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In this thesis we have studied recent developments in older adult care with 
the realist evaluation approach. As outlined in the Introduction, tailored care is 
preferred for older adults. Accordingly, care initiatives have strived to develop 
care in a person-centred, pro-active and integrated way. Goal setting and older 
adult preferences are important parts of these care reforms, but it was still not well 
understood how these fit in with the aim of optimally tailored care. To improve 
our understanding of optimising older adult care, we used the realist evaluation 
approach. We not only addressed the outcome of innovative care approaches, 
but also studied the mechanisms and context in which these care programs are 
embedded. Our theory at the start was as follows: tailored care, by means of 
goal setting and enhanced patient involvement, improves well-being for older 
adults experiencing frailty and multi-morbidity. We evaluated three different 
perspectives in this regard: the extent to which recent initiatives have improved 
outcomes for older adults, the mechanisms behind goal setting within proactive 
care and the context of older adult’s preferences with regards to these outcomes 
and mechanisms.

The proposed theory is able to be adapted as a result of our research results from 
the previous chapters. By doing so, we will have a better understanding into the 
extent to which current care developments align with the needs and preferences 
of older adults. We will first summarise the main findings, then reflect on these 
and on the realist evaluation approach, and adapt the theory accordingly. With 
this knowledge we are able to address questions for researchers, policy makers 
and care professionals. These questions should be answered before further re-
designing care for older adults to align with their individual care needs.  

MAIN FINDINGS 

Outcomes:  What are the effects of goal setting for older adults within an 
integrated person-centred care setting? 

 Goal setting showed no additional effect on well-being within a 
proactive assessment service. (Chapter 2)

 Older adults were able to attain almost three quarters of their health-
related goals when receiving case management within an integrated 
care program. (Chapter 3) 

Mechanisms:How can the effects of goal setting within a proactive assessment 
service be explained from the older adult and care professional’s 
perspective?
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 Older adult engagement and the correct timing of the program were 
hampered by the proactive recruitment and the limited integration 
of the program within existing care. (Chapter 4)

 Implementation was suboptimal for goal setting within the 
outpatient assessment service. Few goals incorporated the potential 
for behaviour change and little time was spent on goal planning. 
Unsurprisingly, this decreased the potential for behaviour change 
and improvement of well-being in the older adults who participated. 
The proactive nature of the service emerged as an important barrier 
and cause for the suboptimal implementation. (Chapter 5)

Context:  Can the preferences and needs of older adults explain the effects of 
and experiences with a proactive assessment service? 

 The older adults’ need for a holistic view was covered by the 
outpatient assessment service. (Chapter 4)

 Half of older adults prefer both health decision engagement and 
health behaviour. The other half varied, with a substantial percentage 
showing ambivalence in their preferences. Increased involvement 
does not match the preference of all older adults. (Chapter 6) 

REFLECTION ON THE MAIN FINDINGS

In this thesis, by using the realist evaluation approach, we studied intervention 
context and mechanisms in addition to outcome. Therefore, three aspects can 
be addressed in the case of proactive integrated care programs not being able 
to work. First, the outcome measure could be insufficient at detecting change. 
Second, the intervention mechanisms could obstruct possible effective strategies. 
Third, the intervention prerequisites could mismatch the context, for instance 
the preference of the participants. When re-designing care, one should first take 
into account these last two, i.e., the context and mechanisms, before deciding on 
the outcome measure strategy. We will reflect on these mechanisms and context 
in the subsequent sections. Still, imagine a new situation where context and 
mechanisms are sufficiently accounted for, what outcome should be chosen to 
measure the effects of a tailored care program?

Reflection on the outcome 
We studied the effects of goal setting for older adults within an 
integrated person-centred care setting. Goal setting showed no 

additional effect on the average well-being of all participating older adults 
scoringselection case management results

goal progress

goal
attainment older adults 

that attain at 
least 1 goalgoals
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within a proactive assessment service (Chapter 2). Moreover, other proactive care 
programs aiming to increase older adult involvement had either barely1 or no2 
effect on self-reported health. However, within an integrated care program with 
case management, older adults were able to attain almost three quarters of their 
health-related goals (Chapter 3). We will outline below how these differences in 
effects could be explained by the outcome measures. 

