection

Barriers, limitations, needs, expectations, and experiences
related to the U-CARE programme were measured using
pre- and postquestionnaires. Pre-questionnaires were sent in
October 2010 and postquestionnaires were sent 5 months
after the intervention began in the primary care practice.
Focus group meetings were conducted to explore the views
of the GPs and PNs 12 months later.

Questionnaires

Limitations, barriers, and needs with respect to the provi-
sion of structured and integrated care for older patients in
general practice and expectations of the U-CARE pro-
gramme were identified using pre-questionnaires adapted
with minor revisions from Van Eijken et al. (2008). The
pre-questionnaires were sent after the first training session,
1 month prior to the start of the U-CARE programme.
The postquestionnaire identified perceived limitations and
barriers to the proper execution of the programme and
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investigated participants’ experiences with the programme.
The questionnaires were derived from a structured list of
barriers and facilitators (Peters et al. 2003) and were
tested for content validity by a group of experts (Van
Eijken et al. 2008). The questionnaires included back-
ground variables, limitations in current care for older
patients, needs in current care for older patients, expecta-
tions and experiences of the U-CARE programme, and
expectations of the added value of the included geriatric
conditions in the CGA. All questions were measured on a
five-point Likert scale, ranging from 5 (strongly agree)—1
(strongly disagree).

Focus group meetings

Twelve months after the programme started, focus group
meetings were conducted to explore the opinions and
experiences of the GPs and PNs. Separate groups were
held to create a safe and homogeneous group for both dis-
ciplines (Kitzinger & Barbour 1999). A subgroup of GPs
and PNs were invited to participate. This subgroup was a
representative sample of the total group of both types of
practitioners with respect to general practice characteris-
tics. Therefore, we selected a heterogeneous group of GPs
and PNs that differed in years of experience in primary
care, the practice size where they worked, and the social
geographical area of the general practice because the
socioeconomic status (SES) of a patient may be a potential
effect modifier. GPs and PNs were contacted by email by
the researcher. The first author (NB) wrote the protocol,
selected topics from the most interesting results of the
questionnaire for discussion, observed, took notes, and
handled the technical equipment. The moderator (BS)
performed the consent process for the protocol, introduced
the groups, and led the discussion. A member of the
research team (VHD) observed the discussions. Two focus
group meetings were conducted. At the beginning of each
focus group meeting, the results from the questionnaires
were presented to stimulate the discussion. The GPs and
PNs chose the items to be discussed. If needed, the moder-
ator suggested topics from the protocol to ensure that all
predefined topics were discussed.

Ethical considerations

This study is nested in a three-armed cluster-randomized
trial approved by the Institutional Review Board of the Uni-
versity Medical Center Utrecht with protocol ID 10-149/0.
The questionnaires were analysed anonymously and audio-
recorded verbal consent was acquired at the beginning of

each focus group.

© 2013 Blackwell Publishing Ltd
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Data analysis

Descriptive analyses of quantitative data were performed
with the Statistical Package for the Social Sciences (spss
version 17.0; Chicago, IL, USA). Continuous data were
represented as means with corresponding standard devia-
tions and as medians and interquartile ranges for data
with a non-normal distribution. Categorical data were rep-
resented as numbers with the corresponding percentages of
GPs and PNs who agreed and strongly agreed with an
item on the questionnaire. The focus group interviews
were audio taped and transcribed verbatim to allow for
systematic analysis (Kitzinger 1995).

Rigour

To increase the validity and reliability of the qualitative
data, content validity was ensured by member checking,
obtaining agreement from the participating GPs and PNs by
sending session summaries after the conclusion of the
groups. The transcripts were studied by two independent
researchers (NB and VHD) repeatedly and themes were
identified from open coding of the data. Differences in
themes were resolved through discussions with BS, VHD,
and NB. Subsequently, the main issues for each topic were
identified. The data were studied in a transparent and
systematic way using triangulation, segmenting, and reas-
sembling (Boeije 2009). The quantitative and qualitative
results were used in the interpretation of the results to

increase validity.

Results

Questionnaires

A high response rate was demonstrated among GPs and
PNs: 20 of 21 PNs (95-2%) and 27 of 32 GPs (87-5%)
participated (Table 1).

