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Abstract

Purpose –The acute geriatric community hospital (AGCH) in an intermediate care facility is an alternative to
conventional hospitalization. A comprehensive geriatric assessment and rehabilitation are integrated into
acute medical care for older patients. This study aims to evaluate patient experience and satisfaction with
the AGCH.
Design/methodology/approach – This is a mixed method observational study including a satisfaction
questionnaire and qualitative interviews with AGCH patients or informal caregivers.
Findings –A total of 152 participants filled in the questionnaire, and thirteen semi-structured interviewswere
conducted. Twelve categories and four overarching themes emerged in the analysis. In general, study
participants experience the admission to the AGCH as positive and are satisfied with the care they received;
there were also suggestions for improvement.
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Research limitations/implications – Limitations of this study include possible participation bias. The
results show that patients value this type of care indicating that it should be implemented elsewhere. Further
research will focus on health outcomes, readmission rates and cost effectiveness of the AGCH.
Originality/value – This is the first study to evaluate care satisfaction with the AGCH. It shows that
hospitalized older adults positively value the AGCH as an alternative to hospitalization.
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Paper type Research paper

Introduction
Hospital admission is a stressful event for older adults and their families. It is
associated with deconditioning, functional decline, hospital readmissions and increased
mortality (Boyd et al., 2008; Buurman et al., 2011). Furthermore, patients with geriatric
syndromes such as delirium, malnutrition, depressive symptoms and functional impairment
have an increased risk of functional decline, nursing home admission (Inouye et al., 1998) and
readmission (Van Seben et al., 2017).

With an aim to prevent these negative outcomes, alternatives to conventional
hospitalization have been developed (Conley et al., 2016). An example is hospital at home
where a patient receives hospital treatment at home (Shepperd et al., 2008). Another alternative
that was recently developed and opened in 2018 in Amsterdam, the Netherlands, is admission
to a specialized acute geriatric unit in an intermediate care facility: the acute geriatric
community hospital (AGCH) (Ribbink et al., 2020). In this newmodel, care patients are selected
for admission at the emergency department (ED) of a general hospital and then transferred to
theAGCH. Complete criteria for admission have been described elsewhere (Ribbink et al., 2020,
2021). At the AGCH, patients receive specialized treatment including a comprehensive
geriatric assessment (Ellis et al., 2011) and early rehabilitation (Colprim et al., 2013). The patient
care goals of the AGCH are firstly to improve self-efficacy (Boltz et al., 2014) and prevent
functional decline (Boyd et al., 2008). It therefore has an adapted environment with single
rooms and open hallways that allow for mobilization during the day. Also, patients receive
physiotherapy and are encouraged to set daily goals, to promote self-efficacy andmobilization.
Secondly, the AGCH aims to improve sleep by allowing informal caregivers to stay during the
night and by preventing overstimulation. A continuous noncontact heart and respiration rate
monitor (Early SenseTM) (Brown et al., 2014) is used,which allowsmonitoring the patient’s vital
signs without waking the patient at night. Thirdly, the AGCH focuses on family and informal
caregiver involvement (Pearson et al., 2015) and transitional care (Verhaegh et al., 2014);
patients and their informal caregivers are involved in treatment and discharge planning.
These interventions aim to improve clinical outcomes of care, improve patient and informal
caregiver satisfaction with care and reduce costs. A prospective cohort study is underway to
evaluate if the AGCH improves clinical and economic outcomes (Ribbink et al., 2020).