Goal attainment captures heterogeneity 
Within Sage-atAge we chose a composite endpoint to cover the construct of 
well-being. We preferred this patient-reported outcome measure above system-
centred outcomes such as health care usage or costs,3 and we preferred this 
multi-dimensional outcome over a solely health-related or other unidimensional 
measure to account for the heterogeneous population with needs in multiple 
domains. However, one can also argue against this instrument and the fit of this 
outcome to the program. 

Firstly, the responsiveness of the instrument, as well as the underlying construct 
is debatable, since its subscales entail robust measures like co-morbidity or 
persistent complaints like pain4 and memory problems. Moreover, well-being is 
a very difficult construct, covering a broad array of life. It is largely influenced by 
internal aspects such as coping mechanisms5 or aspects outside the care domain, 
like societal circumstances such as safety and equality, or institutional aspects 
like autonomy.6 Therefore, one could wonder whether well-being is amendable 
within care services alone. A full holistic approach should include a societal 
viewpoint as well. Secondly, the heterogeneity of frail older adult populations 
causes heterogeneity in which elements of this multicomponent intervention 
are used, like the appropriate treatment intensity or number of referrals to 
allied health care professionals.7 Hence, since the program is designed with the 
aim to promote tailored care delivery, the greater the program differs between 
individual participants, the better it reaches its aim. Therefore, it is difficult to draw 
conclusions on inferences of individualised programs, adapted to personalised 
needs and goals when using measurement instruments with generic outcomes. 
Indeed, recently, in the Netherlands, the debate was raised on the applicability of 
these group effects on the individual.8 The Council for Public Health and Society 
(In Dutch: Raad voor Volkgsgezondheid en Samenleving) argued that the use of 
evidence-based medicine actually opposes the preferred person-centred care. 
However, accounting for this heterogeneity may be possible by incorporating this 
in measures or analysis types, for instance, with individually adapted measurement 
instruments, such as the SEIQol,9 or heterogeneity-of-treatment-effects analysis.10

In conclusion, older adult care innovation effects should preferably be measured 
with outcomes which are: a) likely to be responsive to the innovation and b) 
measure effects at the individual level. Goal attainment and goal progress could 
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possibly be considered for this in future research.11 

Within Embrace we found change on both goal attainment and goal progress. 
However, we were unable to compare this performance with a control group (i.e. 
participants receiving no pro-active assessment and case management service). 
It is difficult to create control groups with goal plans, as goal setting is suggested 
to be effective in itself12. Hence, studies concerning goal setting commonly 
lack control groups13 or experience methodological problems.14 However, goal 
attainment measures, like goal attainment scaling (GAS) and the Canadian 
occupational performance measure (COPM) are widely studied instruments in 
rehabilitative care11,15 and GAS was shown to be feasible within older adult primary 
care.16 As can be concluded from our study, goal attainment is responsive and 
captures individual heterogeneous needs. Therefore, if it is possible to include 
control conditions in research, goal attainment seems to be a preferable patient-
centred outcome measure over uniform health or well-being status measures. 

Reflection on the mechanisms
Goal setting within a proactive assessment service yielded no additional 
effect on the average well-being of older adults. Underlying mechanisms 

were studied to improve understanding of the way effectiveness of such programs 
could be enhanced. Thereby, we can explore insights into the way programs can 
be redesigned to better address specific needs of older adults. 

Studies into mechanisms are recommended alongside multi-component 
trials to improve understanding of the mechanisms involved during hindered 
implementation.17 For example, in a case management care program for 
community-dwelling frail older adults, limited adherence to the intervention 
protocol was found, such as a discrepancy between problems detected in the 
assessment and the care plans designed to resolve this problem.18,19 An important 
mechanism here was the older adult not ‘acknowledging’ the detected problem 
and therefore ‘refusing’ a care plan. However, it was not further studied why 
care plans were refused by the older adults. We therefore dived deeper into the 
mechanisms that hindered the proposed implementation. We aimed to enhance 
insight into this hampered implementation, optimising both care design and its 
implementation strategies. We studied the mechanism of goal setting within pro-
active care from the older adult’s perspective, the care professional’s perspective 
and the actually performed interaction during the assessment.
 
The proactive approach hampers goal planning and requires follow-up  
Quantitative evaluation of the Sage-atAge+ implementation revealed that goals 
were almost always set and more than half of the older adults took home their 
documented goals on a goal card. Next to that, care workers experienced a 
high adoption rate of formulating goals and a sense of great alignment with the 

context

mechanisms

outcomesrealist
evaluation - approach
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aspired person-centred care (Chapter 5). This was endorsed by the older adults 
who approved and appreciated the holistic nature of the service (Chapter 4). 

