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1 | INTRODUCTION

Abstract

The retirement village (RV) population is a growing one, with many residents having
unmet healthcare needs. Despite this, there is a relative paucity of research in the RV
community. We previously performed a randomised controlled trial (RCT) of a multi-
disciplinary (MD) nurse-led community intervention versus usual care within 33 RVs in
Auckland, New Zealand. Participant acceptability is an important aspect in assessing
intervention feasibility and effectiveness. The aim of this current qualitative study was
to assess the acceptability of the intervention in participating residents. Data were col-
lected using semi-structured interviews designed around the Theoretical Framework
of Acceptability. Thematic analysis was undertaken using a general inductive approach.
Of the 199 participants in the intervention arm of the original RCT, 27 were invited to
take part in this qualitative study. Fifteen participants were recruited with a median
age of 89years, 10 were female and all were of European ethnicity. Participants were
generally positive about the intervention and research processes. Three themes were
identified: (1) participants' understanding of intervention aims and effectiveness; (2) the
importance of older adult involvement and (3) level of comfort in the research process.
Despite the MD intervention being deemed acceptable across several domains, results
provided learning points for the future design of MD interventions in RV residents and
older adults more generally. We recommend that future intervention studies incorpo-

rate co-design methodologies which may improve the likelihood of intervention success.

KEYWORDS
community intervention, evaluating complex interventions, multidisciplinary teams, patient
perspectives, qualitative analysis

a need for appropriate housing, healthcare and services to meet the

needs of this group (Yeung et al., 2017).

Population ageing is a phenomenon occurring across the globe
(Cornwall & Davey, 2004). In many countries, the concept of ‘ageing
in place’ is favoured, where older adults requiring support remain
in their own homes or supported accommodation for longer before

entering long-term care (LTC) facilities (Davey, 2006). Thus, there is

Concurrent with the rise of the ageing population, the last
30years have seen a boom in the Aotearoa New Zealand (NZ)
Retirement Village (RV) sector, elsewhere known as continuing
care retirement communities, where approximately 14% of the NZ

over 75-year-old population live (Jones Lang LaSalle, 2021). RVs are
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unlike LTC facilities (known as rest homes and private hospitals in
New Zealand, and internationally as nursing homes) that provide
24-h personal care and health supervision for the frailest older
people who can no longer live independently. Instead, RVs provide
private accommodation for independent older people in a commu-
nal setting and fill a gap in the housing market by offering services
and support, while promoting independence, security and privacy
(Yeung et al., 2017).

In response to the ageing population and the corresponding
changing patterns of health needs, there has been increased interest
in healthcare integration and multidisciplinary (MD) care approaches
(Mitchell et al., 2008). These approaches aim to prevent, defer and
reduce demands on the secondary and tertiary health sectors, while
improving health by managing healthcare needs in a community
setting (Mitchell et al., 2008). In MD care, the individual is typically
assessed by several professionals who may have separate but inter-
related roles and maintain their own disciplinary boundaries (Ellis &
Sevdalis, 2019). Core principles of a MD meeting include involving
the individual, the establishment of patient-centred goals, repre-
sentation from key disciplines and the communication of suggested
healthcare actions (Ellis & Sevdalis, 2019). The higher rates of multi-
ple, chronic morbidities that occur in ageing populations mean that
a team-based approach is often required for effective management
(Ellis & Sevdalis, 2019).

To establish successful interventions that improve health, an un-
derstanding of needs and preferences is required and consideration
of the individual experience should be prioritised in healthcare inter-
vention development (Lee, 2017). Intervention effectiveness can be
evaluated in a number of ways, with participant acceptability being
one important outcome measure (Sekhon et al., 2017). Multiple
components and concepts contribute to ‘acceptability’ and Sekhon
et al. (2017) defined acceptability in the Theoretical Framework of
Acceptability as a multi-faceted concept that determines the extent
to which a healthcare intervention is appropriate to both individ-
uals and providers, based on anticipated or experiential cognitive
and emotional responses. The seven components of the framework
are as follows: affective attitude (how an individual feels), burden
(perceived effort required to participate), ethicality (extent to which
the intervention fits with an individual's values), intervention coher-
ence (extent to which the individual understands the intervention),
opportunity costs (sacrifices/burden to participate), perceived ef-
fectiveness (the extent to which the participant perceives the inter-
vention to succeed) and self-efficacy (the participant's confidence
in participating in the intervention; Sekhon et al., 2017). These do-
mains encompass prospective, concurrent and retrospective views
of acceptability, acknowledging the changing perspectives of ‘ac-
ceptability’ that an individual may hold at different stages of the re-
search process (Sekhon et al., 2017).

