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Article

Background

By 2050 the population of adults over 65 (older adults) is 
expected to reach 83.7 million in the U.S. (25% of the 
U.S. population) and 1.5 billion globally (Balachandran 
et al., 2019; Bloom et al., 2015; Ortman et al., 2014; The 
American Geriatrics Society, 2017; United Nations, 
2019). For example in the U.S., older adults are more 
likely to see multiple providers to manage multiple 
chronic conditions (MCC) and geriatric syndromes, 
increasing their susceptibility to conflicting care recom-
mendations, negative health outcomes, and higher health-
care costs (Kaiser Family Foundation, 2016). Primary 
care physicians (PCPs) are overwhelmed with growing 
patient panels with increasing clinical complexity and 
report inadequate training to support older adults under-
going clinical, social, and economic transitions within a 
fragmented health system (Bennett et al., 2010; Boswell, 
2012; Boult et al., 2010; Salsberg & Grover, 2006). There 
is a critical need to ensure that the U.S. health system is 
equipped to provide high-quality care to older adults. One 
potential approach is through geriatric medicine.

Geriatric medicine is an individualized, team-based 
approach led by a fellowship trained physician with 
demonstrated benefits when compared to usual care in 
terms of diagnostic accuracy, functional status, and 
medication management; decreased nursing home and 

hospital service use; and lower costs due to shorter 
length of stay (Applegate et al., 1990; Eloniemi-Sulkava 
et al., 2009; Grigoryan et al., 2014; Sorbero et al., 2012). 
However, the transition to geriatric care is less defined 
than other transitions such as from pediatrics to primary 
care, further limited by the geriatrics workforce shortage 
(Di Anni et al., 2016; Moreno, 2013). Patients, espe-
cially older adults and their caregivers, often feel that 
medical care does not closely align with their values and 
needs. We must better understand what patient-centered-
ness means to older adults and family caregivers—who 
may assist in medical decision-making—and further, 
how they consider geriatric care—in order to clarify its 
value, understand its alignment with needs and values of 
older adults, and inform optimal use of the service 
(Flaherty & Bartels, 2019; Tinetti, 2016).

1017608 GGMXXX10.1177/23337214211017608Gerontology and Geriatric MedicineRaj et al.
research-article20212021

1University of Illinois at Urbana Champaign, USA
2University of Michigan Medical School, Ann Arbor, USA
3University of Michigan School of Public Health, Ann Arbor, USA
4Virginia Commonwealth University, Richmond, USA

Corresponding Author:
Minakshi Raj, Department of Kinesiology and Community Health, 
University of Illinois at Urbana Champaign, 2007 Huff Hall, 1206 
South Fourth Street, Champaign, IL 61820, USA. 
Email: mraj@illinois.edu

What Does “Patient-Centered” 
Mean? Qualitative Perspectives from 
Older Adults and Family Caregivers

Minakshi Raj, PhD1 , Jodyn E. Platt, PhD2,  
Denise Anthony, PhD3, James T. Fitzgerald, PhD2,  
and Shoou-Yih Daniel Lee, PhD4  

Abstract
This study aimed to (1) examine what patient-centeredness means for older adults and family caregivers, and (2) 
assess circumstances underlying their preference for geriatric care. We conducted separate focus groups with 
older adults and family caregivers of older adults about health care experiences and expectations and conducted 
a vignette-based experiment to assess preference for geriatric care. Participants expressed a need for greater skill 
and empathy and integration of caregivers. They preferred geriatric care to usual primary care with increasing 
social, health, and healthcare complexity. Distinct needs of older adults should be considered in referral practices 
to geriatric medicine.