However, the older adults experienced limited integration of the service with 
other existing (primary) care services (Chapter 4). By studying the local context, 
we found that the general practitioner or other care professionals were not acting 
upon the assessment (pilot data Sage-atAge). Because of this, only behaviour 
change of the older adults themselves was expected to have an effect on well-
being. With this in mind, Sage-atAge+ was developed by adding goal setting and 
motivational interviewing to widen the prerequisites for the older adults to act 
upon the assessment. 

Qualitative evaluation showed two mechanisms that hindered this anticipated 
behaviour change of the older adults. First, the implementation of motivational 
interviewing was suboptimal. Second, only a few goals had the potential for 
behaviour change, since they lacked specificity in time or behaviour steps (Chapter 5). 
Together these mechanisms underline that the older adult was insufficiently assisted 
to change their behaviour and therefore that the program could not be expected 
to be effective. Both mechanisms seemed to be in accordance with the proactive 
and once-only approach of the service. We discuss these mechanisms below.

By studying the experience of care professionals and audio-taping the 
consultations between care professionals and older adults, mechanisms for the 
limited application of motivational interviewing, and thus the limited planning 
of goals, were revealed (Chapter 5). During the assessment, most of the time was 
spent on the motivational interviewing processes of engaging (establishing a 
trusting relationship), and focusing (determining the goal or target for change). 
Hence, little time was spent on the remaining processes of evoking (eliciting 
change talk; i.e. motivational statements about change), and planning (increasing 
commitment to change and formulating an individualised plan of action). 

The proactive approach of the program seemed to cause the need for extensive 
engaging and focusing, thus limiting the time for evoking and planning. For 
the older adults, the proactive approach resulted in limited ownership because 
they did not initiate use of the service, and did not predetermine or formulate 
their request for help. As older adults’ needs and expectations were not clear 
beforehand, it was required to discuss these first. Engagement was therefore a 
delicate and time-consuming process. 

Moreover, the search for the assessment focus was also experienced as time-
consuming. The multi-domain approach and the lack of an explicit request for 
help beforehand resulted in an almost infinite range of possibilities for further 
focus. Thereby, although older adults were positively surprised about the multi-
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domain approach, this caused uncertainty about what they were expected to 
address in the assessment. This, in turn, caused further delay during focusing.

With the limited time left for the process of evoking, it also seemed to be avoided, 
due to a lack of proficiency. It was also more difficult to apply ‘evoking’ in the 
absence of follow-up appointments, as it was not possible to reflect on earlier 
attempts for goal attainment.  The process of ‘goal planning’ was almost never 
applied, but resulted in rushed recommendations towards the end, when the 
assessment time was nearly over. 

So, application of the motivational interviewing processes ‘evoking’ and 
‘goal planning’ was greatly hampered, partly due to the limited skills of care 
professionals and mostly due to the proactive and once-only approach of the 
service. The impact thereof is discussed below, after we discuss the quality of 
formulated goals. 

As described above, few goals incorporated the potential for behaviour change. 
The majority did not contain a specified goal, nor behavioural steps to reach that 
goal. Next to that, goals were mostly aimed at the prevention of decline, (e.g., 
sustain mobility, prevent further dependency), or increasing the chance of aging 
in the community. This frequently pursued status quo is in line with other recent 
research on proactive goal setting with community-dwelling older adults.20 The 
fact that we detected preventive or long-term needs rather than urgent needs 
likely results from the use of the proactive approach in combination with a well-
established primary care service in the Netherlands, which seems able to tackle 
urgent needs. 

However, to benefit from preventive behaviour change, much more effort is 
needed for goal planning compared to the prerequisites for goals that seek to 
achieve short-term benefits, especially for older people.21 This is due to goal 
disengagement and adaptive coping strategies, which can be summarised as 
‘older adults have an increased precedence of short-term benefits over long-term 
benefits’.21,22 

To improve the potential for goal attainment, care professionals can help by 
providing older adults with behaviour change techniques such as setting 
graded tasks, providing feedback on performance, and reviewing behaviour 
steps.23 However, the proactive and once-only program insufficiently addressed 
these prerequisites. As a result, the one-hour assessment comprised mostly of 
‘engagement’ and ‘focusing’ elements, leaving no time for the goal planning 
activities that are necessary for behaviour change interventions to come into effect.23 
This can also explain the difference in goal attainment between the Sage-atAge+ 
program, which was a one-time meeting and showed low potential for goal 
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attainment and Embrace, where older adults were able to attain most of their goals 
and goal progress was highly prevalent. In the latter setting, case management 
and regular elderly care team meetings were part of the program, in contrast to 
the one-off Sage-atAge+ program. In this way, prerequisites for goal planning 
were available, like more time to focus and support the older adult during the 
goal planning steps. 