Focus groups

Six PNs and five GPs participated in the focus groups,
which lasted approximately 2 hours (Table 1). One invited
GP cancelled the meeting for personal reasons. All GPs and
PNs knew each other, facilitating a lively discussion. Dur-
ing the focus group meetings, the following discussion
themes were identified: programme characteristics, patient
care, quality of life, time (GPs), and work satisfaction
(PNs). Quotes are presented to illustrate the various

perspectives.
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Table 1 Characteristics of GPs and PNs.

Characteristics questionnaires GPs (n=127) PNs (n = 20)
Age, median (IQR) 55 (49-57) 46-5 (37-52)
Female, 7 (%) 15 (55-5) 19 (95-2)
Work experience in 25 (18-30) 17 (7-30)
years, median (IQR)

Working in general 20 (74-1) 11 (55)
practice size (>2400

patients), 7 (%)

Characteristics GPs (n = 5) PNs (7 = 6)
focus group

Female, 7 (%) 2 (40) 6 (100)
Work experience, 28 (25-35) 17 (4-40)
median (range)

General practice size 3 (60) 4 (67)

(>2400 patients), 7 (%)

Limitations, barriers, and needs in the provision of
structured care to older patients — GPs

In the pre-questionnaire, a majority of the GPs indicated
that a barrier to providing structured care was a lack of
well-educated PNs and financial compensation to develop
this care. The results of the postquestionnaire showed that
GPs experienced more barriers and difficulties in providing
structured care to older patients with multi-morbidity,
patients with a different cultural background and patients
with low SES than reported prior to the start of the inter-
vention (Table 2).The GPs explained during the focus
group: “...It is just simple with all these items: because of
the U-CARE programme, we see these patients more often
now. They are visible now. Before the programme we were
not confronted with these patients. However, I am more

aware of this type of patients now.’

Limitations, barriers, and needs in the provision of
structured care to older patients — nurses

One of the limitations in the provision of structured care
that was quantitatively reported by the PNs is a dearth of
healthcare staff (Table 2). On the
approximately 70% of the PNs reported that they needed

postquestionnaire,

more regular contact with other PNs and the GP to perform

the U-CARE programme properly:

...Since the U-CARE program, the role of the GP has changed.
Currently, the GP is more involved. We discuss the outcomes of

the frailty screening. More things are visible for the GP
... The role of the GP is very important in how I can deliver and
organize the care for older patients. The vision of the GP regarding

proactive and structured care is essential here
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Expectations and experiences of the U-CARE

programme — GPs

Programme characteristics. A majority of the GPs indi-
cated on the questionnaires that the U-CARE programme
‘enables them to address geriatric conditions in a structured
manner’, ‘is an added value for the coordination of care’,

and ‘focuses on the major geriatric problems’ (Table 3):

...Because of the U-CARE program, care for older patients is more
structured, people are more visible and there is more continuity

now.

...Since U-CARE, I conduct fewer home visits than before, partly
due to the home visits of the practice nurse. I think we can prevent
things now and we are detecting more. The practice nurse is acces-
sible; it’s about care and not cure. People talk easier to her and I

really make use of it.

Patient care. GPs indicated the following on the question-
naires: the programme will improve patients’ satisfaction
with care and leaves enough space for the opinion and wishes
of the patient (see Table 3). During the focus group, the GPs

highlighted the added value of the U-CARE programme:

...Due to the U-CARE programme and the home visit by the prac-
tice nurse, the focus is on patients’ needs and the problems that

they experience because there is more time.

...It gives people the feeling that someone really cares for them — a

warm feeling.

...Our patients who participate in the study are very satisfied with
the U-CARE program.