Keywords
patient-centered care, geriatrics, focus groups, patient values

Manuscript received: February 3, 2021; final revision received: March 25, 2021; accepted: April 22, 2021.

https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/ggm
mailto:mraj@illinois.edu


2 Gerontology & Geriatric Medicine

Theoretical Background

Patient-centered care considers and responds to patients’ 
needs, preferences, and values (Berwick et al., 2008; 
Epstein & Street, 2011; Osterman, 2017). Needs may be 
assessed or normative, such as through an objective 
screening measure indicating a gap between a person’s 
status or function and an accepted or expected norm, and 
are used for identifying clinical treatments (Andersen, 
2008; Beach et al., 2018; Bradshaw, 1977; Gaugler 
et al., 2005; Zuverink & Xiang, 2019). Perceived needs 
may overlap with assessed needs but are distinct in that 
they are expressed by patients themselves and may be 
specific to a service or aspect of care (Calsyn & Winter, 
2001; Cohen-Mansfield & Frank, 2008; Coulton & 
Frost, 1982). For example, an older adult may have an 
assessed need for a geriatrician based on their age and 
clinical complexity but may express a need for fewer 
medications and continuation with their current physi-
cian. Preferences and values are related but distinct con-
cepts that contribute to patient-centeredness (Epstein & 
Street, 2011).

“Values,” expressed by patients, underlie preferences 
(Bastemeijer et al., 2017; Epstein & Peters, 2009). A 
patient may “value” a particular service or a characteris-
tic of a provider and subsequently “prefer” one service 
or physician over another. For example, a patient may 
value care that improves quality of life rather than 
extending life and may subsequently prefer a new physi-
cian whose approach aligns with this value, over their 
current physician. Further, values may change over 
time—for example, an older adult may have different 
values later in their life based on experiences and health 
needs than they had as younger adults; their preferences 
may reflect these changing values.

There is a need to examine how older adults and 
family caregivers describe needs and values, and fur-
ther, how different experiences and circumstances are 
related to the preference for geriatric care; a service 
that will become increasingly important with popula-
tion aging (Bradley et al., 2002; Lehnert et al., 2011). 
The objectives of this study were to (1) examine what 
patient-centeredness means for older adults and family 
caregivers, and then to (2) assess circumstances under-
lying the preference for a geriatrician (Aronson, 2015; 
Pomey et al., 2015).

Research Design and Methods

We conducted two types of focus groups: one, with 
community-dwelling older adults, and the other, with 
family caregivers of older adults (e.g., adult children). 
This approach enabled us to gain insights that were more 
likely to emerge via group interactions than through 
interviews or surveys (Carey, 1994; Kitzinger, 1995; 
Morgan, 1996). Then, we conducted a thematic analysis 
to understand older adults’ and caregivers’ experiences 
and expectations within the health care system and an 

analysis of vignettes to understand their preferences for 
geriatric care vis a vis usual primary care.

Participants

We recruited participants through flyers and an online 
health research platform that is part of the managed by 
a large academic medical center in the mid-western 
U.S. and has been recognized nationally by the Clinical 
and Translational Science Award network (MICHR, 
2020). Older adults (age 65 or older) were eligible if 
they were comfortable speaking English in a group and 
had received healthcare in the U.S. for at least 1 year. 
Individuals with a diagnosis of cognitive impairment 
(e.g., dementia) could not view the study. Caregivers 
were included if they were at least age 25, actively sup-
porting an older relative, and comfortable speaking 
English in a group. In order to identify caregivers who 
actively support an older relative such as a parent, 
spouse/partner, aunt/uncle, or sibling, we provided 
examples of different types of support a caregiver may 
provide (e.g., memory support, transportation, finan-
cial, health care visits) and asked that interested par-
ticipants message us if they were unsure of their role as 
a “caregiver.” Interested and eligible participants self-
identified either as an “adult 65 or older,” “family care-
giver,” or “both” for session placement. Participants 
who identified as “both” indicated the focus group in 
which they preferred to participate. In addition, we 
asked interested and eligible participants to report 
whether they were enrolled in care with a geriatrician. 
We recruited older adults and caregivers from different 
households, meaning that participants in older adult 
focus groups were not related to any caregivers in the 
caregiver focus groups.

