
ORIGINAL ARTICLE

In safe hands: a qualitative study on older adults’ experiences of a tailored
primary health care unit

Ulrika Westerlinga,b, Mikko Hellgrena,b, Liselotte Hermanssona and Emma Nilsing Strida

aUniversity Health Care Research Center, Faculty of Medicine and Health, €Orebro University, €Orebro, Sweden; bKumla Primary Health
Care Center, Faculty of Medicine and Health, €Orebro University, €Orebro, Sweden

ABSTRACT
Objective: Today’s health care system faces challenges in meeting the needs of older people
with multimorbidity. To better cope with these needs, tailored primary health care with geriatric
competence and person-centred care has been suggested. The aim of this study was to explore
older patients’ experiences of a tailored primary health care unit.
Design: This was a qualitative study using semi-structured individual interviews and qualitative
content analysis.
Setting and patients: Nineteen patients were recruited from a tailored PHC unit for people
aged 75 years or older in a region in central Sweden.
Methods: The interview data were analysed using inductive category development.
Results: In the analysis, the theme In safe hands when in need of primary health care emerged.
The interviewees expressed a desire to participate in their own care. Easy access, enough con-
sultation time and a calm environment, along with the PHC professionals’ welcoming and atten-
tive approach enhanced their feeling of being in safe hands. PHC professionals were perceived
as having geriatric knowledge and taking responsibility for the care of older patients. Although
the interviewees experienced that they received attention for their health conditions, a need for
a more preventive approach to care emerged.
Conclusion: Older patients highly appreciated their tailored PHC unit and they emphasised that
it was an improvement compared to the ordinary PHC centre. This study provides insights into
older patients’ experiences, which may be helpful in the ongoing process of improving care for
older patients in PHC.

KEY POINTS
� Older patients attending a tailored Primary health care (PHC) unit felt acknowledged, unlike
in the ordinary PHC centre, which facilitated their participation in their care.

� The calm environment, specialist geriatric competence and ample patient contact time
enabled them to feel secure and taken care of.

� Older patients expressed a need for an incorporation of social services and health promotion
visits at the tailored PHC unit.
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Introduction

Lifespans have lengthened globally over recent deca-

des, with a corresponding increase in the number of

people living with chronic conditions. Older people

with multiple morbidity and complex needs often

have a high degree of disability, large consumption of

care and increased mortality [1]. This poses a great

challenge for health care systems. The care of older

people has been described as fragmented, illness-

centred and suffering from a lack of competencies [2].

A transition from hospital-based care to outpatient
and preventive care in the primary health care (PHC)
systems is anticipated [3,4]. There is a general consen-
sus that a more holistic view of patients with complex
needs is important for the quality of their health care
[3,5,6]. There is a need for further team-based working
approaches in health care, with a focus on continuity
of care [4,7,8]. This knowledge has led to the imple-
mentation of various tailored PHC programmes in
numerous countries [8–11]. In interview studies,
PHC professionals have suggested that proactive,
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integrated care may improve quality of care for older
patients [4,12]. Lack of geriatric competence, economic
restrictions and time constraints have been reported
as barriers to such an approach [7,13].

In the few previous studies where older patients’
perspectives have been explored, it has come to light
that they have a more passive role in medical deci-
sions than they would like. Many wish to take part in
the decisions regarding their care; however, to facili-
tate patient participation, health care professionals
need to take the initiative and invite the older patients
to take part [14,15]. Involving the patient in medical
decisions has been associated with improved treat-
ment outcomes and patient satisfaction [16] and is a
part of the World Health Organization (WHO) recom-
mendations [17]. Two potential barriers for such
involvement are a lack of professional support and
poorly adapted health care models. Hence, there is an
increased need for interventions and support that are
based on older patients’ needs [7,18].

Older people with chronic conditions describe their
experiences with health care as fragmentised; com-
mon experiences are lack of continuity and an impres-
sion of slipping through the net [15,19]. This
particularly applies to people with multiple morbidity,
complex needs and inferior resources, and is among
other things caused by lack of communication and
lack of coordination within health care. An important
factor in preventing these feelings of slipping through
the net is the opportunity to see a known and trusted
health care professional [19]. Insufficient information
and unclear distribution of responsibility may hinder
that continuity [3,7,9,15,18].