Our recent work on RVs demonstrates many RV residents have
significant unmet health needs and a high prevalence of comorbidi-
ties, frailty and loneliness (Bloomfield, Wu, Tatton, et al., 2021; Boyd
et al., 2021; Broad et al., 2020). Based on previous successful MD
interventions reducing hospitalisations in LTC facilities (Connolly
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What is known about this topic?

e Retirement village (RV) residents have high health and
well-being needs.

e Multidisciplinary interventions may overcome some
barriers to communication and coordinated care of

older adults.

What this paper adds?

e A nurse-led multidisciplinary intervention in RV resi-
dents was deemed acceptable to participants.

e While the intervention was enjoyable and of low burden,
participants did not perceive it to be directly beneficial.

e Ensuring participants fully understand the purpose
of the intervention is an important aspect of research

design.

et al., 2016; Connolly et al., 2018), we undertook a randomised con-
trolled trial (RCT) of MD community-based intervention in a sample
of RV residents (Bloomfield, Wu, Broad, et al., 2021). This RCT did
not reduce time to acute hospitalisations, LTC entry or mortality.
This current qualitative study aims to assess participant acceptabil-
ity of the MD health intervention.

2 | METHODS

Our research group has undertaken a large multiphase study of
the health, social and functional needs of RV residents, including
a RCT of a community MD intervention versus usual care (2017-
2019). Detailed methodology of the original RV study and RCT
phase has been published elsewhere (Bloomfield, Wu, Broad,
et al., 2021; Peri et al., 2020). In summary, 577 cognitively intact
RV residents from 33 RVs in Auckland, NZ, consented to an as-
sessment of health, functional and well-being needs. Following this
assessment, 412 participants with higher healthcare needs were
identified and randomised to usual care or MD intervention. The
intervention included a further meeting with a research gerontol-
ogy nurse specialist (GNS) who collated current healthcare issues
and participant goals and contacted with research clinical phar-
macist who performed medicines reconciliation. A geriatrician or
nurse practitioner reviewed collated data and relevant secondary
care notes. A meeting was held with the participant and the above
research clinicians to discuss healthcare needs, and a series of indi-
vidualised recommendations were generated. Although the partici-
pant's usual general practitioners (GP) were invited to attend, only
4.5% participated in the meetings. MD meetings either occurred
in the participant's own home, or community/shared spaces in the
relevant RV and lasted 45 min. RCT participants and GPs received a
written summary of discussion points and recommendations based

on the MD meeting.
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2.1 | Ethics

The RV study is an on-going study with original ethical approval to
2022 (Ref 15/CEN/135) with participants taking part in on-going
health and well-being assessments as the overall study continued.
Consistent with NZ ethical guidelines, participants with significant
cognitive issues were excluded. The current qualitative study de-
scribed here aimed to assess participant acceptability of the MD
intervention. While the original ethical approval encompassed the
time period to 2022, we were aware that the specific questions and
methodology that were needed for this sub-study were not speci-
fied in that original ethical application and approval. As per usual
ethical procedure in NZ, an amendment to our original submission
was sought, to re-interview a small number of participants in this
manner, and was approved (Health and Disability Ethics Committee
Ref 15/CEN/135/AMO1). All subjects taking part in this qualitative
study gave further written, informed consent for this aspect of the
study. The University of Auckland Medical Programme Directorate
gave additional approval for home interviews, and interviews were

carried out in accordance with institutional in-home visit procedures.