Quality of life. Half of the GPs questioned whether the
U-CARE programme would improve patients’ quality of life
and whether the positive experiences of patients in the
programme were measurable (Table 3):

...Sometimes there are some questions that need some time for con-
sideration, for example, a hospitalization procedure, that type of
thing. I am wondering if that is really measurable on the patient’s

quality of life

... The whole part of care in this programme looks past today; it is

a long process that will continue

Time. Prior to the start of the programme, 70% of the
GPs expected that the U-CARE programme would be

© 2013 Blackwell Publishing Ltd
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time-consuming; after 5 months, this had decreased to
56%. Time gain was discussed during the focus group:

...In my opinion, I think the time benefit is equal because some-
times the nurses prevent some home visits, but on the other hand,
sometimes they arrange for additional home visits because they

detected deviations for which we are responsible

...It is not a decrease in tasks but a shifting in tasks. I am more of

a manager now. Direct patient care has decreased

Expectations and experiences of the U-CARE programme —
nurses

Patient care. A majority of the PNs had high expectations
and positive experiences regarding the following question-
naire items: the programme considers enough space for the
opinions and wishes of the patient, the programme focuses
on the major geriatric health problems and the programme

will improve patient satisfaction with care.

...Due to the new evidence-based care plans, I think we can
improve care - for example, on the conditions of incontinence,

depression and loneliness. The care plans provide new insights

...Patients find that they get more time and attention. Care is more

accessible. Patients are surprised when I take my jacket off

Quality of life.

lowing questionnaire items: the programme will improve

Some PNs became less positive on the fol-

patients’ quality of life and the programme is an added
value for the quality of patient care:

...Quality of life is hard to improve. Perhaps we think it is easy; how-

ever, older patients experience difficulties in accepting their decline.

...I am wondering whether the nursing interventions are measur-
able on a patient quality of life questionnaire. Do we see a change

after one year?

Work satisfaction. After 5 months of working with the
U-CARE programme, fewer PNs reported on the question-
naire that the programme would improve their work satis-
faction in contrast to their expectations prior to the start.
During the focus group, all PNs highlighted that the
programme had increased their work satisfaction. PNs
emphasized that due to the new proactive and preventive
approach, their role had changed:

...The decrease in work satisfaction occurred because when I

received the second questionnaire (which measured the experiences),
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the proactive approach of visiting patients based on the frailty screen-

ing was new for me

...Well, that (a decrease in work satisfaction) was just in the begin-
ning. It was difficult to get a place in the general practice because
care for older patients was already well arranged. It made me inse-
cure; however, that feeling has changed completely. My work satis-

faction is very positive now

Additionally, the PNs mentioned that it took some time to
visit all patients with complex care needs and structure
their care. The PNs argued that the outcome of the geriatric
screening differed at times from the actual situation at
home. Sometimes they visited healthy older patients who
were considered frail by the frailty assessment, whereas
some frail patients did not need help because all possible
care was already arranged. Some nurses emphasized that
they felt helpless at times when those patients rejected
highly needed care:

...Sometimes it was very difficult because I knew that other types
of care were needed, but the patient did not accept any care. On
one hand, I feel responsible for the patient, but on the other hand,
I know that I do not have enough knowledge and ‘know how’ to

do something about the situation

Discussion

In this study, we examined the expectations and experiences
of GPs and PNs with respect to the U-CARE programme to
gain a better understanding of the barriers and facilitators
related to providing proactive and structured care to frail
older people in primary care and to determine whether
implementation is feasible in general practice. Primary care
practitioners are facing a growing number of frail older
people with multi-morbidity and complex care needs (For-
tin et al. 2007, Mercer et al. 2009). One of the many chal-
lenges in primary care is the provision of structured and
well-coordinated care (Fortin et al. 2007, Mercer et al.
2009, Bower et al. 2011, Glynn et al. 2011). The GPs in
our study reported difficulties in providing coordinated care
to frail older patients due to a lack of time. This finding is
in line with a recent qualitative study that has shown that
primary care professionals identify the same challenges in
care for multi-morbid patients (Bower et al. 2011). Further-
more, prior to the start of the intervention in general prac-
tice, GPs indicated that another limitation was a lack of a
well-educated PN and no financial compensation to provide
this care. After 5§ months, this limitation was no longer an
issue because the nurses were employed by the research
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project and not by the GP. Before the start of the project,
the nurses were well trained. To enhance and stimulate
good collaboration between the nurses and GPs, a training
session was set up prior to the implementation of the inter-
vention. During the development of the intervention and
the trial period, a prominent health insurance company in
our region was involved to ensure reimbursement of the
U-CARE intervention if the results are convincing.