Numerous health care centres for older patients
and geriatric outpatient teams have been initiated in
Sweden to improve the standard of care. However,
there are few scientific evaluations of those interven-
tions [20–22]. In a Swedish randomised controlled
study by Ekdahl and colleagues [20], the effect of a
geriatric outpatient team was compared with ordinary
care. After three years, the participants in the interven-
tion group showed an increased lifespan, fewer care
days in hospital, with no increased cost compared to
ordinary care. The key factors in the success of the
method were identified as access to staff with geriatric
competence, interprofessional teamwork, cooperation
and more patient contact time for health care
staff [20,21].

Older patients are a marginalised group whose
voice is important to listen to in order to achieve per-
son-centred care. How we can design this person-
centred care in accordance with the individual needs

of older patients is an important research question
[3,8,22]. Moreover, the issue of how to increase the
participation of older patients in their own care needs
to be examined further [6,23]. Providing tailored care
to older patients in PHC has shown promising results
regarding quality of care [4,5,12]; however, a deeper
exploration of older patients’ own perspective is
needed to further develop their care in PHC.

The aim of this study was to explore older patients’
experiences of a tailored PHC unit.

Material and methods

A qualitative explorative study design was chosen and
data were collected through semi-structured inter-
views. An explorative design was chosen because it
can provide knowledge in a research area that has
been sparsely investigated [3,6,10,18,24]. Individual
interviews were held to provide a rich understanding
of older patients’ experiences of a tailored PHC unit
[25]. The interview transcripts were analysed induct-
ively using qualitative content analysis [25].

Setting

The responsibility for health and medical services in
Sweden lies within the county councils and regions
and is funded almost entirely by taxes. Municipalities
provide social services and certain health care services,
such as nursing homes, palliative care and home
health care. General health care services are provided
by PHC; this means that older people have to encoun-
ter two different institutions when in need of both
medical and social care. Service provision varies widely
across the 20 county councils and regions and the 290
municipalities, due to their high degree of political
autonomy [26]. However, awareness has grown in the
last decade that there has to be an increased cooper-
ation between the different organisations that provide
care for older people in order to meet their complex
needs [21]. In December 2017, a unit for people aged
75 years or older was set up in a PHC centre in a
region in central Sweden in order to improve care for
older people. The environment at the unit was
designed to facilitate accessibility, and there was a
focus on inter-professional collaboration. Staffing level
on a daily basis were two physicians, two district
nurses, one physiotherapist and one nursing assistant
working in teams. The appointments were longer than
ordinary primary care appointments. There was a
focus on obtaining health or preventing declining
health in older patients, using a structured approach.
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The structured approach focused on the prevention of
falls, malnutrition and decubitus ulcers, along with the
detection of dementia and the assessment of medica-
tions. Furthermore, the district nurses working at the
unit had a specific role to coordinate health care with
municipality care.

Participants

A purposeful sampling strategy was used. Older
patients who had visited the tailored PHC unit were
eligible to participate in the study. Participants were
recruited by nurses when they contacted or visited
the PHC unit. The inclusion criteria were being
75 years of age or older, having at least two chronic
diagnoses, having visited the tailored PHC unit at least
five times in the past year and being Swedish
speaking. The exclusion criterion was having a severe
psychiatric or neurological condition with severe cog-
nitive disabilities, but patients with minor cognitive
disabilities only could be included. Patients who were
or had been in a care relationship with the interviewer
(first author, UW), who has a nursing background,
were excluded in order to enable participants to speak
freely about both positive and negative experiences.
Those who met the inclusion criteria were given brief
oral and written information about the study by the
nurse. Written information was also available in the
PHC centre in the form of posters and leaflets.

The purposeful sampling strategy was used to
achieve a heterogeneous sample of participants based
on age and gender in order to obtain the richest pos-
sible data [25].

Patients interested in participating were contacted
by one of the authors (UW) for further verbal and writ-
ten information about the study and were given a few
days to consider participation. Then they were con-
tacted again and a time and place for the interview
was agreed upon with those who gave consent to
participate. One author (UW) conducted the interviews
with five men and 14 women in February to
September 2019. After 19 interviews and repeated
evaluation of the recordings, the researchers found
that there was sufficient information power. Therefore,
the number of participants was deemed to be suffi-
cient [27]. The characteristics of the participants are
shown in Table 1.