2.2 | Participants

Participants who had taken part in the intervention arm of the RCT
were eligible for inclusion. There were low numbers of non-European
participants in the overall RCT (4 Maori, 6 Asian of 412 participants in
the RCT phase, and from this 1 Maori, 4 Asian participants were ran-
domised to intervention), therefore we wished to preferentially ap-
proach all five of these participants first, with additional participants
approached from the remaining European participants. For conveni-
ence, European participants were selected by choosing the two me-
dian study ID numbers from the 10 closest RVs to the researchers'
base. The research GNS (AT) reviewed hospital records to assess
whether potential participants were still alive, still in the RV and still
had the capacity to consent. The GNS contacted potential partici-
pants by phone or email to gauge interest. If they declined, or if there
was no response or reply after three messages left after 1 week, the
next eligible participant on the list from this RV was contacted. Upon
confirmation of interest, another team member (lJ) phoned the par-
ticipants to set a date, time and location to meet to gain written, in-
formed consent and (if consent was granted) to interview. Participant
support from family/friends/others was allowed. The original letter
generated from MD meeting and sent to both RCT participant and GP
were re-presented to study participants to aid as a prompt reminding

them of the discussions that occurred during the intervention.

2.3 | Data collection

One-off, semi-structured interviews were conducted by one team
member (1)) using a semi-structured question guide for the inter-
views. The interviewer was not part of the original study team and

had never met any of the participants prior to consenting them.
The question guide (Figure 1) was developed using the Theoretical
Framework of Acceptability (Sekhon et al., 2017). The question
guide was piloted with other team members and members of the
public prior to use. All interviews were carried out at the partici-
pant's location of choosing, audio recorded and transcribed ver-
batim. Participants were informed that the interviews would take
approximately 1-1.5 h. Transcripts were returned to the participants
by post and participants were given the option to review their own
transcripts but not to provide feedback on findings of the current
study. A pragmatic approach to sample size was utilised, aiming pre-
data collection for at least 15 participants, rather than employing a
‘data saturation’ approach to sample size collection with data satu-
ration being a contested approach in qualitative research (Braun &
Clarke, 2021).

2.4 | Data analysis

A general inductive approach was used to analyse the data
(Thomas, 2006) with multiple steps by the research team to ensure
rigour. All authors read through to familiarise themselves with the
data individually and then met as a group to discuss transcripts.
Individuals then coded the data and |J collated codes under the seven
different domains of the Theoretical Framework of Acceptability
(Sekhon et al., 2017). Researchers reviewed the codes to generate
initial themes and the initial themes were then reviewed against the
evidence (quotes) and research question to ensure the themes were
both supported by the evidence and answered the research ques-
tion. This review led to minor adjustments to themes. Quotes were
included verbatim with parentheses ‘[]' used when words were in-

serted to clarify the context.

2.5 | Positionality

The authors acknowledge the active role that researchers play in
thematic development and how research is influenced by researcher
experience and as such, thematic development was supported by
researcher experience and the multiple lenses through which the
research team see the world (Braun & Clarke, 2019). 1J is a medical
student at The University of Auckland who joined the team as part
of a summer research scholarship and has prior experience in quali-
tative interviewing. The rest of the research team (JH, KB, MB and
AT) have experience as clinicians and researchers with expertise in
clinical assessment, geriatric medicine and nursing, qualitative and

quantitative research, health equity and Maori health.

3 | RESULTS

A total of 27 RV residents were approached with 5 declining to par-
ticipate and 4 participants not responding. Reasons for declining
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Affective Attitude: How an individual feels about the intervention

- Did you enjoy participating in the meeting? *

-Did the meeting go how you expected it to? *

-What were your thoughts after the meeting? *

- If you had not wanted to be a part of the meeting, how do you think you would have been able to communicate that to the
researchers (prompt: would you have felt comfortable to do that, or to withdraw?)

-Was the meeting too long/too short/just right?

-How many meetings of this type would have been useful for you? How frequently would you like these?

-How did you feel about the number of people at this meeting?

-Was there anybody there that didn’t need to be there from your point of view?

- Was there anybody that you would have liked to have been there that wasn’t? Prompt: GP/whagay, if necessary.