Van Eijken et al. (2008) described barriers to and facilita-
tors of a community-based geriatric intervention programme
(Dutch Geriatric Intervention Program, DGIP) reported by
GPs, nurses, geriatricians, patients, and caregivers with
respect to implementation (Van Eijken et al. 2008). In our
study, we used the same questionnaires as those of van Eij-
ken and colleagues. Therefore, a comparison at the level of
the GPs and nurses was possible. The GPs in our study expe-
rienced the same limitations in the provision of structured
care as the physicians from van Eijken’s study on the topics
of ‘time’ and ‘lack of knowledge’. However, both groups of
GPs mentioned that the programme required less time than
expected (Van Eijken et al. 2008).

The PNs of our study indicated the same positive experi-
ences as the nurses in the study by Van Eijken ez al. (2008).
Both groups of nurses felt that the programmes enabled
them to address geriatric problems in a structured manner
and that the programme will improve patient satisfaction
with care. Half of the PNs in this study questioned whether
the programme was beneficial for all patients. An evalua-
tion study of a Dutch home visiting programme for older
people investigated the compliance and experiences of
patients and nurses showed the same results. The nurses
were uncertain about the programme’s effectiveness for
patients who were not motivated, were less open to change
or had little knowledge of relevant problems (Bouman et al.
2008). The same barrier was found in a qualitative study of
the experiences of doctors and nurses towards implement-
ing a nurse-delivered cardiovascular prevention programme
in primary care (Voogdt-Pruis et al. 2011).

After 5 months, the PNs were less positive about whether
this programme would improve their work satisfaction.
They mentioned that they initially had feelings of uncer-
tainty. PNs were not used to providing care on a proactive
approach and to focusing on patients’ needs based on the
outcome of a structured frailty assessment. As expected,
this feeling was replaced by feelings of self-confidence after
12 months. The PNs in our study had to make a transition
from a reactive approach to a proactive care approach as
well as a transition from an ad hoc to a highly structured
care approach. The findings from the literature regarding
role transition in nursing have shown similar results (Foret
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Giddens et al. 2009). Furthermore, the adaptation of the
intervention by PNs requires time.

Implications

In this study, we focused on gaining a better understanding
of the barriers and facilitators to providing proactive and
structured care to frail older people in primary care using a
mixed-methods procedure, which is often lacking in com-
plex, multi-component intervention studies (Oakley et al.
2006, Craig et al. 2008, Reelick et al. 2011). These findings
may help GPs or primary care practices decide whether to
adopt the U-CARE programme (Marsteller et al. 2010,
Dixon-Woods et al. 2011). A mixed-methods procedure
was used to gain an in-depth understanding of how provid-
ers experience the U-CARE intervention and what difficul-
ties might occur when implementing the intervention in
clinical practice. Surprisingly, it remains relatively uncom-
mon in trials of complex interventions to include qualitative
data (Lewin et al. 2009). Exploring the expectations, expe-
riences and barriers, and facilitators of an intervention may
contribute to an optimal implementation strategy (Van Ach-
terberg et al. 2008), which may enhance the implementa-
tion once the effectiveness has been established.

The results of this study show that implementation of
proactive care programmes in clinical practice is complex
by nature. To improve implementation, we have defined
five preconditions that must to be fulfilled based on our
results. First, the providers of the new intervention must be
well educated and trained. Second, to enhance the quality
and feasibility of a new care programme in clinical practice,
the providers of the intervention must be involved during
the development phase of the intervention. Third, financial
compensation for the proactive preventive care is required.
Fourth, good collaboration between GPs and PNs is needed
to improve care for older people. Fifth, it is important for
researchers and innovators to acknowledge that it takes
time for new care programmes or models to be adapted by
providers and to ensure that the intervention works in the
most efficient and effective way (Oakley et al. 2006).

Study limitations

To appreciate these results, a few limitations need to be
considered. Although we had a high response rate, the low
number of GPs and PNs participating in this study makes
the generalizability of the results difficult. Only one focus
group meeting was conducted for both disciplines. It can be
questioned whether more focus group meetings might have
been more appropriate. However, the researchers assessed
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What is already known about this topic

e Care for older patients with complex care needs in pri-
mary care is fragmented, reactive, and time-consum-
ing.

e It is unknown how primary care can provide optimal

care to frail older people.

