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A B S T R A C T   

Age-friendly Primary Health Care by the World Health Organization (WHO) provided a frame-
work to guide countries in developing concrete and appropriate care in the health system, 
including encouraging the development of an Age-Friendly Hospital (AFH) care network. The 
study aimed to develop and evaluate the psychometric properties of the AFH scale (AFHS) in 
older adults. A cross-sectional study collected and analyzed data from 330 older adults between 
June 2018 and June 2019. The instrument was developed and validated according to the pro-
posed guidelines. The study involved item generation and scale development, including content 
and face validity, pilot testing, exploratory factor analysis (EFA), internal consistency, and test- 
retest reliability. EFA was performed using principal axis factoring with a promax rotation. The 
original model of four factors and 22 items was conducted. Three factors with eigenvalues greater 
than one were extracted, and the scree plot examination confirmed the retention of three factors 
with 22 items after performing EFA. Using the EFA, we identified three main factors: care pro-
cesses, communication and service, and physical environment. The developed scale can 
contribute to establishing AFH and quality healthcare institutions. It may be a valuable reference 
for healthcare facilities to evaluate and enhance their services, considering factors like limited 
resources and workforce. Furthermore, this scale can facilitate continuous improvement and long- 
term development of age-friendly healthcare institutions.   

1. Introduction 

The population above the age of 65 years is growing more rapidly than the population below that age. The global population of 65 
and above is projected to rise from 10% in 2022 to 16% in 2050 [1]. Taiwan is encountering increasing population aging, as in other 
Asian countries [2]. According to household registration statistics data analysis in Oct 2022, the number of people over 65 in Taiwan is 
4,042,790, accounting for 17.42 % of the total population [3]. According to the National Development Commission, the older adult 
population in Taiwan is projected to exceed 20 % by 2026, and it will enter a super-aged society [4]. With the increase in the older 
adult population, the demand for medical care is also rising rapidly [5–7]. According to the statistics of the Central Health Insurance 
Administration, the medical expenses of the older adult population accounted for 37.3 % of the total expenses in 2017, increasing to 
38.2 % in 2018 [8]. Most older adults will face health threats, disabilities, and even frailty, leading to an increase in medical and social 
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burdens will increase [9,10]. It is necessary to establish AFH for older adults, as many of them have multiple comorbidities, frailty, and 
sensory impairments, requiring care from professional providers representing various disciplines [11,12], and improve the quality of 
life of the elderly [13,14]. 

As people age, they are more likely to need medical care due to an increased risk of chronic diseases [15]. The WHO introduced the 
Age-friendly Primary Health Care concept, providing a framework to guide countries in developing concrete and appropriate 
healthcare systems, including encouraging the establishment of an AFH care network [16]. AFH is an integral part of Age-friendly 
Primary Health Care [16], characterized by three general principles. The first principle emphasizes that professional healthcare 
providers in AFH receive information, education, and training in the core competencies of elder care. At the same time, older adults 
and their informal caregivers are educated in health literacy for disease management and health promotion. The second principle 
involves AFH adopting age-appropriate administrative procedures and providing a continuum of care across primary, secondary, and 
tertiary levels of healthcare. The last principle centers on AFH implementing universal design principles in the physical environment, 
ensuring facilities are accessible and convenient for all. Additionally, AFH aims to have easily readable signage, provide safe and 
affordable transportation options, and offer access to various community-based resources, including volunteers to assist older adults 
[16,17]. 