- How did this this meeting differ to other health meetings or visits you have had in the past?

-In what ways was it useful for you to discuss your health in this way? Prompt to explain further if necessary.

-What was most helpful about that meeting?

- What was least helpful about that meeting?

-How do you think the meeting would have been different if your GP was part of it as well?

- What would you like to see changed about this meeting or research?

- In what ways do you think your health or wellbeing changed because of this intervention?

- If your neighbour came to you and said they had been invited to participate in a study like this, what would your advice to them
be, or what experiences would you share with them?

-Based on your experiences in this project, what would your advice be to any researchers wanting to do a similar research project
in the future?

Burden: The perceived amount of effort that is required to participate in the intervention
-What difficulties did you have or what was hard about being involved in the intervention or research? *
-Where did you have this meeting?

Ethicality: The extent to which the intervention has good fit with an individual’s value system
-Did you feel comfortable participating in the meeting?

-Did you feel comfortable meeting (in your home/in the meeting room?)

-Did you get the opportunity to discuss all the things that were important to you?

Intervention Coherence: The extent to which the participant understands the intervention and how it works
-What did you think the purpose of the meeting was?

-Why did you choose to participate?

-Had you participated in a similar sort of meeting before? *

Opportunity Costs: The extent to which benefits, profits or values must be given up toengage in the intervention
- Was there anything you feel you sacrificed in order to participate in the meeting, for example, had to postpone plans with
family? *

Perceived Effectiveness: The extent to which the intervention is perceived as likely to achieve its purpose
Do you think the meeting achieved its purposes? *
- Based on this summary, are you aware if your GP:
N Changed any medications that you are aware of?
- Referred you to any other doctors/community workers gg physiotherapist?
- Arranged any investigations, things like blood tests, or xrays?
N Do you remember receiving a letter from the research team summarising your health needs and recommendations? If
so, what do you recall about this information?
= Was it accurate?
- In what ways was it useful to have a written summary?
- Were any of the recommendations surprising to you? (prompt: What were these and what surprised you about them?)
- What did you do with this information? (Prompt is needed: Did you take it to your GP to discuss any relevant points? If
so, did your GP discuss these with you further?)l
- What discussions did you and your GP have about the research or the letter?
- Did having a written summary make help you to discuss specific health issues with your GP?

Self-efficacy: The participant’s confidence that they can perform the behavior(s) required to participate in the intervention
- Did you have enough information and time to plan for the meeting? (Prompt: what information could have been provided to
help you plan better?) and do you think you had enough support during and after the meeting?

-Did you feel confident in your abilities to participate in the meeting? *

-Was there adequate support and communication prior, during and after the meeting? *

FIGURE 1 Interview question guide

were as follows: ill health (n = 3), wanting someone with more life ex- participate were unable to be interviewed due to time constraints.
perience to interview them (n = 1) and not wanting to provide more The remaining 15 participants consented and were interviewed from
study input (n = 1). One participant dropped out on the morning of December 2020 to January 2021. Once consented, no participants
their scheduled interview after the requirement to self-isolate due dropped out or withdrew consent. The median age of participants
to potential Covid-19 exposure. Two participants who were happy to was 89years, 10 were female and all participants were European.
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Three participants were considered moderate-severely frail, nine
mildly frail and three not frail as per previous frailty measurements
(Bloomfield, Wu, Tatton, et al., 2021). There was a mean of 985 days
from the original MD meeting in RCT to the study interview date
(range 690-1314 days). All interviews took place in the participant's
own home and had a median duration of 43:51 min (range = 26.45-
90.24 min) with no support people present.

Three themes were identified: (1) participants' understand-
ing of intervention aims and effectiveness, (2) the importance of
older adult involvement and (3) level of comfort in the research
process.