What this paper adds

e Practice nurses and general practitioners reported that
it is difficult to provide proactive, and structured care
is difficult to older patients with multi-morbidity, with
a different cultural background and patients with a
low socioeconomic status.

e Practice nurses highlighted that the role of the general
practitioner in delivering and organizing proactive and
structured care for frail older people is important.

e General practitioners and practice nurses indicated
that the U-CARE programme enables them to provide
proactive and structured care and added value for the
coordination of care, may prevent patient problems,
and is feasible in general practice.

Implications for practice and/or policy

e A mixed-methods evaluation of a complex intervention
at the provider level can provide valuable insights into
the barriers and facilitators of this intervention, which
may enhance its implementation.

e A transition towards a proactive and structured care
approach requires a good training programme, close
collaboration of general practitioners and practice
nurses, and time for adaptation by providers.

that saturation was reached after the first meeting. Another
limitation of the study is the short follow-up period of
5 months between the pre- and postquestionnaire. During
the focus group meetings, the PNs mentioned that they ini-
tially some difficulties and problems with their new role;
therefore, their work satisfaction had decreased. However,
the focus group meetings after 12 months led to an expla-
nation for this decrease after 5 months. The effectiveness of
the U-CARE programme with regard to physical function-
ing and quality of life is being tested in the U-PROFIT trial.
The results of the trial are expected in spring 2013. It can
then be determined whether a study of expectations and
experiences is needed in this phase. However, to prevent
bias in interpreting the results (Oakley et al. 2006), we
believe that the current study is appropriate at this stage. If
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the GPs and PNs were already aware of the outcome of the
trial, the results of the focus group meetings would have
been biased. Furthermore, the results clarify what is needed
to adopt the intervention in clinical practice (Dixon-Woods
et al. 2011).

Conclusion

Prior to the start of the U-CARE programme in general
practice, the GPs had neutral expectations regarding the U-
CARE programme. These expectations became more posi-
tive after 5 months and became highly positive after
12 months. The PNs had very high expectations prior to
the beginning of the programme, were somewhat less posi-
tive after 5 months, and then became positive again after
12 months. Although the intervention requires time before
it will be adopted, a transition was made in both disciplines
from reactive and ad hoc care to a proactive and more pre-
ventive care approach. A majority of the GPs and PNs
believed that the U-CARE programme provide added value
for the coordination of care; it focuses on the major geriat-
ric health problems and it enables them to address these
problems in a structured manner. Based on these results,
the GPs and PNs perceived the U-CARE programme as fea-
sible in general practice. A mixed-methods procedure con-
tributes to a more in-depth understanding of the barriers
and facilitators of a proactive structured care programme.
This study has increased our knowledge regarding the needs
and experiences of GPs and PNs in providing proactive and
structured care to frail older people in primary care.

Acknowledgements

The sponsor had no influence on the research design of this
study, or in the preparation, review, or approval the manu-
script. We thank all general practitioners and practice

nurses who participated in this study.

Funding

This study is part of the U-PROFIT trial. This project is
supported by a grant from ZON-MW, The Netherlands
Organization for Health Research and Development (refer-
ence 311040201), as part of the National Care for the
Elderly Program, which aims to improve care for elderly
people with complex care needs.

Conflict of interest

No conflict of interest had been declared by the authors.

2271



N. Bleijenberg et al.

Author contributions

All authors have agreed on the final version and meet at
least one of the following criteria [recommended by the IC-
MJE (http://www.icmje.org/ethical_Tauthor.html)]:

o substantial contributions to conception and design,
acquisition of data, or analysis and interpretation of
data;

e draughting the article or revising it critically for impor-
tant intellectual content.

References

Beswick A.D., Rees K., Dieppe P., Ayis S., Gooberman-Hill R.,
Horwood J. & Ebrahim S. (2008) Complex interventions to
improve physical function and maintain independent living in
elderly people: a systematic review and meta-analysis. The
Lancet 371(9614), 725-735.

Bleijenberg N., Drubbel I, Ten Dam V.H., Numans M.E.,
Schuurmans M.J. & De Wit N.J. (2012) Proactive and
integrated primary care for frail older people: design and
methodological challenges of the Utrecht Primary care
PROactive Frailty (U-PROFIT). BMC
Geriatrics 12(1), 16.