AFH is defined as well-trained professional healthcare providers with geriatric knowledge and skills in multidisciplinary delivery of 
available and accessible care to elders and families by adopting appropriate communication, service, and care through respect and 
dignity in the hospital [12,18]. The Ministry of Health and Welfare of Taiwan established the contents of AFH based on age-friendly 
primary health care [16,17] and health promotion, developed in 2009 [19]. The major domains included management policy, 
communication and services, care processes, and physical environment [16,20–23]. The management policy involved recruiting 
medical staff with geriatric knowledge and skills caring for older adults and their families. The hospital wrote guidelines about 

Fig. 1. Research framework.  
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organizational support, continuous monitoring, and improvement through respected dignity and collaboration among elders. The 
communication and services domain included two sub-standards of communication and service. In the communication sub-standard, 
hospital staff provided health education and hospital information age-appropriate to older people and their families, covering fee 
schedules, medications, and registration procedures. For older patients, AFH provided age-appropriate educational material to pa-
tients and families and respected their ability and right in decision-making. In service sub-standard, AFH developed volunteer pro-
grams to support patients in reception, navigation, transportation, reading, writing, and accompanying in outpatient and inpatient 
services. The care process domain included three sub-standards: patient assessment, intervention, management, community 

Table 1 
Factor structure and item analysis of the 22-item Age-friendly Hospital Satisfactory Scale.  

Factor/Item Mean 
(SD) 

Item-subtotal 
correlation 

Item-total 
correlation 

skewness kurtosis 

Factor 1: Physical Environment 
PE01 The hospital provides a suitable environment for the elderly (including bright 

light, moderate air conditioning [heating and cooling], non-slip floor, sturdy 
furniture, safe walkways, stairs, etc.). 

4.30 
(0.55) 

. 805** .719** − .127 .046 

PE02 The overall environment of the hospital is clean, comfortable, and quiet. 4.13 
(0.77) 

.767** .629** − .718 .350 

PE03 The hospital has emergency alarm equipment (in the toilet, bathroom, or 
bedside of the inpatient ward, etc.). 

4.50 
(0.55) 

.728** .688** − .489 − .851 

PE04 According to the needs of the elderly, the hospital has multiple barrier-free 
facilities (including toilets, service desks, etc.). 

4.34 
(0.55) 

.875** .770** − .169 − .076 

PE05 The hospital’s external transportation is convenient (such as a shuttle bus), and 
parking is convenient. 

4.13 
(0.31) 

.823** .747** − .449 − .071 

PE06 There is a drop-off point at the hospital’s main entrance, and service personnel 
is arranged to assist. 

4.13 
(0.68) 

.848** .783** − .164 − .846 

PE07 There is a space for getting on and off the car and mobility aids (such as 
wheelchairs) in the hospital for the disabled. 

4.63 
(0.52) 

.538** .686** − .863 − .529 

PE08 There are clear and precise instruction strips or kanbans in the hospital to 
guide the direction. 

4.57 
(0.56) 

.579** .715** − .973 .543 

Factor 2: Communication and Service 
CS01 All staff in the hospital wear identification cards and are easy to identify. 4.62 

(0.52) 
.769** .740** − .848 − .558 

CS02 Hospital staff treat elders with respect and understandable language. 4.62 
(0.54) 

.714** .640** − 1.076 .140 

CS03 For hospital services (such as age-friendly base: laboratory Priority service for 
the elderly over the age of 80), charging standards, registration procedures, etc., 
provided in a way suitable for the elderly. 

4.23 
(0.66) 

.897** .799** − .293 − .769 

CS04 For outpatient clinics, inspections, or related procedures (such as price 
approval, drug consultation, etc.), priority services for the elderly are provided 
to reduce the waiting time for the elderly. 

4.22 
(0.67) 

.896** .799** − .355 − .551 

CS 05 The hospital has volunteered in outpatient or inpatient departments to assist 
patients in appropriate ways (including guidance, transportation, reading and 
writing, companionship, etc.). 

4.29 
(0.59) 

.853** .844** − .162 − .574 

CS06 The hospital provides healthcare teaching tools or printed materials designed 
and used in a way suitable for the elderly. 

4.36 
(0.58) 

.855** .846** − .263 − .691 

Factor 3: Care Processes 
CP01 The doctor carefully examines the condition of the elderly and explains in 

detail. 
4.56 
(0.55) 

.759** .742** − .753 − .520 

CP02 Adjustments will be made according to the condition of elderly patients during 
various examinations, treatments, or operations. 