Data collection

A semi-structured interview guide was developed by
the authors, based on previous studies, discussions

within the research group and presentations at a sci-
entific seminar. Three pilot interviews were conducted
in order for the first author (UW) to further refine the
interview technique and to evaluate the questions. As
a result of these interviews, one question was added
to the interview guide: ‘When seeking care, what do
you want a primary health care unit for older patients
to do for you?’ which gave a more descriptive
response. Furthermore, follow-up questions were
added to deepen the responses [25]. The pilot inter-
views were not included in the final dataset.

The final interview guide contained open-ended
questions regarding older patients’ experiences of a
PHC unit for older patients (Appendix 1). The inter-
views took place at participants’ homes or the PHC
centre, and one was conducted by phone, according
to the participants’ wishes. Prior to the interview, writ-
ten informed consent and additional background data
were collected. The interviews were audio-recorded
and each interview lasted between 10 and 49min,
with a median of 24min. The initial four interviews
were transcribed verbatim by the author (UW), and
the remaining verbatim transcriptions were provided
by a professional transcriber. After each interview, the
material was checked by listening to the audio file
and reading the transcription. The transcribed inter-
views were imported into the software program NVivo

Table 1. Patients’ characteristics.
Characteristics Total (n)

Gender
Male 6
Female 13

Age groups (years)
80–84 5
85–89 10
90–94 4

Chronic diseases
2 10
3–5 7
6 or more 2

Visits (unit for eldely)
5 7
6 or more 11
Unknown 1

Marital status
Singel 12
Married 7

Domestic care
Yes 4
No 14
Occasional 1

Use of assistive devices
None 14
Walker outdoors 3
Walker indoors and outdoors 1
Wheelchair 1

Level of education
Elementary school < 9 years 13
Elementary school 9 years 1
College 3
University 2
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12 (QSR International, Melbourne, Australia) in order
to manage and code the data [28]. Each participant
was pseudonymised and given a number from 1
to 19.

Data analysis

Data were analysed using qualitative content analysis
with an inductive approach [25] to identify the under-
lying structure of older patients’ experiences of a tail-
ored PHC unit. The data analysis began when all 19
interviews were conducted. Regular discussions were
held during the interviewing period between the first
author (UW) and an experienced qualitative researcher
(ENS) to get an understanding of the aggregated data.
Initially, the transcriptions were read through several
times to become familiar with the material. Meaning
units that referred to the aim which was to describe
older patients’ experiences of a tailored PHC unit were
highlighted and then condensed into codes. The
authors (UW and ENS) discussed back and forth the
emerging codes, subcategories and categories, which
were compared for similarities and differences.
Furthermore, the emerging subcategories, categories
and quotes were discussed by analytical triangulation
[25] in the research group at repeated sessions.
Finally, all authors discussed the categorisation and
agreed upon the final version. Example of the analysis
process is provided in Table 2. The research group
consisted of an occupational therapist (LH), a phys-
ician (MH), a physiotherapist (ENS) and a district nurse
(UW), all with professional experience of care for older
patients in PHC. One author (UW) had experience
from working at the tailored PHC unit.

Ethical approval

The study was approved by the Regional Ethical
Review Board in Uppsala, approval number 2017/516,
and followed the principles defined in the Declaration
of Helsinki [29]. The audio files and transcriptions were
coded and saved on a password-protected server. The
code key and other relevant material is stored in a
safe locker accessible only to authorised personnel.
Only coded material was discussed among the
researchers. During a few interviews, health issues that
required further attention came to light and those par-
ticipants received contact with appropriate PHC pro-
fessionals for help.

Results

In the analysis, the theme In safe hands when in need
of primary health care emerged. The theme consists of
three categories and seven subcategories, which are
presented in Table 3. The findings are illustrated with
quotations from the participants, and Table 2 shows
an example of the analysis process, deriving codes,
subcategories and categories from the quotations.

Theme: in safe hands when in need of primary
health care

The tailored PHC unit was highly valued by the partici-
pants. Both structural and professional factors facili-
tated a more person-centred care and enabled the
older patients to participate in their care. This unit
provided care tailored to older patients’ needs and
was perceived as an improvement compared with
ordinary PHC centres. The participants felt that they
were in safe hands, and they emphasised that it was
the best thing that has happened in PHC.