The current study evaluates the patient and informal caregiver experience and
satisfaction with care. As the AGCH aims to involve patients and their caregivers in the
care provided at the AGCH, the concept itself was also developed iteratively together with
older adults living in the community. Nineteen patients and their informal caregivers were
interviewed about the AGCH concept during the development phase of the project. In these
interviews, the interviewees expressed that theywould like theAGCH to be a small-scale unit,
providing patient-centered care that provided support for informal caregivers. However now
that the AGCH has opened, we do not know how older adults experience admission to the
AGCH. This is relevant as patient experience has been linked to the quality-of-care pathways
(Flott et al., 2018), and wewould like to evaluate if patients and caregivers are indeed satisfied
with the care that they received. Our study aim was therefore to gain insight into the patient
experience and to describe patient satisfaction with admission to the AGCH. We wanted to
understand what experiences, processes or circumstances led to patients being (dis)satisfied
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with the received care. The outcomes of this study will be used to further improve the AGCH
concept and to evaluate if the AGCH concept should be implemented elsewhere.

We used a mixed method design where we analyzed responses to a questionnaire and
conducted qualitative semi-structured interviews with a selected group of patients. During
the initiation phase of this research, we developed a conceptual framework of the patient
experience within the AGCH. This framework was used to guide interviews (Figure 1).

Methods
Study design
Participants 65 years and older were enrolled in a prospective controlled study evaluating the
effectiveness of care delivery at the AGCH. The full protocol of this study has been described
elsewhere (Ribbink et al., 2020). Data collection for this study started in February 2019 and
was temporarily ceased in March 2020 during the coronavirus disease 2019 (COVID-19)
pandemic. Data collection, both quantitative as well as qualitative, on patient experience and
satisfaction was not recommenced during the pandemic because (1) in-person interviews
were no longer allowed and (2) patient experience was heavily impacted by COVID-19
restrictions because, for example, patients could no longer receive visitors.

We conducted a mixed-method study because using both quantitative as well as
qualitative methods can improve study validity (Guion, 2002). This is sometimes referred to
as method triangulation. Hence, this mixed method study evaluates (1) the quantitative
secondary outcome patient and caregiver satisfaction using a satisfaction questionnaire and

Figure 1.
This conceptual
frameworkwas created
to explain the
experience of patients
admitted to the AGCH
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(2) the patient experience and satisfaction studied using qualitative methods. The
questionnaire contained six Likert-scale questions (Figure 2), an overall satisfaction score
(0–10) and one open-ended question: “Do you have any remarks or comments regarding your
stay at the AGCH?”The results from the questionnaire were analyzed and used as input for a
more thorough qualitative analysis of the patient experience and satisfaction with care at the
AGCH. We decided to do this because the answers to the open-ended question provided
insight into patient satisfaction but were not in-depth descriptions of patient experience.
Therefore, we conducted, more in-depth, semi-structured interviews, ect., and used the
answers to the open-ended question to triangulate our findings. We used the consolidated
criteria for reporting qualitative research (COREQ) checklist (Tong et al., 2008) to ensure all
relevant items for reporting qualitative research were included (checklist in supplementary
appendix).

Qualitative interviews
Patients were eligible for participation in a semi-structured interview if they (1) were
participants in this prospective controlled cohort study and (2) did not have cognitive
impairment, that is, the patient should be able to provide informed consent for the interview
and audio recording, or (3) had an informal caregiver who agreed to act as a proxy for the
interview. A purposeful sampling method was used, where we aimed for variation in age,
gender, previous occupation and/or level of education of the patient. For the final interviews
we asked informal caregivers of patients with cognitive impairment to partake in an
interview.

We wanted to understand the patient experience from a chronological time-path, the
patient journey (Trebble et al., 2010), from admission to discharge home. Therefore, we
created a conceptual framework (Figure 1) and interview guide that followed this patient
journey. In addition, we used answers from the questionnaire to add topics that seemed
particularly relevant to the patient experience, for example, “food and meals” was a topic
which had not been initially included in the interview guide but one that was repeatedly
mentioned by participants. The guide was discussed by the research team prior to the first
pilot interview. After two pilot interviews, the interview guide was reviewed and adjusted
by MER and CCR. During data collection, minor alterations and additions were made to the
interview guide.