4.50 
(0.55) 

.844** .788** − .501 − .840 

CP03 Inform patients (or caregivers) of the examination results of elderly patients 
and the factors that affect their health, and jointly formulate care goals. 

4.46 
(0.56) 

.870** .809** − .375 − .891 

CP04 The hospital provides patients or family members with health education 
information related to healthy aging or various diseases. 

4.26 
(0.60) 

.888** .845** − .177 − .545 

CP05 Depending on the condition of elderly patients, refer them to other specialists, 
nutritionists, and health teachers. Other professionals or referral links to related 
resources (such as assistive device centers, long-term care centers, etc.) 

4.13 
(0.66) 

.883** .823** − .141 − .693 

CP06 Provide discharge preparation services for elderly people (including health 
education, information provision, resource referral, etc.) 

4.11 
(0.66) 

.872** .810** − .117 − .711 

Factor 4: Management Policy 
MP01 In response to the needs of the aging population, the hospital has set up a 

“Geriatric Medicine” outpatient clinic and has senior care professionals to 
achieve integration and provide holistic care for the elderly. 

4.05 
(0.70) 

.918** .783** − .062 − .938 

MP02 Overall impression of our hospital’s “age-friendly environment." 4.50 
(0.54) 

.856** .785** − .358 − 1.128 

Overall (22 items) 4.34 
(0.46)     

Physical Environment: PE; Communication and Service: CS; Care Processes: CP; Management policy: MP. 
*p<.05, **p < .01, ***p < .001. 
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partnership, and continuity of care. In patient assessment sub-standard, AFH had age- and gender-appropriately geriatric strategies to 
screen, assess, and monitor patients’ health condition needs for health promotion and disease management. In intervention and 
management sub-standard, AFH delivered health literacy to patients and families, multidisciplinary medical staff provided age-and 
gender-appropriate care to patients and made the discharge plan as early as possible. In community partnership and continuity of 
care, AFH collaborated with and referred other health care (e.g., social resources, commune health station) and social care when 
patients need continuity of care or assistive device. The domain of the physical environment encompassed three sub-standards: general 
environment and equipment, transportation, and accessibility, as well as signage and identification. In the general environment and 
equipment sub-standard, AFH adopted Universal Design, such as good lighting, non-slip floor surfaces, stable furniture, clear and hand 
railings on both side walkways and emergency alarm systems in toilets and bathing facilities. In transportation and accessibility 
sub-standard, AFH’s main entrance had enough space for passengers drop off/pick up area, and staff assisted patients with disabilities. 
In the signage and identification sub-standard, AFH adopted simple and easily readable signage to orientate, and staff used name 
badges and name boards for easy identification. 

The concept of AFH has been addressed for more than a decade. Research on AFH has been investigated, but most of them 
developed from the perspective of medical professionals or authorities [18,24], such as hospital-based care of older adults in Canada 
[21], Australia [23], and the United States [25], Korea [26], Iran [27], Indian [28]. To sum up, many studies have not explored the 
needs of AFH from the perspective of hospitalized elderly individuals. However, the ideal framework of AFH should consider per-
spectives from the policymaker, medical staff, and older adults [29]. This study aims to develop and evaluate the psychometric 
properties of the needs of health services in AFH from the perspective of older patients, aiming to deliver the most appropriate geriatric 
care and facilitate better health outcomes. 

2. Materials and methods 

2.1. Study design 

A cross-sectional and descriptive design was applied to develop and test the AFHS scale for older adults. Based on guidelines for 
scale development, the study included item generation and scale development, including content and face validity, pilot testing, EFA, 
and internal consistency reliability [30]. 

2.2. Developing the scale 

The development and validation of the instrument were conducted according to the guidelines proposed by DeVellis [31]. Fig. 1 
presents the research framework. 