Differences in assessment services’ approach and control over recommendations 
explain variation in effects 
Now that the proactive and once-only approaches have been identified as opposing 
mechanisms of the outpatient assessment service, we are able to address long-
standing questions about their variable effectiveness. First, outpatient assessment 
services show a lower effectiveness than inpatient assessments.24,25 Secondly, 
outpatient assessment services show a decreased effectiveness when these 
services have no control over implementation of their recommendations ,24–26 i.e. 
when assessment recommendations are to be carried out by another person than 
the one who recommended them. These differences in effectiveness could be due 
to the varying extent to which they have a preventive approach and the existence 
of influence over recommendations, which will be discussed in detail below. 

Inpatient assessments are mostly executed within a geriatric acute care setting 
where higher risks are apparent with more urgency than in outpatient settings. 
The addition of inpatient assessments to usual hospital care shows reduced 
mortality and re-hospitalisation rates, and improved functioning after discharge.25 
Therefore, they have been largely adopted in Western countries to supply care 
for geriatric inpatients. This is in contrast to the inconclusive or lack of effect 
of outpatient settings.25 These services have a distinct approach: whereas the 
inpatient assessment targets an urgent and acute matter, where focus is already 
apparent, the outpatient assessment mostly uses a proactive approach. Since 
inpatient assessments are initiated around an acute problem or planned surgery, 
the assessment focus will be clearer for patients as well as for care professionals. 
This is likely to reduce the ‘engagement’ and ‘focus’ processes of motivational 
interviewing and hence more time can be spent on (care) planning. This seems to 
be a plausible explanation for the apparent, but not fully understood, difference 
in effect between the two settings.25 Therefore, an important distinction between 
these service designs needs to be made, and recognition that the results for 
assessment programs cannot be generalised when transferred  to a different 
setting,26 especially when the approach is changed from a focused to proactive 
approach. 

When assessment services (either in- or outpatient) have no direct influence on 
the implementation of their recommendations, limited effects are found.27,28 This 
may be associated with the respective care professionals having different views, 
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goals and responsibilities.29 The need for collaboration between different care 
professionals to create a unified view for further care alignment is underlined in 
a realist review within residential care,29 in a primary care expert panel,30 and the 
World Health Organization’s recommendation on older adult care.31 This might 
explain why within Sage-atAge+ older adults experienced a lack of integration 
with existing care, as neither follow-up nor inter-disciplinary communication was 
facilitated. This might also further explain the contrast in effect on goal attainment 
between Sage-atAge+ and Embrace, as for the latter, elderly care team meetings 
and case management was facilitated and goal attainment was actually reached 
for a majority of goals.  

Therefore, the difference in effects between inpatient and outpatient assessments 
seems to be explainable after studying the underlying mechanisms of an outpatient 
assessment service. Its proactive, one-off approach without multidisciplinary 
collaboration, and its lack of focus, urgency, and control over implementation of 
recommendations, seem to reduce the effectiveness of an outpatient assessment 
service. 

Should we continue to strive for proactive care for older adults?
In conclusion, proactive outpatient assessment services require a lot of time to 
‘engage’ with and ‘focus’ on specifying goals and goal planning. Case management 
guidance or multidisciplinary collaboration seem to be important prerequisites 
before they can be expected to have an effect on patient well-being. 