Note(s): See appendix table for full results of the patient satisfaction questionnaire  

Source(s): Likert (1932)  

0 20 40 60 80 100 120

I had a be�er experience with admission to the AGCH compared to
previous hospital admission

I felt well preperared for discharge

I felt safe at the AGCH

Nurses and physicians payed sufficient a�en�on to my wellbeing

I was involved in daily goal se�ng/ Treatment goals were discussed with
the informal care giver

I would recommend the care received at the AGCH to someone else

Pa�ent sa�sfac�on ques�onnaire Acute Gericatric Community Hospital (n = 152, in%) 

Strongly disagree (%) Disagree (%) Neutral (%) Agree (%) Strongly agree (%)

Figure 2.
Results from the

patient satisfaction
questionnaire using a

Likert scale
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Interviews were scheduled between 48 h prior to discharge and two weeks post-discharge.
Based on the patient’s preference, the interviewwas conducted at theAGCHor at the patient’s
home. The presence of an informal caregiver was discussed, and verbal informed consentwas
obtained when an informal caregiver was present during the interview. Their input was
included in the data although we focused on analyzing the data from the patient’s viewpoint.
The interviews were all audio recorded. There were no repeat interviews. The audio-recorded
interviews were transcribed verbatim and anonymized. During and after the interview, field
notes were made to capture impressions of and thoughts on the interview. Transcripts were
not returned to participants, and no participant checking was performed.

Qualitative analysis
We conducted a thematic analysis following the steps described by Braun and Clarke (2006).
For the first six semi-structured interviews, we used an open-coding approach. MER and CCR
separately coded these interviews. After discussing the codes thoroughly, an initial coding
structure was created. We used the conceptual framework (Figure 1) to guide us in creating
this coding structure. The remaining interviewswere coded using the initial coding structure;
if relevant, new codes were included in the second coding structure. After all the interviews
were coded, MER and CCR reviewed the second coding structure and identified all relevant
categories and themes. If there was not enough data to support initial categories, they were
removed. Finally, MER and CCR agreed on a final coding structure, categories and
overarching themes. MAXQDA 2020 (VERBI Software, 2019) software was used for coding.
We did aim for saturation but could not assure saturation on all topics because the study was
not recommenced after the start of the COVID-19 pandemic.

Research team and contributions
The interviews and analysis were conducted byMER and CCR. MER is a PhD candidate who
received training in qualitative research. At the time of conducting this research, CCR was a
sixth-year medical student with no prior training in qualitative research. JMV, RF and BMB
are senior researchers who oversaw the design and conduct of the study. RF is an internist
working at the ED and AGCH.

Ethical considerations
The Medical Ethics Research Committee of the Amsterdam University Medical Centers
confirmed that the Medical Research Involving Human Subjects Act did not apply to this
research project, and official approval was not required.

Results
Between February 2019 and March 2020, 239 participants, were recruited for the
questionnaire study (Figure 2). Out of these 239, 152 participants answered the
questionnaire; a further 123 participants provided an answer to the open-ended question.
Mean age in the group of patients who answered the questionnaire was 81.1 (standard
deviation 8.4) years, 51.3% (n5 78) were female, and in 23.7% (n5 36) of cases, an informal
caregiver partook in the study on behalf of the patient. Participants rated their satisfaction
with the AGCH with a score of 8.1 out of 10.

For the semi-structured interviews, 13 participants were included between September 1,
2019 andMarch 11, 2020 (Table 1). Seventeen were purposefully selected and approached for
participation in an interview. Four declined participation. Three additional participants were
selected but not approached for an interview during the start of the COVID-19 pandemic.
Interviews lasted 30–80 min. Mean age of the 13 participants was 79 years (range 65–
94 years) (Table 1). We identified 12 categories with four overarching themes (Table 2).
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Theme 1 – visiting the emergency department
Most participants indicated that they did not remember all that had passed at the ED, but all
could describe the reasons for visiting the ED. Three categories emerged: acutemedical needs,
the care process at the ED and satisfaction with the care provided, and expectations of
the AGCH.