2.2.1. Item generation 
The National Health Administration of the Ministry of Health and Welfare [17,19] constructed and wrote the framework of AFH in 

Taiwan. The items were discussed by multidiscipline experts, including two public health researchers, two medical directors of 
hospitals, three the director of AFH, physical environment architects, geriatric doctors, and nurses, were discussed to determine 
definitions, attributes, and instrument items based on the framework of AFH [19] and the literature [12,18]. Finally, the scale of AFH 
consists of 4 domains and 22 items (Table 1). 

2.2.2. Content and face validity 
A panel of experts examined the relevance and appropriateness of the items on the AFHS. The panel included seven experts: two 

nursing professors, three nursing home directors, and two medical doctors specializing in geriatric care. Initially, the experts indicated 
that some items were clear, equal, and readable based on their attributions, but they found that other items’ attributions were unclear. 
Therefore, those items were revised. All items from the first draft were retained except for those requiring revision. After the item 
revision, the second draft’s equivalence, clarity, and readability scores were 0.97, 0.98, and 0.98, respectively. The acceptable level for 
the item-level content validity index (I-CVI) and scale-level content validity index (S-CVI) should be greater than 0.80 [32]. The I-CVI 
ranged from 0.92 to 1.00, and the S-CVI/Ave was 0.97–1.04. Thus, the 22 items demonstrated acceptable content validity without 
revision. (Table 1). 

2.3. Pilot testing 

A pilot study of the AFHS was conducted to determine item clarity, ease of understanding, and time required for completion. At 
least 30 participants were recruited for the pilot study [33]. After obtaining approval from the Institutional Review Board, a conve-
nience sample of 30 elderly inpatients was recruited and invited to complete the scale, evaluate its ease of understanding, and use it 
when they visited the geriatric clinic in the waiting area in eastern Taiwan. No identifying or demographic information was requested. 

2.4. Samples and setting 

Study participants were selected from outpatient department older adults using the following inclusion criteria: (1) over 65 years 
old in the regional teaching hospital; (2) who were conscious, and able to communicate in Chinese or Taiwanese, (3) willing to 
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participate in the research. Eligible cases were referred by the attending physicians, and they were explained the study by the re-
searchers. Because a new scale is created, the number of samples received is estimated as follows: the clear standard is 100 for poor, 
200 for average, 300 for good, and more than 500 for very good, more than 1000 is considered excellent. In the study, 300 cases were 
accepted, and the sample attrition rate was estimated to be 10 %, resulting in 330 cases [34]. 

2.5. Ethical consideration 

The study was approved by the Hospital Ethics Committee’s Institutional Review Board (IRB No. MCH-14-03-003). Written consent 
was obtained after explaining the purpose of the study to the participants, ensuring the anonymity of their participation, emphasizing 
voluntary participation, explaining their right to withdraw at any time, and assuring confidentiality during data processing and 
analysis. 

2.6. Data collection 

After obtaining Institutional Review Board approval, patients who met the inclusion criteria were referred to the study by the 
inpatient center. Informed consent was obtained from participants, and data were collected from June 2018 to June 2019. De-
mographic data collected included gender, age, marital status, education, and occupation. There were 330 questionnaires distributed 
and recovered. 

3. Data analysis 

Descriptive statistics for the categorical variables included distributions and percentages, with continuous variables illustrated as 
the means and standard deviations (SDs). Item analyses evaluated item means, standard deviations, item-total, and item-subscale 
correlations [32]. Items with item-total correlations below 0.10 or above 0.70 should be evaluated, revised, or deleted [32]. Item 
analyses explored the relevance and appropriateness between items and domains. The skewness was between − 3 to 3, and the kurtosis 
was between − 10 to 10, indicating a normal distribution [35]. 