Current care reforms are aiming at a more proactive strategy, likely resulting 
from the frailty and resilience paradigm.32 Herein, frailty entails increased risks of 
adverse health outcomes due to a decreased ability to compensate for losses.33 
Therefore, it makes sense to address these risks in a timely manner and promote 
this adaptive ability, i.e. resilience.34 However, older adults do not seem to think 
that anticipation of future problems will result in fewer health problems and they 
prefer short-term over long-term benefits.22,35 So, before further development and 
implementation of proactive care,36 we should first improve the understanding of 
whether resilience can be improved, and if so, how, but also what effects can be 
expected, and how this can be aligned with person-centred care.37 

Reflection on the context 
After focusing on whether a program works, and how it works, a careful 
consideration of the context in which it works is imperative. Since it is 

the aim of the program to deliver tailored care for older adults, its context is pre-
dominantly determined by the individual older adult themselves. Therefore, we 
studied what care older adults need and how they prefer their role in care and will 
discuss the extent to which the investigated assessment services accommodate 
this.

multi-domain

being heard

taken seriously

communication
skills

lack of integration

questioning
proactive care

lack of
ownership

timing

need for a
holistic view

proactive care 
is questionable
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The extent to which the older adults’ need for a holistic view and diversity of 
preferences are addressed
By studying the experience of older adults with a multi-domain assessment 
(Chapter 3), we found that it addressed their need for a holistic approach, 
integrating health with other life domains. This need is also recognised by the 
proposed new definition of health, the positive health approach of Huber et 
al.38 It is addressed by the World Health Organization39 and is part of the person-
centred care movement.40 Albeit with this awareness of holistic needs and seeing 
individuals as a whole, care is still mostly organised in a disease-centred way.41. 
Additionally, despite the aim of the person-centred care movement to align 
with patient preferences42, these preferences are frequently overlooked during 
the daily routine.43 In that regard, we showed in Chapter 6 that preferences of 
older adults for health decision engagement and health behaviour differ between 
and within an individual. This may imply that daily practice should not focus on 
increased involvement and health promotion per se. 

Applying this contextual knowledge in retrospect to the evaluated programmes 
within this thesis, this broad array of preferences for decisional involvement 
and health behaviour was not accounted for by Sage-atAge+ when introducing 
motivational interviewing with the aim to increase older adult involvement. 
Motivational interviewing is a communication strategy used by professionals to 
promote healthy behaviour and achieve health benefits.44 It involves exploring 
and resolving individual inconsistency to behaviour change 45 rather than merely 
giving advice. It recognises differences between individuals in motivation and 
it requires professionals to adapt to the individual’s motivation and preference. 
Practice nurses have been shown to apply such individual adaptation when using 
motivational interviewing in general practice.46 However, within Sage-atAge+, 
combining adaptation with realistic goal planning could not be achieved due to 
a lack of time and proficiency. 

High engagement in health decisions and health behaviour is not an aim per se; 
being aware of and accommodating to the diverse array of preferences will lead to 
optimal person-centred care.47 This seems a striking paradox of the person-centred 
care movement, which on the one hand propagates the recognition of each patient’s 
uniqueness regarding needs, values and preferences and on the other hand endorses 
patient empowerment by patient activation, education and health promotion.42 
This is also an important criticism on the recent positive health movement 
in which personal responsibility is posed as a prerequisite for good health.38 

How can we adapt to the diversity of preferences? 
So, on the one hand professionals need to optimally match patient preferences. 
Yet, on the other hand, professionals are encouraged to enhance patient 
participation and empowerment by performing health advocacy.48 There is a thin 
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line in ‘helping to increase someone’s empowerment’ and ‘overriding someone’s 
preferences’ in forcing them into engagement. In this respect, the inherently 
normative character of the healthy ageing paradigm and empowerment needs 
to be recognized. 

Notwithstanding this apparent paradox, the need for optimal preference 
matching increases with age. Due to co-morbidity and frailty, the complexity of 
interventions increases, and the importance of aligning therapy with individual 
norms and values to maintain a good quality of life also increases. 

Goal planning seems to be a good resource to resolve this issue. It supports 
communication between the patient and the care professional with the aim to 
capture a patient’s specific values and circumstances as the basis for developing 
individualised goal plans.42 In this way patient autonomy49 and patient-centred 
care is enhanced.50  The importance and benefit of goal setting is acknowledged 
throughout the clinical geriatric field.30,51 Moreover, the World Health Organization 
endorses the central role of goal setting when tailoring care for older adults.31 

Still, many questions remain with this need to adapt to preferences and strive 
for goal-centred care planning. To begin, three of these questions should be 
studied. First, how can preferences best be elicited? It is known that professionals 
show some reluctance to this.52 The way in which goal setting can be of help here 
needs to be studied further. Second, to what extent are preferences amenable? 
For example, it was shown that decisional involvement predicts better outcomes 
for patients, regardless of their preference for this involvement.53 Ghane et al. 
suggested that interventions should aim to increase patients’ degree of decisional 
involvement when feasible and appropriate. But we still do not know when 
this is appropriate and what will enable this feasibility. Thirdly, when centring 
care around patient preferences, care professional’s values are at risk of being 
diminished. How should care professionals act whenever patient preferences 
seem to interfere with patient health? And what is the societal impact when 
patient preferences are always respected? Can patients be the king in the care 
landscape? These questions are worth further studying to ensure sustainable care 
service developments.