Age
(years) Gender

Marital status
Living
situation Diagnosis

Length of
stay (days)

Caregiver present
during the
interview

P1 77 F Widow – living
alone

Hyponatraemia 10 No

P2 65 F Widow – living
alone

Pneumonia, heart
failure

6 No

P3 78 F Unmarried –
living alone

Urinary tract infection 4 Not applicable

P4 80 M Widower –
living alone

Exacerbation COPD 12 Not applicable

P5 90 M Widower –
living alone

Heart failure 7 No

P6 79 M Living with a
partner

Urinary tract infection,
delirium

10 No

P7 68 M Living with a
partner

Exacerbation COPD 7 No

P8 72 F Living with a
partner

Post-pneumonial
bronchial
hyperreactivity

11 Yes, partner

P9 72 F Living with a
partner

Exacerbation COPD 9 Yes, partner

P10 74 M Unmarried –
living alone

Fracture 10 Not applicable

P11 94 M Living with a
partner

Heart failure 5 Yes, partner and
son

P12 92 F Unmarried –
living alone

Fall, delirium 22 Yes, daughter

P13 86 F Living with a
partner

Urinary tract infection,
delirium

29 Yes, daughter

Category Theme

1. Acute medical needs
2. Care process at the emergency department
3. Satisfaction with care provided expectations of the AGCH

Visiting the emergency department

5. The physical environment of the AGCH
6. Care processes and important persons
7. Recovering from illness, remaining independent

The experience of the AGCH admission

8. Views on the AGCH
9. Comparison to care in a general acute hospital
10. Suggested improvements for the AGCH

Satisfaction with the AGCH concept

11. Home and primary care
12. Discharge home

Going home, being home

Table 1.
Participant

characteristics

Table 2.
Categories and

overarching themes
concerning the AGCH

care pathway

Acute geriatric
community

hospital

395



Acute medical needs. Participants were sent to the ED by a general practitioner, after
consulting amedical specialist or after familymembers had called for an ambulance. Patients
experienced a range of symptoms, but many either had pain or were short of breath:

The GP service came by and they did not think it was responsible. . .. that I was short of breath, that
they brought me there [to the emergency department] – Interview 2

Most suffered from exacerbations of chronic conditions such as an exacerbation of chronic
obstructive pulmonary disease (COPD) or heart failure (Table 1 – participant characteristics).
In many cases, their symptoms had emerged in the past few days or hadworsened in the past
24 h. Once at the ED,many participants felt that their symptoms improved because theywere
attended to and were now in “good hands”.

Care process at the emergency department. The ED was often described as a busy place.
There was not always an informal caregiver present. Participants were generally quickly
attended to, but then had to wait a long time before they could be admitted:

I was there for over six hours, before I came here [the AGCH] it was already six pm, so I came there
[the ED] at quarter to two in the afternoon I believe, so I was lying there [on a stretcher] for quite a
long time. – Interview 3

Satisfaction with the care provided and expectations of the AGCH.Not all participants felt they
were consulted about the decision to be admitted to the AGCH. This was however not
experienced as burdensome. Participants usually did not know what to expect from
the AGCH:

Then the doctor came and said: we will transfer you to the AGCH. Well, for me that was a big
question mark, I had never heard of it. – Interview 11

They received a leaflet and information about the AGCH from a physician or nurse at the ED,
which was considered sufficient. Many expected to be admitted to a hospital department, but
then did not recognize the AGCH as a hospital department:

Well, I was expecting to go to some sort of hospital, how terrible. But that was not how I felt once I
was here. – Interview 1

Participants did not mind the transition to the AGCH by an ambulance. An unmet need was
the need to drink or eat during the stay at the ED; many reported to be very hungry, thirsty
and tired once they arrived at the AGCH.