Table 2. Example of the analysis process.
Quotes Coding Subcategory Category Theme

Because you get there and you feel the
tranquility, no urgency, nothing. Like
the first time I was there for an hour,
but goodness me, this can’t be true!

The importance of having
enough time when in
contact with the unit

Structural factors promoting
easy access and
continuity of care.

Feeling secure
as a patient

In safe hands when in
need of primary
health care

… it’s not loads of people running
around like ants and white coats and
it feels stressful, rather it’s a bit
relaxed environment, I would say,
you get that feeling, yes … I
experience it. And that’s good…

The importance of the
environment for older
people’s experience
of care

I have a treatment (laughs) right now
that is not very nice but but it will
be anyway because they are very
nice staff, it makes a big difference.

Older people feel that they
are treated kindly by
the staff

PHC professionals’
positive approach

I understand that you have a lot to do,
I think when I come I will be taken
care of so terribly, it’s fantastic

Older people feel that they
are taken care of when
in contact with the unit
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Category: being seen and participating in care
This category emerged from two subcategories which
refer to the participants’ experiences of being seen by
and interacting with PHC professionals. The category
indicates that the participants wanted to participate in
their care, which was facilitated when receiving under-
standable information and feeling listened to by a like-
able PHC professional.

Subcategory: being seen as a unique person with
individual needs
The participants talked about the importance of being
asked about their thoughts and feelings when in need
of care. They commented that their issues were taken
seriously and they felt listened to when in contact
with the professionals at the tailored PHC unit. They
further reported that they were not treated just as an
older patient but as an individual and they stressed
how important this was for them. They appreciated
feeling acknowledged as a person even though they
were severely ill and had many problems.

I can say that this is how you want to be treated, they
believe what I say and have ideas about what the
causes may be … Yes, that’s how I feel that it works
very well. (P5)

The participants reported that their need for infor-
mation was met at the tailored PHC unit. The informa-
tion was understandable, with clear instructions in
order to avoid misunderstandings. They further com-
mented that it was important for them to understand
their situation to avoid guesswork and misconceptions
about their conditions. They felt that PHC professio-
nals should make sure that the older patient has per-
ceived the information correctly before leaving the
consultation.

And then it’s good if the person is good at explaining,
as XX has done, she has explained and put in words
illustrating one thing and another.(P18)

Subcategory: building a mutual partnership
The participants stressed that they wanted to partici-
pate in their care and took the initiative by interacting
with PHC professionals at the tailored unit. They asked

questions about their condition in order to understand
how it affected them and they described their particu-
lar circumstances in order to receive the care they
needed. Moreover, they talked about the importance
of liking the professionals who were going to care for
them and having a feeling of getting along. The par-
ticipants commented that they dared to speak during
health care consultations if they felt an acquaintance
with the PHC professionals.

Yes, you get a trust … between us, huh, I think…
you know what to expect of each other pretty much
(laughs). It is worth a lot. (P19)

The participants pointed out that they were not
afraid of saying something stupid and that they could
discuss everything. They expressed feelings of being a
team with the PHC professionals at the tailored unit,
which they had not experienced at the ordinary
PHC centre.

And not just sitting and waiting, as now the doctor
will talk and inform, because I can also talk. You could
never do that before, no. (P10)

Category: feeling secure as a patient
This category concerned structural and professional
factors that affected the likelihood that the partici-
pants would feel secure through their contact with
the tailored PHC unit. The category revealed that easy
access, enough contact time and a calm environment,
along with the PHC professionals’ approach, increased
the participants’ ability to feel secure.

Subcategory: structural factors promoting easy
access and continuity of care
The tailored PHC unit offered easy contact, which was
highlighted by the participants as important for them
to feel confident that they would receive the care
they needed.

And I know when I go down there, I get help right
away, it’s been great. (P16)

Furthermore, the participants raised the issue of
having contact with the same PHC professionals. They
felt that repeatedly seeing the same person facilitated

Table 3. Overview of categories and subcategories describing older patients’ experiences of a tailored primary health care unit.
Theme Category Subcategory

In safe hands when in need
of primary health care

To receive the needed care Preventive activities to identify health issues in time
Multiprofessional competence to meet older people’s individual needs
Support and actions from PHC professionals to meet individual needs

To feel secure Structural factors promoting interaction and safety
The PHC professionals positive approach

To be seen and participate
in care

To build a mutual partnership
To be seen as a unique person /an individual with personal needs
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a close patient–professional relationship and was reas-
suring, making them feel safe and confident.