Bleijenberg N., Ten Dam V.H., Drubbel I., Numans M.E., De Wit
N.J. & Schuurmans M.J. (2013) Development of a proactive
care program (U-CARE) to preserve physical functioning of frail
older people in primary care. Journal of Nursing Scholarship, in

Intervention Trial

press.

Bodenheimer T. (2008) The future of primary care: transforming
practice. The New England Journal of Medicine 359(20), 2086—
2089.

Boeije H. (2009) Analysis in
Publications Ltd, London.

Boult C. & Wieland G.D. (2010) Comprehensive primary care for
older patients with multiple chronic conditions. The Journal of
the American Medical Association 304(17), 1936.

Boult C., Green A.F., Boult L.B., Pacala J.T., Snyder C. & Leff B.
(2009) Successful models of comprehensive care for older adults
with chronic conditions: evidence for the Institute of Medicine’s

Qualitative  Research. Sage

‘retooling for an aging America’ report. Journal of the American
Geriatrics Society 57(12), 2328-2337.

Bouman A., van Rossum E., Habets H., Kempen G. & Knipschild
P. (2008) Home visiting program for older people with health
problems: process evaluation. Home Visiting Program for Older
Persons With Poor Health Status 58(5), 425-435.

Bower P., Macdonald W., Harkness E., Gask L., Kendrick T.,
Valderas J.M., Dickens C., Blakeman T. & Sibbald B. (2011)
Multimorbidity,
making in primary care: a qualitative study. Family Practice 28
(5), 579-587.

Campbell N.C., Murray E., Darbyshire J., Emery J., Farmer A.,
Griffiths F., Guthrie B., Lester H., Wilson P. & Kinmonth A.L.
(2007) Designing and evaluating complex interventions to
improve health care. British Medical Journal 334(7591), 455—
459.

service organization and clinical decision

2272

Craig P., Dieppe P., Macintyre S., Michie S., Nazareth I. &
Petticrew M. (2008)
interventions: the new Medical Research Council guidance.
British Medical Journal 337(7676), 979-983.

Daniels R., Metzelthin S., van Rossum E., de Witte L. & van den
Heuvel W. (2010) Interventions to prevent disability in frail

Developing and evaluating complex

community-dwelling older persons: an overview. European
Journal of Ageing 7(1), 37-55.

De Lepeleire J., Iliffe S., Mann E. & Degryse J.M. (2009) Frailty:
an emerging concept for general practice. The British Journal of
General Practice 59(562), el177.

Dixon-Woods M., Amalberti R., Goodman S., Bergman B. &
Glasziou P. (2011) Problems and promises of innovation: why
healthcare needs to rethink its love/hate relationship with the new.
British Medical Journal Quality & Safety 20(Suppl 1), i47-i51.

Foret Giddens J., Tanner E., Frey K., Reider L. & Boult C. (2009)
Expanding the gerontological nursing role in Guided Care.
Geriatric Nursing 30(5), 358-364.

Fortin M., Soubhi H., Hudon C., Bayliss E.A. & Van Den Akker
M. (2007) Multimorbidity’s many challenges. British Medical
Journal 334(7602), 1016.

Glynn L.G., Valderas J.M., Healy P., Burke E., Newell ]., Gillespie
P. & Murphy A.W. (2011) The prevalence of multimorbidity in
primary care and its effect on health care utilization and cost.
Family Practice 28(5), 516-523.

Huss A., Stuck A.E., Rubenstein L.Z., Egger M. & Clough-Gorr
K.M. (2008) Multidimensional preventive home visit programs
for community-dwelling older adults: a systematic review and
meta-analysis of randomized controlled trials. Journals of
Gerontology. Series A, Biological Sciences and Medical Sciences
63(3), 298-307.

Ivankova N.V.; Creswell J.W. & Stick S.L. (2006) Using mixed-
methods sequential explanatory design: from theory to practice.
Field Methods 18(1), 3-20.

Johnson R.B., Onwuegbuzie A.J. & Turner L.A. (2007) Toward a
definition of mixed methods research. Journal of Mixed Methods
Research 1(2), 112.

Kitzinger J. (1995) Qualitative research: introducing focus groups.
British Medical Journal 311(7000), 299.