Theme 2: the experience of the AGCH admission
Three categories within the theme experience of AGCH admission emerged: The physical
environment of the AGCH, care processes and important persons at the AGCH, and recovering
from illness, remaining independent.

The physical environment of the AGCH.The physical environment of the AGCH is the first
thing many participants mention. They describe a hotel-like environment with a single room,
a comfortable bed and a personal bathroom. Many participants recognized that the
department had been recently renovated. Furthermore, they described it as a quiet
environment, where they could sleep well most nights. When asked, most participants felt
safe from a medical perspective and felt that they would be quickly attended to in case of
medical emergency. The Early SenseTM monitor did not improve their sense of safety per se;
they did however not mind being monitored continuously:

Well, they [the nurses] cannot . . . they cannot be by your bedside all night. A sensor like this is
perfect for people . . . confused people and so on. Because then they [the nurses] are warned and they
come. No, I think it is an excellent idea. – Interview 6
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With regards to access to the department and patient rooms, it was was experienced to be
unsafe at times because the department was freely accessible and there was no doorman or
reception. Some patients did not leave the department during their stay at the AGCH. Others
used the restaurant or made walks in the garden. Overall, participants felt that the AGCH,
compared to a general hospital, had more of a “home-like” environment.

Processes and important persons at the AGCH. Nurses were the most important persons
for participants during their stay at the AGCH. Patients describe the nurses to be involved,
wanting to genuinely care for the patient and friendly:

(. . .) I am really positive about the way in which nurses approach their patients. (. . .) How
approachable and how willingly they are to help. That was exemplary. – Interview 11

Doctors were more in the background. Multiple participants found themselves “medically
unskilled” but trusted doctors to be competent and present when needed. Not all participants
received physiotherapy. One participant had not recognized the therapy session as
physiotherapy. Other participants were satisfied with the physiotherapy and the frequency
of sessions.

Recovering from illness.All participants described a noticeable recovery during their stay.
Physiotherapy was seen as useful, especially for improving their functioning in daily life.
Some participants felt the medical treatment and their personal motivation was most
important for their recovery, not the involvement of care professionals:

Was there someone who helped you in the process of recovery? Well, honestly, I myself, I have to, I
am not going to just give up, I cannot. – Interview 2

The phrase “the will to be independent” was used by multiple participants to describe that
they themselves oversaw their recovery.

All participants talked about the food in the AGCH. Opinions on the quality of the food
differed. Participantsmentioned that foodwas important for their recovery. Some felt that not
enough information and guidance on healthy eating was provided.

Theme 3: satisfaction with the AGCH concept
Views on the AGCH. In general, patients were positive about the AGCH and the concept of the
AGCH. Participants described the AGCH as a place to receive treatment and recover, after
which they would go back home. Participants who lived nearby liked that visiting was easier
for their relatives. Many thought the AGCH a good alternative for hospitalization or as a
“step” between hospital and home. Participants thought that the AGCH would lead to lower
health-care costs and a reduced burden on the hospital:

A great concept. (. . .) I think it is a solution in its purest form. The size of the neighbourhood is not up
to me, I believe there is a professor at the [University Hospital] who thought of this, but I think every
neighbourhood should have such an AGCH.(. . .) Just for people like me, I do not have to go to
hospital, costing thousands of euro’s a day, but an AGCH, great! Yes, I think it is very well indeed. –
Interview 6

Comparison to care in a general hospital. Compared to a hospital, the AGCH’s rooms where
bigger and patients got more rest, which allowed for a better recovery. However, the hospital
was more open and allowed for contact with other patients. Most participants felt they
received more personal attention from nurses and physicians in the AGCH:

Well, I would prefer to go to the AGCH! Firstly, they will help you in a more personal manner, of
course they cannot help that in the hospital. There, there are at least four patients per room and if you
have room to yourself, you are lucky. They cannot give you the same attention, as they give you here.
– Interview 8
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There were less doctors and no medical students during rounds which patients perceived as
positive. A “white tornado” of doctors and medical students (in a general hospital) was
perceived as not personal and not allowing the patient to partake in decision-making.
Participants felt that they and their informal caregivers were more involved in decision-
making. Some participants felt that they were not involved in decision-making, especially
regarding their discharge date and discharge location. However, there was no clear difference
in received medical care; some stated services in the hospital were more punctual, for
example, with handing out medication:

Well, maybe you think less about being ill when you are here [at the ACGH]. But I feel fine in a
hospital as well. It does not matter to me. (. . .) If someone looks out for you, then for me it is fine.
(laughs). If I get my medication [on time] then for me, it is totally fine. – Interview 3

Some participants observed that the provided care at the AGCH was less complex compared
to a general hospital. Multiple participants thought the personnel at the AGCH had a lower
level of education. The lower level of care provided at the AGCH compared to a hospital did
however suffice. Finally, free parking at the AGCH was considered a benefit.

Suggested improvements for the AGCH. Most participants did not have specific
suggestions for the AGCH and regarded adverse events as so minor that they should not
receive any attention from the interviewers. Some could identify several unmet needs or
suggestions for improvement of the AGCH.

These unmet needs were “lack of information”, “lack of activities”, “lack of contact with
other patients” and goals of the AGCH being too ambitious. Lack of information concerned
lack of information provided by the staff about medication, nutrition and exercise. Especially
with regards to medication, patients would like to be informed better. Some participants
experienced staff to not always be up to date on decisions that had been made. With regards
to lack of activities and lack of contact with other patients, a participant stated,

What did you think of activities? Well, that, television, you do not have anything else. – Interview 5

Once they felt better, some participants described theAGCH to be boring and not stimulating.
However, some participants did not want any special activities, as they would go home soon.
No participant had contact with other patients because of the single rooms. However, half of
the participants would have liked some contact. Finally, some caregivers thought that the
goals set by the AGCH were perhaps too ambitious. One participant had a goal of walking
500 meters, whereas he could only walk less than 100 meters preadmission. Some of the
practical improvements were adding handlebars in the shower and/or adding a curtain for
more privacy to the room. Moreover, the location and naming of the AGCH was not always
clear to visitors. A reception to the AGCH was a suggested improvement. Some were not
satisfied with the cleaning of the room.

Theme 4: going home, being home
Home and primary care.When talking about their living situation, many participants stated
the wish to remain in their own house and to be independent for as long as possible. Most
participants relied on the care of professional or informal caregivers in some way.
Participants usually did not want to impose on their family members; however, direct family
was the primary source of support. Some of the participants did not receive any home care
before admission, but after discharge many started to receive home care.

Discharge home. Discharge was a topic that was most clearly associated with
miscommunication and unmet needs. Some experienced difficulties with their changed
medication or even reported medication errors. Miscommunication about discharge
concerned the date and time of discharge and the possibility that discharge could be
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postponed. Many participants experienced they were informed late about their upcoming
discharge, feeling rushed and not ready to go home. This feeling was caused either by
uncertainty about their physical state and the wish to train more with the physiotherapist
before returning home, or because participants felt that home care and medication had not
been organized well enough. Proxy-interviewees stated that the moment of discharge came
unexpected because in the final days of admission there was less contact with the doctors.

Nevertheless, many of the participants stated that they were happy to be home once they
were discharged. However, most of the participants did not feel fully recovered yet:

Yes I was happy to go home. Could youmanage once you were home? (. . .) Well, not exactly (. . .) I do
want to remain independent however. So you did manage? Yes, but, slowly and with a lot of effort. –
Interview 2

Discussion
This mixed-method study showed that patients generally experience the admission to the
AGCH as positive. The care pathway of the AGCH, which starts at the ED, was considered
well-organized up to discharge. During discharge, there were some unmet needs, and an
unexpected change in the discharge date could overwhelm and dissatisfy participants.
However satisfactory experiences strongly outweighed dissatisfactory experiences in our
analysis. There were also suggested improvements for the AGCH which concerned practical
problems and the request for more information from doctors and nurses. Nevertheless, most
participants would support the opening of more AGCHs and tend to prefer admission to the
AGCH to admission in a general acute hospital.