3.1 | Idid not know the purpose, but was
appreciative—participants' understanding of
intervention aims and effectiveness

This theme focused on intervention coherence, with participants
expressing their perceptions of the aims of the intervention, and the
effectiveness of the intervention, exploring their perception of ben-
efit, if any, that the MD intervention had to them as an individual.
Participants held different perceptions of the purpose of the MD
meeting compared to the actual intervention objectives. While the
aims of the meeting were to improve health outcomes for residents,
participants thought that the purpose of the meeting was the collec-

tion of general information about RV residents.

| thought they were doing a study on retirement vil-
lages, not so much me as a person but how people
feel about being in a retirement village. (Female, 90y)

One participant stated that although she initially thought the pur-
pose of the intervention was to collect information on residents, upon
receiving the GP letter in the immediate time period after the inter-
vention, she realised the meeting's true intent. This highlights the im-
portance of the GP letter as a tool to aid participants’ understanding
of the MD meetings. Due to the lack of clarity as to the purpose of
the intervention, some participants expressed feelings of ambivalence
towards the meeting.

Despite the intent of researchers to improve individual health via
the intervention, most participants felt that involvement did not lead
to personal benefit to their health and well-being.

No, | wouldn't say that my health and wellbeing had
changed. | think this is really a social study in the true
sense; it's more information for the receivers of it
than for the feedback. (Female, 93y)

Even though participants reported limited-to-no individual ben-
efits, participants expressed positive thoughts about the study, with
all participants reporting that they themselves would participate again
and would encourage others to participate in similar meetings in the

future.

Well | didn"t quite know what the purposes were. But
when it was over | was quite appreciative of it so it

was very good, yep. (Female, 79y)

I'd say do it! | can't see how it cannot be beneficial to
you. You're always going to come out knowing more
than you did before, provided you got your ears open.
If you've got an open mind, you'll benefit for it but if
you've got a closed mind, it's a waste of your time. No,

I'd recommend anyone to do it. (Male, 68y)

This showed that in this case, an accurate understanding of re-
search intent and a perceived personal benefit were not required to
facilitate participation in the research.

The lack of perceived personal benefit was further emphasised
by the majority of participant responses that stated they would not
want further MD meetings, or that if they did, and that it should
occur no more frequently than annually.

| don't think | needed any more than the one [meet-
ing] really because there was various people coming
from various angles and | was very happy with what
they all had to offer. (Female, 79y)

Despite this general consensus that a one-off meeting was sat-
isfactory, some participants expressed disappointment in the lack of
immediate feedback from the MD meeting. Not receiving follow-up
to the meeting made the participants feel disregarded and as if their
contribution to the research had been overlooked.

Although participants stated they did not think there were any
benefits when asked generally, when prompted about specific as-
pects of the intervention, there was a perception of benefit. For
example, participants expressed they were able to gain a better un-
derstanding of their medication regimens. The facilitation of medi-
cation adjustments seemed to be the majority of reported changes
to health and healthcare after the MD meetings.

| think it was useful in terms of my medications. |
don't think | would've done that otherwise. The GP
was glad that | had discussed the situation with [the
research GNS]. (Female, 8%9y)

The written summary was one aspect of the MD meeting that par-
ticipants seemed to appreciate. Many participants thought it as useful
for them to have, and that it enabled prompting discussions with their
GPs at a later date.

3.2 | Swept under the mat—the importance of
older adult involvement and inclusion in research

This theme presents how participants were happy to participate in
the MD intervention based on altruism -they were helping others
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and contributing to research on older adults in general. Several par-
ticipants expressed that as ‘able citizens’, they considered partici-
pation in research as their ‘social duty’ to help those who may not
be able to contribute or advocate for themselves. Many participants
stated they saw no personal benefit from the MD meeting, but in-
stead felt fulfilled by the feeling that they were contributing to re-
search and society in general, and that was important for older adult

inclusion.

I'd be very happy to [be involved in this type of re-
search again]. | believe that people who can verbalise
have a certain social duty to do things. (Female, 93y)

...l appreciate the fact that you people are trying to help

and if | can assist, that makes me feel good. (Female, 78y)

Participants also expressed a feeling of gratitude that older adults
were being prioritised in research efforts. They felt grateful that their
perspectives were recognised and work was being done to improve
the health of RV residents.