REFLECTION ON APPLYING THE REALIST EVALUATION 
APPROACH 

After reflecting on the main findings within the realist evaluation approach, some 
remarks can be made on this approach itself of course. With the realist evaluation 
approach we were able to address the outcome of goal setting within proactive 
assessment care, as well as the mechanisms and context in which this care was 
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embedded. Through this, we improved our understanding of current older care 
design and can address unavoidable questions and implications for further 
optimising older adult care design. 

Provides important and useful insights but should be extended to a broader 
context
As a limitation, we solely studied the older adults’ preferences and need for a 
holistic view. Although this is an important aspect of the context of tailored care, 
context can be operationalised more broadly.54 Context describes those features 
of the conditions in which programmes are introduced that are relevant to the 
operation of the programme’s mechanisms. This can entail participant beliefs 
and values, but also practical issues, like available time and money. By studying 
the individual needs and preferences, we focused on the micro level as most 
integrated care studies have done.3 Since there is a relative lack of evidence 
regarding meso level and macro level strategies for developing integrated older 
adult care, these context factors deserve to be studied further.3 

How can the complexity of older adult care be fully accounted for in research? 
Care for older adults entails case and care complexity: care is complex on the 
individual level as well as on the care organisation level. For example, a general 
practitioner can encounter difficulties when prescribing pain medication for an 
89-year old woman as described in the case in the introduction. This can entail 
pharmacological considerations because of her increased risk of side-effects and 
existing medication regime. Besides, it entails being aware of her self-management 
ability and coping strategies, which interact with her psychological and social 
circumstances.55 Next to this case-complexity, encountered by this women 
with her single clinician, she encounters other professionals with their personal 
treatment goals. This gives rise to care complexity, postulating multi-disciplinary 
linkage or coordination. A new prescription will have a broader impact than the 
solely biological aim of this medication. As shown in the introduction, it impacts 
on her adherence, but can also affect other medications or her care dependency.56

Therefore, it seems clear and unavoidable to consider care – and especially care 
for older adults – as pertaining to the ‘complex’ domain of the Cynefin framework 
(Table 1).57 In this complexity perspective, no linear relationships exist between 
cause and effect, nor can cause and effect relations be predicted. However, 
studies used for evidence-based medicine are based on the ‘obvious’ or linear 
domain paradigm.58 These include research strategies like the randomised 
controlled design and regression or prediction model analysis.59 Implementation 
of these inflexible study protocols and inferences of these studies have a limited 
generalisability when accounting for the complexity perspective.60
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Table 1. Four domains in which we make decisions or solve problems 
according to the Cynefin framework. 
From left to right, complexity increases and cause-effect relationships become less clear for 
which applicable systems need to be adapted.
Domain Obvious Complicated Complex Chaos
Cause-effect 
relationship

Repeatable and 
predictable

Separated over 
time and space

Only coherent 
in retrospect 
and not 
repeatable

None 
perceivable

Applicable policy Linear cause-
effect thinking

Scenario 
thinking

Pattern 
management

Crisis 
management

 
Therefore, when evaluating complex settings like older adult care, research designs 
should match and account for this type of complexity with unpredictable, changing 
and interfering circumstances. The realist evaluation approach accommodates 
for such a complex setting, which extracts context, mechanisms and outcomes 
and helps to combine these aspects.54 However, future research will require more 
theoretically grounded, methodologically pluralistic, flexible and adaptive study 
designs.58 Next to that, research should not only focus on understanding efficacy, 
but also on understanding current practice and improving implementation of 
known effective strategies.61 One way to do this is by using participatory action 
research, a strategy in which patients and professionals interact with researchers, 
and thereby have greater impact on the research set up, accounting for relevant 
research and improving understanding of mechanisms and context.62 This 
research strategy can even incorporate a randomised controlled design.60