EFA was used to analyze the structure of the theoretical model, in which links between the items and factors are unknown or 
uncertain during the early stages of research for instrument development. EFA serves three purposes: (i) to assess the score validity, (ii) 
to develop theories regarding the nature of constructs, and (iii) to summarize relationships in the form of a reduced set of factor scores 
that can then be used in analyses such as analysis of variance, regression, or descriptive discriminant analyses [36]. For running EFA, 
the sample size should be five to ten times the number of variables [37]. The following criteria determined the number of factors to 
retain, including factor loading >0.4 and eigenvalues greater than 1.0. The items underwent EFA using principal axis factoring and a 
promax rotation. Cronbach’s alpha coefficient was used to assess internal consistency reliability. After three months, 30 patients 
repeated the instruments to evaluate test-retest stability. 

The SPSS v. 22 (SPSS Inc., Chicago, IL, USA) statistical software package was used for the descriptive data, item analysis, and EFA. 
Techniques of EFA used to determine factor structure included scree plot examination and eigenvalues over one. 

Table 2 
Characteristics of study participants (N = 330).  

Variable N % 

Age (years, mean ± SD) 75.38 ± 7.85 
65–74 year 166 50.3 
75–84 year 102 30.9 
≧85 year 62 18.8 

Gender 
Female 154 46.7 
Male 176 53.3 

Education 
Illiterate 88 26.7 
Japanese education 40 12.1 
Elementary school 130 39.4 
Junior high school 36 10.9 
Senior high school 19 5.8 
Above College 17 5.2 

Economic status 
Not enough 106 32.1 
Fair 169 51.2 
Enough 51 15.5 
Better 4 1.2 

Marital status 
Single/Divorced/Widow 132 40.0 
Married/partner 198 60.0  
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4. Results 

4.1. Demographic characteristics 

Three hundred thirty older adults responded with an average age of 75.38 (SD = 7.85) (range: 64–102 years), and more than half of 
the patients were men (53.3 %). Approximately 39.4 % (n = 130) had an elementary education, unemployed (n = 295, 89.4 %), 
married or with a partner (n = 198, 60.0 %), and lived with family (n = 267, 80.9 %). Over half of them perceived themselves as in fair 
economic status (n = 169, 51.2 %). The demographic characteristics of older adults are presented in Table 2. 

4.2. Item analysis 

Item analysis included item means, SDs, item-subtotal, and item-total correlations (Table 1). All item-total and item-subtotal 
correlations were above 0.30. Most item-subscale correlations are substantially larger than item-total, except for item7 and 8, 
which indicated that the discriminant validity of a four-factor AFHS was initially not supported. 

The mean scores for each item ranged from 4.11 to 4.63 (SD = 0.31–0.77). The range of skewness was − 0.09–1.08, and kurtosis 
ranged from 0.05 ~ − 1.13, which indicated a normal distribution. Therefore, a 22-item AFHS instrument was used for factor analysis 
in advance. 

4.3. EFA 

EFA applied principal axis factoring with a promax rotation. The original model of three factors and 22 items was conducted. The 
Kaiser-Meyer-Olkin (KMO) test indicated adequate sampling, and Bartlett’s sphericity test value was χ2 = 8149.16 (p < .001), which 
shows that the sample was appropriate for factor analysis. Three factors exhibited eigenvalues greater than one, and the scree plot 
examination showed three factors with 22 items after performing EFA. Therefore, EFA was conducted using a forced 3-factor structure. 
The explained variances for each factor were 58.69 %, 9.23 %, and 5.52 %, respectively, adding to a total variance of 73.43 %. Ei-
genvalues for the three factors were 12.91, 2.03, and 1.21, respectively (Fig. 2). 

4.4. Internal consistency 

After performing EFA, Cronbach’s alpha was .965 for the 22-item scale (Table 3), 0.955 with Factor 1 (Care Processes), 0.887 with 
Factor 2(Communication and Service), and 0.887 with Factor 3(Physical Environment), respectively. 