Well | was happy that they were making an effort for
the very elderly. The very elderly are sort of swept
under the mat. (Female, 89y)

And so yes they were very interested in that because
you see when people [residents] come here, a lot
of them feel forgotten about. Oh you're in a village,
you're ok. And we're not always ok. (Female, 91y)

Participants felt that their participation in the research would im-
prove teamwork and integration between health professionals, which

in turn would improve healthcare services provided to older adults.

Oh yes. | think the more professionals are able to
communicate with each other and express their expe-
riences it must be helpful... (Male, 95y)

3.3 | Affirst class’ atmosphere—level of comfort
in the research process

This theme highlights the high level of participant comfort and sat-
isfaction with the MD intervention. There was an overwhelmingly
positive response surrounding the atmosphere of the meetings.
Participants felt the researchers were friendly, supportive, non-
judgemental and that they were made to feel comfortable and at ease.

Yes, | found it very interesting. The way it was han-
dled was well done. Low key but kept on track um |
didn"t find it intrusive or anything. No, it was relaxed,
it was fine...the whole atmosphere, and the questions
involved and so on, were first class. (Male, 98y)

Health and e5361
EEE i ey

| was a little bit nervous if you like with so many peo-
ple but that [nervousness] was quickly gone because |

was made to feel very at ease. (Female, 79y)

Participants enjoyed simply being able to talk and interact with
health professionals in a more informal manner, with less time pres-
sure, than what they typically experience in a health-related meeting.
Participants felt that the MD meetings had several differences from a
GP visit, for example, they felt like the MD meeting took a more holis-
tic approach to their health and that there was an abundance of time
to discuss matters important to them (rather than a quick 15-min ap-
pointment that only addresses the specific issue at hand). One partic-
ipant expressed that the open, friendly and casual nature of the MD
meetings facilitated discussion about issues that had never been pre-
viously disclosed. For this participant, the meeting catalysed further
discussion and led to the treatment of long-standing health issues with
specialist health professionals.

Yes | did enjoy it. | remember coming out and coming
back home and | was going to say | felt light, | just sort
of felt as if | was skipping home because I'd told these
people things I'd never told anyone and it was a sense
of relief. A huge sense of relief. (Female, 79y)

With my GP, | go there for a reason. | go there for
checkups but generally | drive the discussion | sup-
pose because I've got a problem. This was more
lightly structured and just information gathering
and passing on some information back to me. So, it
was yeah quite a different sort of format but very
friendly. (Male, 68y)

All participants stated they preferred meeting at their own homes

and that they felt the duration of the meeting was appropriate.

...| think I'd prefer it at home because sometimes
you'd go out and sometimes give the impression of
unnecessary formality. In your own home, | would
feel there would be no chance of that happening. No |

felt very happy with that. (Male, 98 y)

They also felt there was adequate time and information to prepare
for the meeting, with most stating that they either did not feel the need
to prepare anything.

| did not really think about [preparing for the meeting]
too much you know; | went there with an open mind
and | was happy with what | got so yeah. (Female, 79y)

It was interesting to note that most participants did not feel the
need to have any support people or family members present at the
meeting. This signified a certain level of comfort and self-confidence
felt by participants in the lead-up to, and during, the meeting.
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No hahaha, | would have preferred that they weren't

there. (Female, 79y)

No, not for me. But | can understand for other people
who might like family there. (Female, 80y)

Participants seemed to think having their GP present was not rel-
evant to the meeting. Some participants expressed that they would
have actually felt uncomfortable with their GP present and were con-

cerned about how that may impact their patient-doctor relationship.

| think | would've been a little bit on edge wondering
how that was going to affect my relationship with my
GP in the future. So no | felt good that there wasn't
anybody like that there. (Female, 79y)

[The GP] may have asked some questions, | don't know.
| really couldn't say. | don't know that there would be
any benefit since they got this [letter]. You know that's
a lot less time for them, if they've got questions, you
can go and ask so | don't really see any benefit of them
being there. Some people may have wanted them
there for a support mechanism. (Male, 68y)

When asked if they would have felt comfortable withdrawing from
the meeting or from the research process as a whole, the majority of
participants said yes. This demonstrates that participants felt in con-
trol and comfortable not only in the MD meeting itself but in all stages
of the research process.