Kitzinger J. & Barbour R.S. (1999) Developing Focus Group
Research: Politics, Theory and Practice. Sage Publications Ltd,
London.

Lewin S., Glenton C. & Oxman A.D. (2009) Use of qualitative
methods alongside randomised controlled trials of complex
healthcare interventions: methodological study. British Medical
Journal 339, 1-7.

Marsteller J.A., Hsu Y.]., Reider L., Frey K., Wolff J., Boyd C., Leff
B., Karm L., Scharfstein D. & Boult C. (2010) Physician
satisfaction with chronic care processes: a cluster-randomized trial
of guided care. The Annals of Family Medicine 8(4), 308-315.

Melis R.J.F., van Eijken M.L]., Boon M.E., Olde Rikkert M.G.M.
& van Achterberg T. (2010) Process evaluation of a trial
evaluating a multidisciplinary nurse-led home visiting programme
for vulnerable older people. Disability ¢& Rehabilitation 32(11),
937-946.

Mercer S.W., Smith S.M., Wyke S., O’Dowd T. & Watt G. (2009)
Multimorbidity in primary care: developing the research agenda.
Family Practice 26(2), 79.

© 2013 Blackwell Publishing Ltd



JAN: ORIGINAL RESEARCH

Morgan D.L. (2007) Paradigms lost and pragmatism regained.
Journal of Mixed Methods Research 1(1), 48-76.

Norris S.L., High K., Gill T.M., Hennessy S., Kutner J.S., Reuben
D.B., Uniitzer J. & Landefeld C.S. (2008) Health care for older
Americans with multiple chronic conditions: a research agenda.
Journal of the American Geriatrics Society 56(1), 149-159.

Oakley A., Strange V., Bonell C., Allen E. & Stephenson J. (2006)
Process evaluation in randomised controlled trials of complex
interventions. British Medical Journal 332(7538), 413-416.

Peters M.A.J., Harmsen M., Laurant M.G.H. & Wensing M..
(2003) Ruimte voor verandering? Knelpunten en mogelijkheden
voor verbeteringen in de patiéntenzorg. In Room for Change?
Barriers and Facilitators for Improvements in Patient car,
Afdeling Kwaliteit van zorg (WOK), UMC St Radboud,
Nijmegen.

Reelick M.F., Faes M.C., Esselink R.A.J., Kessels R.P.C. & Olde
Rikkert M.G.M. (2011) How to perform a preplanned process
evaluation for complex interventions in geriatric medicine:
exemplified with the process evaluation of a complex falls-

The expectations, needs and experiences of general practitioners and nurses

prevention program for community-dwelling frail older fallers.
Journal of the American Medical Directors Association 12(5),
331-336.

Van Achterberg T., Schoonhoven L. & Grol R. (2008) Nursing
implementation science: how evidence-based nursing requires
evidence-based implementation. Journal of Nursing Scholarship
40(4), 302-310.

Van Eijken M., Melis R., Wensing M., Rikkert M.O. & Van
Achterberg T. (2008) Feasibility of a new community-based
geriatric intervention programme: an exploration of experiences
of GPs, nurses, geriatricians, patients and caregivers. Disability
& Rebabilitation 30(9), 696-708.

Voogdt-Pruis H.R., Beusmans G.H.M.I.,, Gorgels AP.M. & van
Ree J.W. (2011) Experiences of doctors and nurses implementing
nurse-delivered cardiovascular prevention in primary care: a
qualitative study. Journal of Advanced Nursing 67(8), 1758-
1766.

Winker M.A. (2010) Themes of aging. The Journal of the
American Medical Association 304(17), 1954.

research reports and methodological and theoretical papers.

Reasons to publish your work in JAN:

nal Citation Reports © (Nursing (Social Science)).

The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of
evidence-based nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance
and with potential to advance knowledge for practice, education, management or policy. JAN publishes research reviews, original

For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan

High-impact forum: the world’s most cited nursing journal, with an Impact Factor of 1-527 — ranked 14/101 in the 2012 ISI Jour-

Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries
worldwide (including over 3,500 in developing countries with free or low cost access).

Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan.
Positive publishing experience: rapid double-blind peer review with constructive feedback.
Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication.

Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley
Online Library, as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed).

© 2013 Blackwell Publishing Ltd

2273