Test-retest reliability at three months resulted in a correlation coefficient of r = 0.70 (p < .001), which is considered acceptable [38] 
(Table 3). 

Fig. 2. Scree plot of exploratory factor analysis.  
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5. Discussion 

In recent years, countries have successively introduced the concept of AFH health care, providing an excellent medical environment 
for older adults, encouraging medical care institutions to participate in the establishment of AFH health care, and making AFH care 
services widely available, popular, and suitable to provide a variety of AFH services. In this study, we systematically developed an 
instrument to assess elderly inpatients in hospitals based on the scale development guideline by DeVellis [31]. We confirmed that the 
scale has acceptable reliability and validity. According to the results of AFHS and an extensive literature review, the hospital provided 
a physical environment, communication and service, care processes, and management policy from policymakers’ perspectives [16,17]. 
The AFHS was structured as a 22–item instrument under four factors. Each factor consists of items that reflect the age-friendly con-
cept’s role. 

The AFHS is a valid and reliable instrument for exploring the satisfactory contents of an AFH. The AFHS was developed by the 
framework of AFH [19] and an extensive literature review [12,18]. Multidisciplinary experts discussed to determine definitions, at-
tributes, and instrument items generated items and analyzed their psychometric characteristics. 

All item-total and item-subtotal correlations were above 0.30. Most of the correlations of item-subscale are substantially larger than 

Table 3 
Factor structure and Cronbach’s alpha of the 22-item Age-friendly Hospital Scale.  

Factor/Item Factor 
1 

Factor 
2 

Factor 
3 

Cronbach’s 
alpha 

Factor 1: Care Processes    0.955 
CP06 Provide discharge preparation services for elderly people (including health education, information 

provision, resource referral, etc.) 
.837    

CP05 Depending on the condition of elderly patients, refer them to other specialists, nutritionists, and health 
teachers. Other professionals or referral links to related resources (such as assistive device centers, long- 
term care centers, etc.) 

.815    

MP01 In response to the needs of the aging population, the hospital has set up a “Geriatric Medicine” 
outpatient 
clinic, and has senior care professionals to achieve 
integration and provide holistic care for the elderly. 

.784    

CS04 For outpatient clinics, inspections, or related procedures (such as price approval, drug consultation, 
etc.), priority services for the elderly are provided to reduce the waiting time for the elderly. 

.756    

CS03 For hospital services (such as age-friendly base: laboratory Priority service for the elderly over the age 
of 80), charging standards, registration procedures, etc., provided in a way suitable for the elderly. 

.755    

CP04 The hospital provides patients or family members with health education information related to healthy 
aging 
or various diseases. 

.702    

CS05 The hospital has volunteered in outpatient or inpatient departments to assist patients in appropriate 
ways (including guidance, transportation, reading and writing, companionship, etc.). 

.657    

CS06 The hospital provides healthcare teaching tools or printed materials designed and used in a way 
suitable for the elderly. 

.644    

Factor 2: Communication and Service    0.937 
CS01 All staff in the hospital wear identification cards and are easy to identify.  .829   
PE07 There is a space for getting on and off the car, and mobility aids (such as wheelchairs) in the hospital 

for the disabled.  
.801   

CS02 Hospital staff treat elders with respect and understandable language.  .789   
PE08 There are clear and precise instruction strips or kanbans in the hospital to guide the direction.  .782   
CP01 The doctor carefully examines the condition of the elderly and explains in detail.  .725   
CP02 Adjustments will be made according to the condition of elderly patients during various examinations, 

treatments, or operations.  
.676   

CP03 Inform patients (or caregivers) of the examination results of elderly patients and the factors that affect 
their health, and jointly formulate care goals.  

.603   

MP02 Overall impression of our hospital’s “age-friendly environment."  .598   
Factor 3: Physical Environment    0.887 
PE04 According to the needs of the elderly, the hospital has multiple barrier-free facilities (including toilets, 

service 
desks, etc.).    