Well there are ways tactfully to withdraw like saying
you have a phone call and only have so much time. To
let people down gently but | didn't have any need for
that. (Female, 89y)

Oh yes. I'm probably fairly up front haha. Again, of
course, not everybody is. But if there had been a real
problem | couldn't see my way through, | would've

simply said go away hahah. (Female, 78y)

Some participants felt like they were not in a knowledgeable
enough position to be able to provide constructive feedback about the

intervention's effectiveness or research processes.

No, no | couldn't. No | don't think | would be intelligent

enough to judge. | don't pretend to be clever. (Male, 95y)

... I'm not a researcher but it seemed to follow a
good pattern yeah, [I'm] not qualified to judge really.
(Female, 80y)

Many participants identified themselves as healthy, confident
and able-bodied individuals, with the acknowledgment that those

with more complex health needs may feel less positive about the MD
meetings. Participants expressed a high level of confidence and self-
efficacy in their ability to participate in the meetings and express their

perspectives.

| didn't feel a problem if | wanted to ask a question.
That's partly the person | am haha. And people who
perhaps aren't confident enough for want of better
words probably wouldn't have agreed to partaking, |
would think. (Female, 78y)

4 | DISCUSSION

The MD intervention in the RCT of our RV study did not influence
studied healthcare outcomes (acute hospitalisations, LTC entry or
death; Bloomfield, Wu, Broad, et al., 2021). We wished to explore
participant acceptability of this intervention as one method of un-
derstanding the reasons for these negative results and to inform fu-
ture research. Our findings revealed several themes and showed that
the intervention was acceptable across a number of the Theoretical
Framework of Acceptability domains including affective attitude,
low burden, opportunity costs and self-efficacy. For other research-
ers designing similar studies, it is worth noting that the location, du-
ration and lack of primary care presence were not deemed negative
factors by participants in this intervention. A written summary of the
MD meeting recommendations and the relaxed nature of the inter-
vention were positive aspects.

For the first domain of ‘affective attitude’, participants gener-
ally considered the MD meetings as a positive, friendly and casual
experience. However, despite the generally positive feedback, the
majority of participants perceived a lack of personal benefit and had
a limited understanding of the intervention objectives. This lack of
understanding of the purpose of the intervention has similarly been
described in other studies of proactive comprehensive interventions
(Darby et al., 2017; Rietkerk et al., 2019).

There was an overwhelmingly positive consensus that the re-
search was well organised and posed a limited ‘burden’ on the par-
ticipants. Similarly, participants felt there were no considerable
‘opportunity costs’, and considered the intervention to be a valuable
and worthy experience. This high level of comfort and enjoyment
suggests that the ‘ethicality’ of the MD meetings was a good fit
with the value systems and beliefs of the participants. However, it
is important to note that because our participants were ethnically
homogenous, this intervention may not have been an ethical fit with
participants of other cultures, particularly since all potential ethni-
cally diverse participants declined to participate. A concept like ‘ac-
ceptability’ is subjective and can greatly differ between individuals
and groups. Therefore, when considering health interventions aimed
at large population groups, care should be made to ensure cultural
and ethical safety.

The perceived effectiveness of the intervention explores the ex-
tent to which participants felt the intervention was beneficial. It was
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difficult to fully examine the perceived effectiveness of the inter-
vention as participants were unclear about the intention of the re-
search, reflecting low intervention coherence. Going along with the
participants’ perceived intervention purpose—to generate further
information about retirement village residents generally and to do
so in a way in which they felt comfortable—the intervention was suc-
cessful. An important finding from this study was that an accurate
understanding of research intent and a perceived personal benefit
was not required to facilitate participation. The fact that participants
saw no need for their GP to be present in the meeting further em-
phasises how they viewed the MD meeting as a separate entity to
their own health-related needs when in reality the intervention was
designed to improve individual clinical outcomes. In contrast, study
investigators query whether one of the reasons the RCT study did
not show improvement in health outcomes was related to GPs not
being integrated into the MD intervention (Bloomfield, Wu, Broad,
et al., 2021). Participant views from our current study suggest
greater researcher reflection, and imagination may be required when
integrating primary care into interventions in a manner that satisfies
participants and also increases study fidelity.