The recruitment from September to November 2018 
identified 140 individuals. We selected participants to 
ensure diversity in race/ethnicity, age, gender, and 
health status (determined by information such as the 
number of medical conditions listed on platform pro-
files). We purposively enrolled caregivers in one 
female-only group and one male-only group to assess 
whether there were any differences in emergent themes 
by gender. This approach to conducting separated and 
mixed focus groups based on gender has been sug-
gested in literature on focus groups (Bloor et al., 2002; 
Morgan, 1997). Further, we wanted to assess consis-
tency in candor. Research suggests that female caregiv-
ers are more burdened than male caregivers but that 
male caregivers also underreport the emotional, finan-
cial and physical burden associated with caregiving 
(Lopez-Anuarbe & Kohli, 2019; Swinkels et al., 2019). 
We wanted to ensure that participants would not feel 
inhibited in reporting their caregiving experiences and 
challenges. Groups ranged from 4 to 6 participants to 
allow sharing of in-depth experiences (Morgan, 1992). 
Most groups included one participant (or their relative) 
enrolled in geriatric care.
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We conducted preliminary analyses following each 
session until achieving saturation—that is, when no 
new themes were emerging, and when themes emerging 
across focus groups for each participant type were con-
sistent—resulting in our total of four sessions with 
older adults and four sessions with caregivers (Fusch & 
Ness, 2015).

Setting

All focus group sessions were conducted in Southeastern 
Michigan and were approximately 1.5 hours in duration. 
Five sessions were conducted at a senior center and 
three at a local library at varying times of the week to 
accommodate work schedules.

Procedures

Focus groups were the selected approach for this study 
in order to identify any insights emerging from dialog 
between participants. Since participants in each group 
were of different ages, genders, and racial/ethnic back-
ground, focus groups presented an opportunity for par-
ticipants to respond to each other’s experiences, 
perspectives, and even disagreements, enabling richer 
data than may have been gathered through one-on-one 
interviews. Focus groups were also a more efficient 
approach, in comparison to key informant interviews, to 
gathering data that captured diverse perspectives and 
experiences. The first author facilitated all focus groups 
and was accompanied by a trained observer (Krueger, 
1998). Participants completed a demographics question-
naire at the end of the session. We recorded sessions 
upon permission from participants and used Rev for dei-
dentified transcription. We provided refreshments and a 
$25 gift card. The study was granted permission with 
exemption by the University of Michigan Institutional 
Review Board. Participants gave written informed con-
sent at the beginning of their participation.

We used the patient-centeredness framework to guide 
focus group discussions, which included older adults’ 
(or caregivers’ relative’s) (A) experiences with, and (B) 
expectations from, the healthcare system and providers. 
A third area assessed (C) provider preferences using 
vignettes (Brondani et al., 2008; Hughes & Huby, 2002).

Experiences. We asked participants to discuss their posi-
tive and negative experiences with the health care sys-
tem with a focus on interactions with providers. Older 
adults discussed their healthcare experiences and care-
givers discussed their own observations and experiences 
as described to them by their older relative. While the 
discussion was open-ended in order to identify the 
aspects of these interactions at the forefront of partici-
pants’ minds, we used prompts to help participants think 
about how they typically communicate with their pro-
viders, their comfort and relationship with their provid-
ers, and challenges they perceived in their providers’ 

ability to meet their (or their relative’s) needs and prefer-
ences. We used poster boards for visual brainstorming 
and wrote down words or phrases reflective of partici-
pant “experiences” that they could verify and clarify. 
Each participant in the focus group shared an initial 
comment followed by discussion.

Expectations. Next, participants discussed their expecta-
tions from the healthcare system and providers. A new 
“expectations” poster was positioned next to the “experi-
ences” poster. Participants related and described experi-
ences they had discussed earlier to expectations, and also 
discussed other expectations that were not necessarily 
related to their actual experiences but reflected aspects of 
healthcare that were important to them. Specifically, as a 
group, we reviewed the themes of experiences that were 
written on the “Experiences” poster and asked partici-
pants to discuss what their expectation were of the sys-
tem and their providers, and how the expectations were 
different from or similar to the experiences they dis-
cussed previously. Each participant in the focus group 
shared an initial comment followed by discussion.