I’m not afraid as I was before, because then I got so
many different doctors up there. (P2)

Additionally, the participants emphasised time as
very important. When given enough time during
health care consultations, they felt calm and had the
opportunity to talk thoroughly about their health
problems. Their experience was that the PHC profes-
sionals at the tailored unit had enough time to listen
to them, which contributed to feelings of security.

They described the environment at the tailored
PHC unit as calm and relaxing, which they found help-
ful when they did not feel well. The atmosphere con-
tributed to feelings of not being ill and enabled the
participants to relax before health care visits. They
commented that this was a striking difference com-
pared to the ordinary PHC center, where there was a
much more stressful atmosphere.

You go here because it’s nice. It’s such a significant
difference, so it’s beyond comparison. (P11)

Subcategory: PHC professionals’ positive approach
The PHC professionals’ approach was described by the
participants as welcoming. This kind of welcoming
gave them a feeling of being important and that it
was pleasant for them to attend a unit that was just
for them. They stated that they did not have to worry
because they knew that the PHC professionals were
there for them. They felt trust that they were taken
seriously and could bring up anything they wanted to
discuss, no matter how big or small.

‘Yes, but you feel that … that they care … that’s
probably what I call trust.’ (P8) The participants further
reported that they perceived the PHC professionals at
the tailored unit as friendly, which also contributed to
their feeling that they would be taken care of. There
were descriptions of unpleasant treatments that were
easier to bear when administered by a nice PHC pro-
fessional. Furthermore, the participants felt that every-
one was willing to help them and that nothing
was impossible.

There is nothing that is impossible there, so to speak.
On the contrary, they are all willing to help, that’s
what’s so nice, both doctors and nurses and head
nurses and everything. (P2)

Category: receiving the needed care
This category consists of three subcategories revealing
that PHC professionals were perceived to have geriat-
ric competence and to take responsibility for the care

of older patients. Even though the participants experi-
enced that all their health problems were given full
attention, it emerged that the focus on preventive
care was limited.

Subcategory: support and actions from the PHC
professionals to meet individual needs
The participants observed that professionals at the
tailored PHC unit were thorough during consultations
and looked everything up. If there were any uncertain-
ties, they searched for answers to be able to establish
the right treatment; they would consider everything
and then talk it through with the patient. Everything
was attended to during visits and the participants said
they never had to remind the PHC professionals of
what needed to be done. The tailored PHC unit never
abandoned its responsibility of care, which was a com-
mon experience with the ordinary PHC centre. The
participants reported that they were offered follow-up
appointments to make sure everything worked out
well for them, and these actions made them feel sup-
ported and well taken care of.

He is great, he has called regularly, when I went to
the ordinary health centre then you barely got, then
you had to get up and ask for the answers
sometimes, no, so it is a huge difference, it is. (P2)

Subcategory: interprofessional competence to meet
older people’s individual needs
The participants highlighted the importance of being
taken care of, in terms of being acknowledged, under-
stood, thoroughly examined and receiving a diagnosis
and proper treatment according to their specific
needs. They perceived that the professionals at the
tailored PHC unit as having specialist knowledge
about age-related health problems, which they
described as reassuring. Just knowing that the tailored
PHC unit was focusing on older patients gave the par-
ticipants confidence that they were going to be taken
care of.

In cases where health issues could not be handled
at the tailored unit for older patients, the PHC profes-
sionals referred the patient to specialist care in order
to help them. The participants stressed that this dir-
ectly catered to their individual needs.

Despite the participants’ experience that they were
being taken care of by professionals with geriatric
competence, they expressed a further need for PHC
units for older patients to address social needs as well
as medical needs. They needed to know where and
whom to turn to in the municipality when in need of
domestic help. Some wished for a contact network to
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be incorporated at the tailored PHC unit in order to
facilitate such contact. Others wanted help to be con-
nected with people in a similar situation, to
reduce loneliness.