When we compare the quantitative to the qualitative data, these are generally consistent;
however, in the questionnaire that was conducted mostly prior to the interviews, we see that
many of the participants had not been involved in daily goal-setting. Interestingly this was
not one of the subjects that was mentioned in the interviews, and it did not seem to influence
how participants experienced their recovery. Personal motivation and “the will to be
independent” were important to participants and were perceived as the main drivers of
recovery. Even so, the physiotherapists – who are explicit in setting treatment goals –were
seen as important persons who aided recovery. It is known that in a geriatric population,
goal setting can be difficult, and therefore it is possible that professionals at the AGCH do
use (daily) goal-setting, but that patients did not understand or recognize these goals
because they were, for example, not patient-centered enough (Leach et al., 2010, Van Seben
et al., 2019).

The categories we found in our qualitative analysis are like themes Green et al. identified
when comparing patient and caregiver experiences with a community hospital and a general
hospital (Green et al., 2008). Green et al. identified amongst other themes the theme of the
community hospital environment (“home-like” place) and location (accessible and free
parking), staff attitude and activities. In the community hospital patients did not experience
a lack of activities, as was the case in the AGCH.

Similar to what was reported by Small et al. (2007), interviewees at the AGCH did not talk
much about the medical treatment they received but how, when and by whom care was
delivered. Small et al. called this the “soft process” (Small et al., 2007). This differs from the
“hard process” that doctors and nurses focus on: what training or treatment is given.
Patients commented they were medically unskilled and therefore could not say anything
useful about experiences with their medical treatment; however, they had great trust in the
attending physician. Some participants or informal caretakers were more critical of medical
treatment; this mostly concerned lack of information about treatment goals and changes in
medication.
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Limitations
One of the studies’ limitations is that some patients were interviewed about their experience
with the AGCH until after the admission. This may have led to recall bias, especially for the
phase at the ED. Another limitation is we could not conduct further interviews and check for
saturation. The COVID-19 pandemic also restricted us in interviewing even more very frail
patients and/or their informal caregiver as a proxy. These patients may have other needs
compared to those who are relatively more resilient and have less memory problems.
Furthermore, patients who were not satisfied or had negative experiences with the AGCH
might have declined to participate in the cohort or qualitative study.

Implications for clinical practice
This study shows that older adultswho need to be hospitalized value theAGCH concept as an
alternative to hospitalization. Nevertheless, participants had suggestions for improvements,
which will be and have been taken into consideration by the staff of the AGCH. For example,
within the theme of the physical environment of the AGCH, the need for a reception was
mentioned; this reception now has been installed at the AGCH. When looking just at
satisfaction with care, our research results support the implementation of the AGCH concept
and/or interventions elsewhere in the Netherlands and support the opening of similar models
of care abroad. Further research will focus on outcomes such as the three-month unplanned
readmission rate, incidence of functional decline, and cost-effectiveness of the AGCH. If the
AGCH concept is implemented elsewhere in the Netherlands, research evaluating patient
experience and satisfaction can be repeated to see if the concept is also experienced as
positive when implemented at another location in the Netherlands.

Conclusion
This mixed-method study provides an insight into patient experiences and satisfaction with
the AGCH, a unique acute geriatric care facility in the Netherlands. These qualitative
outcomes are favorable, with most older persons preferring admission to AGCH to admission
in a general hospital. However, further research on health outcomes, readmission rates and
cost effectiveness of the AGCH is needed to complete the evaluation of the AGCH, and
conclude if implementation elsewhere is indeed advisable.
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