Next to the study design, statistical methodologies that account for the complexity 
within and among individuals will also improve the consideration of the complex 
domain. These methods entail ecological momentary assessment 63 by which, for 
example, tipping points for recovery of frail older adults can be better predicted,64 
and machine learning by which patterns can be better predicted.65 

IMPLICATIONS …
… for the case and theory presented in the Introduction 
In this thesis we first introduced and underlined the importance of tailored older 
adult care, then studied the outcomes, mechanisms and context of proactive goal 
setting care innovations for older adults, and reflected on our findings. From this, 
our theory posed at the beginning of this thesis can be adapted. Our theory at the 
start was as follows: tailored care, by means of goal setting and enhanced patient 
involvement, improves well-being for older adults experiencing frailty and multi-
morbidity. At the present moment, we can reframe this to: 
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 “Tailored care for older adults experiencing frailty and multi-morbidity by means of 
goal setting and involvement adapted to their engagement preferences, supports 
their need for holistic care, but can only have an impact on individual goals when 
embedded within a durable contact with professionals who actively align care with 
each other.”

The implication for daily practice is detailed in Box 1, where the evolvement of the 
case of Mrs. Blue, introduced at the beginning of this thesis, acknowledges her 
goals and preferences. 

Box 1. The evolvement of the case of Mrs. Blue, taking into account 
her goals and preferences

The communality nurse warns the GP that Mrs. Blue seems to relapse into 
depression. During a house visit her GP listens to the story of Mrs. Blue, the 
impact of the pain and her preference to first getting to know the cause and 
staying active, before even starting with dizzying pain medication. Her GP 
proposes to confer with the anaesthesiologist about diagnostic options and the 
pros and cons of pain medication. 

Her GP asks her whether she prefers help, and from who, to make decisions on 
the recommendations. In contrast to what was expected, and in spite of earlier 
preferences, she reveals that doing everything on her own has become a burden. 
She prefers to include others when making decisions, like her family. Therefore, 
her son accompanies her during the next consultation, and some decisions are 
postponed to provide the opportunity to discuss the issues within the family.  

… for future research: adapt evaluation for setting complexity and 
intervention heterogeneity
With regards to the above described reflections on our findings and adapted 
theory, the following three suggestions for future research can be made. 

First, outcomes of older adult care innovations should preferably be specified at 
the individual level. For example, goal attainment and goal progress measures 
can be considered. The optimal way of using the goals set by an individual as an 
outcome, while including control groups but accounting for the mechanism of 
goal setting as an intervention, should be further unravelled. 

Second, concerning goal setting and preferences, studying the way in which goal 
setting could help elicit preferences will enable professionals to align with these 
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preferences. Older adult preferences could be further studied within a longitudinal 
study design. In this way, insight into preference dynamics can be improved, the 
relationship between preferences and morbidity or frailty can be entangled, and 
the possibility of amending mal-adaptive preferences can be explored through 
the use of behaviour change techniques. Also, the tension between striving 
for optimal preference-matching and stimulating one’s empowerment is an 
interesting debate, for which ethics or psychological science could add important 
knowledge.

Last but not least, when evaluating complex settings like older adult care, research 
designs should match for this complexity with unpredictable, changing and 
interfering circumstances. Research designs should be able to allow for changing 
circumstances and to provide insight into the interplay of relevant variables. 

… for policy makers: support sustainable care integration and 
collaboration
As inpatient assessment services are largely effective and widely adopted in the 
field, it makes sense to introduce these to the outpatient setting. However, effects 
of these outpatient assessment services are less clear.25 In this thesis we unravelled 
mechanisms which can explain this difference in effect between outpatient and 
inpatient assessments. When further re-designing outpatient assessment services, 
these mechanisms should be acknowledged. As such, these services need 
to have more focus and urgency, and be integrated within an established and 
supported collaboration network. A recent development in the field in line with 
this recommendation is the structured funding of general practitioner referrals to 
elderly care physicians for community-dwelling older adults with complex needs.  
Because of the highly prevalent care and case complexity when caring for older 
adults, integrated care networks are required. To develop these networks, the 
collaboration between professionals is demanded and facilitated, for example by 
recent scientific funding of care network developments (https://www.zonmw.nl/
nl/onderzoek-resultaten/geestelijke-gezondheid-ggz/programmas/programma-
detail/programma-langdurige-zorg/). 