.742 

PE02 The overall environment of the hospital is clean, comfortable, and quiet.    .722 
PE01 The hospital provides a suitable environment for the elderly (including bright light, moderate air 

conditioning [heating and cooling], non-slip floor, sturdy furniture, safe walkways, stairs, etc.).    
.710 

PE06 There is a drop-off point at the hospital’s main entrance, and service personnel is arranged to assist.    .648 
PE05 The hospital’s external transportation is convenient (such as a shuttle bus), and parking is convenient.    .627 
PE03 The hospital has emergency alarm equipment (in the toilet, bathroom, or bedside of the inpatient ward, 

etc.).    
.559 

Eigenvalue 12.91 2.03 1.21  
Explained Variance(%) 58.69 9.23 5.52  
Overall Cronbach’s alpha    0.965 

Note. The number in bold indicates the factor loading of Age-friendly Hospital Satisfactory Scale items. 
Physical Environment: PE; Communication and Service: CS; Care Processes: CP; Management policy: MP. 
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item-total, except item7 and 8, which indicated that the initial discriminant validity of a four-factor AFHS was not supported. The 
results of item-total and item-subtotal correlations did not keep them. This scale has been reduced from four factors to three factors. 
The possible reason is that the scale users are elderly patients, so the policy factor has been reduced. It may also be that only two items 
in the policy factor cannot constitute a factor [31]. Another possibility is with the management policy item, “This hospital prepares for 
the needs of aging persons, establishes a department of geriatrics, sets up comprehensive outpatient evaluations, and is assisted by 
professional case managers in elderly care to provide holistic care for elderly persons.” Because most inpatients do not use it after 
passing these geriatrics-related services [39,40], the scale needs to be explored further. 

Correlation analyses of item analysis indicated a strong association between items-total and item-subscale. The values of item- 
subtotal correlations were greater than item-total correlations, indicating those items possessed item discrimination. 

After the original theoretical model contained four factors-physical environments, communication and services, care processes, 
community services, and management policy [17,20–23], the internal consistency reliability represents the degree of correlation 
among items and indicates how many items should be retained in the instrument [31]. The Cronbach’s coefficient alpha should be in 
the range of 0.7–0.9. The value of internal consistency among the items in communication and service (8 items), as well as care process 
(8 items), exceeded 0.9; shortening of the instrument should be considered [31] in the future. 

Hospital standards define this assessment scale with health, humanity, and human rights as the core value assessment scale. It 
envisions improving older adults’ health, dignity, and participation, covering four major aspects of management policies, commu-
nication, and services, physical environment, care processes, etc., to provide healthcare institutions with a reference for introducing 
and self-assessing implementation progress [41]. The scale offers an independent tool to assess, track, and improve age-friendly ac-
tivities in hospitals, creating a friendly, supportive, respectful, and accessible healing environment that meets the unique needs of the 
elderly according to their needs, and promoting healthy, effective, whole-person, patient-centered, and coordinated care. This aims to 
empower older adults and their families to take control over their health and care, prevent and delay the occurrence of aging disability, 
and provide older adults with the greatest opportunity for friendly care throughout the aging process. 

6. Conclusion 

This AFHS can provide hospitals and quality institutions that are friendly to the elderly and health care with a basis for reviewing 
the limited workforce, time, and funds of the current hospital operation and for gradual improvement in the improvement process. It 
can become a standard reference index for institutions that develop quality improvement work in the long-term development of age- 
friendly healthcare hospitals in the future. 

7. Limitations 

The object of this study is elderly inpatients, and the hospital service model includes outpatient and emergency services. Therefore, 
this study’s AFH service satisfaction results are suitable for interpreting inpatients and do not represent outpatient and emergency 
services. Due to convenience, the research objects of this study are inpatients in a hospital in eastern Taiwan as the data source, and it is 
difficult to generalize to patients in the overall medical system, which limits the generalizability of the results of this study. 
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