Participants expressed high levels of confidence and agency
within the research process. Many participants identified themselves
as healthy, confident and able-bodied individuals and acknowledged
that those with more complex health needs may feel less positive
about the MD meetings. This is despite the majority of participants
living with some degree of frailty. Prior research demonstrates those
living with frailty see themselves as resilient, independent and not
frail (Pan et al., 2019), which may also be an influencing factor here.
It is important to acknowledge that the perspectives of partici-
pants in the current study may not be representative of those more
vulnerable.

These results share similarities with other research in this area.
Corry et al. (2021) assessed the acceptability of a pilot study of
nurse-led MD anticipatory care planning embedded within primary
care where specialist nurses conducted several home visits over
a 10-week period. Similar to our study, home visits were well re-
ceived, with participants feeling at ease and relaxed in their own
environments and appreciated the person-centred communication
and emotional support. As in our study, medication reviews were ap-
preciated. However, some participants did not immediately see how
the intervention was relevant to their health and well-being in the
here and now, with the authors commenting that participants were
potentially reluctant to identify with frailty, showing some similarity
with our participant responses. In contrast, Corry et al's participants
identified GP involvement as integral to their intervention. Similarly,
in a study by Izumi et al. (2018) of a nurse-led community palliative
care intervention in older adults with chronic conditions, several
participants thought the intervention was providing more than they
needed. Again, in Izumi et al's study, participants reported receiving
information about medications, rapport and flexibility as being suc-
cessful aspects of the intervention.

Our group's earlier work in RVs demonstrates that the RV
resident population in NZ has little ethnic diversity (under 4% of
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residents were of M3ori, Pacific Asian or other ethnicities; Broad
et al., 2020; Joseph et al., 2021). For this study, we were unable
to recruit a small number of non-European original RCT partic-
ipants. This in itself is an interesting observation and raises the
concern that the original study may not have been acceptable to
non-European people. Our original intervention study methodol-
ogy was designed several years ago (Peri et al., 2020), and although
it involved pilot work within RV communities and buy-in from the
RV industry and RV resident association, was not co-designed with
RV residents/participants. A co-design methodology including ap-
propriate representation of participants from relevant ethnic and
socioeconomic groups, and incorporation of culturally appropriate
research methods, would potentially mediate this issue in future
study design (Hudson et al., 2010). Co-design achieves ‘better pa-
tient experiences’ by involving participants and health profession-
als in the design of healthcare services, exploring and capturing
these experiences, then reflecting on and working together to im-
prove them (Boyd et al., 2012). Co-design can be a powerful tool in
the creation of effective, acceptable and efficient health interven-
tions, especially in the domain of aged care. This is because while
older individuals are often high users of health services, they may
receive inadequate and/or harmful care, commonly due to a lack
of communication with health professionals and the failure of care
coordination (Giguere et al., 2018). Older adult's engagement with
their healthcare has been shown to be directly associated with
an improvement in care quality and a reduction in costs (Giguere
et al., 2018).

Several limitations have already been discussed above.
Additionally, a mean of approximately 2.5years had passed between
the original intervention and the current study interview, which has
likely affected participant recollection.

Through the dissection of participant experiences, the impor-
tance of assessing the acceptability via a multi-dimensional and
holistic framework became apparent. This highlights the need for
co-design and integration of older adult perspectives for the suc-
cess of future interventions, particularly in populations like older
adults, whose voices may more commonly be ignored (lbrahim &
Davis, 2013). The use of this multi-dimensional framework has re-
vealed the presence of previously undetected benefits to the MD
meetings in terms of positive contribution to participants' well-
being and quality of life and illustrates that clinically based out-
comes may not be the only way to measure the success of a health
intervention. The information gained from this qualitative study
is valuable to future researchers and health providers developing
MD interventions for community or RV-dwelling older adults. Our
research group has learned both from the original RCT process
and from the voices of our participants in the current study and
we strongly encourage future researchers to consider co-design

methodologies.
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