Improving integrated care is an incremental process that takes time, for which a 
suitable environment needs to be created. Multiple generic factors outside the 
clinical practice were found to be fitting in integrated care projects throughout 
Europe.66,67 For example, factors enabling care integration were: guaranteed or 
long-term funding, alignment with the political agenda, permission for different 
care providers to cooperate, and data sharing possibilities.66 

When designing and financing these integrated care projects, it is important to 
bear in mind that integration and collaboration will take time, for two main reasons. 
First, it will require time to develop the network, expand collaboration and define 
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roles, before improvement of the actual care delivery process.66,68 Second, when 
the network is established, extra time will still be required for the professionals 
to collaborate, deliberate, meet, and align care with each other. This time is often 
not considered during negotiation of the role of professionals (in Dutch: indirecte 
tijd), and is therefore barely reimbursed. Yet, financial compensation for this time 
should be made available for professionals. 

… for practice: use goals as guidance and acknowledge the diversity 
of preferences 
To enhance tailored care for older adults, care professionals can be facilitated 
by creating sustainable cooperation circumstances, as outlined in the previous 
section. However, care professionals themselves can already enhance their practice 
to further align care to the preferences and goals of individual older adults. This 
is mostly referred to as person-centred care. Delivering person-centred care is a 
frequently used mission statement for policy, care institutes and professionals 
in the Netherlands (In Dutch: de cliënt centraal).69 Even though professionals 
acknowledge its importance, translating words into deeds is experienced as 
difficult.70 Some recommendations based on our results and experiences in 
practice can be made:

Preferences differ, and demographic and clinical characteristics cannot predict 
these. For example, there are highly educated older adults who prefer to have no 
control over medical decisions, as well as centenarians or nursing home residents 
who prefer to perform preventive health behaviour. Therefore, care professionals 
should engage in explicit preference and role clarification and adapt accordingly.71 
Setting a common treatment or care goal can help to centre care around a persons’ 
needs, values and capabilities. Elicitation of goals can be operationalised through 
listening in order to get to know, uncover and understand what is meaningful for 
an individual. Important strategies for this are: utilising mindful listening, allowing 
time for a response, supporting clients in prioritising what is meaningful and 
viewing the professionals’ role as ‘being with’ rather than ‘doing to’. 72

Goal setting also enables care professionals to cooperate and align their treatment 
with each other. In this process, discussing patient-centred goals when developing 
care plans is imperative. To ameliorate the implementation of goals into practice, 
whenever multiple professionals are involved, assessments need to be followed 
by multidisciplinary meetings. The World Health Organizations therefore endorses 
three steps for tailored care: (i) comprehensive assessment; (ii) a common 
treatment or care goal based on the individual’s intrinsic capacity and functional 
ability; and (iii) a care plan that is shared among all care providers.31 Therefore, 
time for goal planning and increased collaboration in aligning goals between 
professionals should be facilitated. Thereafter, patient follow-up is needed to 
further specify goals and assist in goal planning and attainment by setting graded 
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tasks, providing feedback on performance, and reviewing behaviour steps.23,73 
Such prerequisites can be provided within a case management setting.

GENERAL CONCLUSION

Individualised care for older adults is worth pursuing. Accordingly, care initiatives 
have strived to develop care in a person-centred, proactive and integrated way. In 
this thesis the impact of goal setting within such care initiatives for older adult care 
was studied with the realist evaluation approach. We evaluated three different 
perspectives in this regard: the extent to which recent initiatives have improved 
outcomes for older adults, the mechanisms of goal setting within proactive care, 
and the context of older adult’s preferences inferencing these outcomes and 
mechanisms. By now, we have an increased insight into the extent with which 
current care developments align with the needs and preferences of older adults.
 
Since goals capture a broad spectrum of older adult needs and applying goal 
attainment is highly important and feasible in daily older adult care, goal-focused 
outcomes seem to be important for further studying effects of tailored care. 

Not all older adults prefer to adapt their behaviour nor have faith in the proactive 
tackling of future problems. Therefore, it takes time to engage them in proactive 
care approaches. Thus, follow-up is required for adequate care and goal planning, 
in order to achieve goal attainment. Hence, the additional value of a once-
only proactive screening of older adults seems low. For improved integration 
and tailoring care to the older adults’ needs, case management and time for 
collaboration appears to be a prerequisite. For further improving the insights into 
care for older adults, case and care complexity should be accounted for. Therefore, 
flexible and adaptive study designs and non-linear statistical methods should be 
used when evaluating the effects of these programs.
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