‘And then they can ask “Where do you live?” yes
then you live on the 3rd floor without an elevator.
“Yes, but then we have someone that we can contact
here at the municipality about where there are oppor-
tunities for you to join the queue or look for another
home that suits you, where you at least have an eleva-
tor or something.” Then you can have … take it in
connection with everything else … And then this
social thing with what there is, it is, I think, you should
connect them up, but then there must be resources,
people who, who the doctor can then give tips to and
you will get appointments and help and where to go.
Many old people may not know where to go?’ (P17)

Subcategory: preventive activities to identify health
issues in time
The participants reported that, when visiting the tail-
ored PHC unit, they felt well taken care of and had
the opportunity to review their medications, get
instructions about a preferable diet and appropriate
physical activities; however, they expressed a need for
preventive health check-ups. They said that they did
not seek care when experiencing minor health issues
and that it would be preferable to receive an invita-
tion to a preventive health check-up to detect and tar-
get health-related problems before they develop into
sickness. They thought that preventive care was hin-
dered by the financial constraints in the region, but it
would be favourable for both older persons and the
health care system. They suggested that there should
be a dietician connected to the unit for nutritional
advice, and some also wanted compulsory physical
exercise. They pointed out that they needed instruc-
tions and help to establish a routine with such activ-
ities, and if these were not compulsory it would not
be much exercise done at all.

and that there will not be so many old people who
will get sick, so we will prevent instead of taking care
of it when it is already too late (P17).

Discussion

This study is, to our knowledge, the first to explore
the experiences of older patients regarding tailored
PHC units in Sweden. Prior studies have shown that
there is an increased need for tailored interventions
based on older patients’ needs in order to further
refine PHC [7,18]. According to WHO [17], such

interventions are needed in order to improve the care
of older people. In Sweden, various PHC interventions
have been set up in order to enhance the care of
older patients, but there is a lack of scientific evalua-
tions to confirm whether these interventions actually
meet older patients’ needs.

Principal findings

The older patients who were interviewed in our study
were highly appreciative of the tailored PHC unit they
attended and emphasised that it was an improvement
in care compared to ordinary PHC centres. The theme
that emerged in our analysis of the interview tran-
scripts was that the participants experienced the unit
as a place where they were in safe hands when in
need of primary health care; moreover, they described
it as the best thing that has happened for older
patients in PHC. Previous findings by Vestjens [30]
have shown that a productive patient–professional
interaction can contribute to older patients’ wellbeing
and prevent decline in their health. In order to reach
that productive interaction, relevant expertise, time
and patient information are needed. Increased patient
contact time at PHC centre visits has been associated
with higher patient satisfaction [21], which is con-
firmed by the participants in our study; they emphas-
ised the importance of being allowed enough time to
build a partnership with PHC professionals. According
to Kelly [7], time constrains are a major obstacle to
patient-centred communication and an innovative
PHC would improve the wellbeing of older patients. In
an evaluation of a care approach for healthy ageing in
Europe [5], trust appears to be the foundation of the
partnership between older patients and care providers.
The participants in our study confirmed that a friendly
PHC professional made them feel safe. They high-
lighted continuity, easy access and a calm environ-
ment as important differences compared to the
ordinary PHC centre. Furthermore, having PHC profes-
sionals who cared about them and attended to their
individual needs was something they had not experi-
enced at the ordinary PHC centre.

The participants reported that they were able to
participate in their care at the tailored PHC unit.
Previous studies concluded that, if professionals give
insufficient support and do not involve older patients
and consider their special needs, these patients will
have difficulties to participate in their care [7,18].

Another neglected issue is how health services
should adapt in order to invite older patients to par-
ticipate in designing tailored care [6]. A study in the
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Netherlands by Hoogendijk [11] evaluating integrated
care programmes showed that these programmes
have limited evidence for effectiveness; however, they
tend to focus on health care costs and not perceived
quality of care. Hence, King et al. [31] reported that an
intervention with gerontology nurse specialists in pri-
mary care was highly regarded by both older patients
and professionals. King et al. argued that individual
value is rarely acknowledged but should be seen as a
vital component in the care of older patients.

The participants in our study expressed a wish for
preventive health check-ups and activities, although
they believed that financial constraints would be an
issue. Bleijenberg [13] argued that the health care sec-
tor needs financial compensation in order to be able
to provide proactive care to older patients. The partici-
pants in our study talked about the importance of
integrating social services at the PHC unit. Indeed,
other studies [3,12,32,33] have concluded that an inte-
grated care approach tailored to older patients’ needs
is necessary for a more comprehensive geriatric pri-
mary care model. According to Briggs [10], interven-
tions that focus on integrating health and social care
are needed to better understand person-centred out-
comes and experiences of care. This is in line with the
suggestion by WHO [17] that services need to be coor-
dinated according to older people’s preferences, needs
and goals.

This study has shown that older patients have a
need for a tailored PHC environment with generous
contact time in order to feel safe in the knowledge
that their needs will be met. They also need prevent-
ive health check-ups and an enhanced coordination
between social and health care.

PHC centres should strive to create a calm environ-
ment, secure geriatric competence and enable enough
contact time with older patients to be able to meet
their needs. Furthermore, to improve wellbeing, PHC
centres should incorporate social services along with
preventive health check-ups for older patients.

Future studies ought to include informal carers,
since they play a crucial part in many older patients’
lives [3,8,12] and understand the person’s individ-
ual needs.

Our study has shown that older patients greatly val-
ued having a tailored PHC unit. Whether such units
are also cost-effective is still unknown, and this ought
to be established as the next evaluation step. It would
be preferable to combine an evaluation of patient-
reported outcomes and cost-effectiveness to reach a
holistic understanding about the care of older patients
in PHC.

Strengths and weaknesses of the study

This qualitative study has both strengths and limita-
tions that needs to be considered when interpreting
the findings. We employed a qualitative study design
based on individual interviews with open-ended ques-
tions, allowing participants to express their experien-
ces [25]. The knowledge that the interviewer was a
health care professional may have restrained the par-
ticipants from speaking freely about the tailored PHC
unit. To counteract this, the participants were able to
choose the place for the interview and efforts were
made to create a relaxed and permissive atmosphere.
The participants expressed ideas of improvement of
the tailored PHC unit which indicates that they felt
free to speak during the interviews despite knowledge
of the interviewers (UW) occupation. The data were
analysed systematically and close to the text by using
qualitative content analysis [25]. To strengthen con-
firmability, continuous discussions were held through-
out the analysis process, and the entire research
group approved the findings. The research group con-
sisted of a district nurse (UW), a physiotherapist (ENS),
an occupational therapist (LH) and a physician (MH).
This multidisciplinary research group has good scien-
tific knowledge and clinical experience of treating
older patients in PHC. The preunderstanding of PHC
may have affected the data collection, analysis and
results. The first author (UW) had working experience
from the tailored PHC unit with an awareness of the
importance of improving the care of older patients in
PHC. However, these perspectives were considered
throughout the performance of the study and continu-
ous discussions were held between the authors and
the final categories were discussed at a seminar in a
larger research environment to enhance trustworthi-
ness. The interview guide was pilot-tested and none
of the participants had a caring relationship with the
researchers, which strengthens credibility. Neither tran-
scripts or findings were returned to participants
for comments.

In this qualitative research there are no claims of
generalisability, although the findings may be transfer-
able to similar settings.

Conclusion and implications for policy
and practice

A tailored PHC unit for older patients was appreciated
by the study participants in the target group. They
described it as a place where they could be in safe
hands when in need of primary health care, and they
emphasised that it was an improvement in care
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compared to ordinary PHC centres. The results provide
insights into older patients’ experiences, which can be
helpful in the ongoing process of improving the care
of older persons in PHC.
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Appendix 1

Interview guide

1. When visiting the primary health care unit for older
patients, what is important for you?

2. Can you tell me about your last visit to the primary
health care unit for older patients?

3. Can you tell me about a visit that has worked out well
for you?

4. Can you tell me about a visit that has worked out less
well for you?

Follow-up questions if the answers did not emerge
spontaneously:

What was the reason for the visit? Who did you meet?
What happened?

5. When seeking care, what do you want a primary health
care unit for older patients to do for you?

6. Is there anything more you want to tell me that we have
not talked about already?

Follow-up questions:

Do you want to describe more closely… ?
Can you tell more about… ?
How did you experience that?
How do you mean?
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