Preference for geriatric care. We developed two sets of 
four vignettes describing a hypothetical, female patient, 
for preliminary insights into how different experiences 
and circumstances may shape preferences (Epstein & 
Street, 2011). One set featured a 67-year-old patient, and 
the other, a 91-year-old patient in order to assess if there 
were any differences in preferences based on age group. 
Each of the four vignettes described either the 67- or 
91-year old individual with different health, social, and 
healthcare circumstances and experiences. We gave par-
ticipants 1 to 3 different vignettes, each on a separate 
sheet of paper with definitions for primary care physi-
cian and geriatrician (Supplemental Table 2). For every 
vignette, individual participants were asked: “Which 
type of doctor do you think [patient] should see?” and 
indicated either: (a) switch to a geriatrician, (b) continue 
care with PCP who is not a geriatrician, or (c) continue 
seeing PCP and also see a geriatrician.

To ensure the validity of the vignettes, we asked 
caregivers in one initial session to think about their 
older relative’s health, social, and medical circum-
stances, consider their relative’s providers, and then 
choose between the same three provider options. Then, 
each participant summarized their older relative’s cir-
cumstances to others in the group and other partici-
pants made a provider selection and discussed their 
selection. The written vignettes were used in all subse-
quent focus groups.

Analysis

We created a codebook drawing from session posters for 
thematic analysis, a qualitative approach to identifying 
patterns and themes that emerge from data (Boyatzis, 
1998; Vaismoradi et al., 2013). The first author coded 
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focus groups transcripts using MAXQDA 2018 and pre-
sented emergent themes along with representative 
quotes to the full study team to verify interpretation. The 
patient-centeredness framework guided integration of 
emergent themes. For example, experiences that partici-
pants mapped directly onto expectations reflected per-
ceived needs (Parasuraman et al., 1991). Expectations 
described separately suggested other values or charac-
teristics that were important to participants. We descrip-
tively analyzed responses to vignettes, which reflected 
participant preferences for PCPs vis-a-vis geriatricians, 
by recording the frequency of responses indicating a 
preference for a geriatrician, PCP, or both types of spe-
cialists. In addition, we summarized demographic char-
acteristics using Microsoft Excel.

Results

Eighteen older adults and eighteen family caregivers 
participated across the eight focus groups (Supplemental 
Table 1). Both participant types had 11 females and 7 
males. Older adults ranged from age 66 to age 92; care-
givers ranged from age 26 to age 77 (Table 1). Caregivers 
supported a parent/parent-in-law (n = 11); spouse/part-
ner (n = 3); aunt/uncle (n = 2); or grandparent (n = 2). We 
found no differences in emergent themes by caregiver 
gender; we report hereon the overall themes without 
making a distinction by caregiver gender.

Healthcare Experiences and Expectations

Older adults and caregivers described experiences and 
expectations related to characteristics of (a) healthcare 
providers (i.e., provider skill, care coordination, issue 
prioritization, respect and empathy), (b) care delivery 
(i.e., holistic approach, integrating caregivers), and (c) 
the healthcare system (i.e., considering social determi-
nants of health, trust and persistence toward older adults) 
(Table 2).

Characteristics of Healthcare Providers

Older adults and caregivers both discussed the impor-
tance of providers who are skilled and trained in address-
ing specific clinical and social needs and circumstances 
of older adults, and further, who demonstrate respect 
and empathy for the aging experience.

Provider skill. Older adults tended to attribute issues (e.g., 
diagnostic errors) to the tremendous demands on doctors 
in addition to their own medical complexities despite 
major risks to their health. For example, one participant 
explained that acquiring strep throat could be extremely 
dangerous for him and that his symptoms varied with 
each infection. On a recent visit, his doctor did not diag-
nose him with strep or prescribe treatment because he 
did not present “classic symptoms.” He later ended up in 
the emergency department. He was forgiving—and 
other participants affirmed with nods—of doctors, 
explaining that they too, are human. Yet, participants 
then expressed the need for specialized skills and train-
ing for providers to understand that the medical needs, 
symptoms, and concerns of older adults may be unlike 
those of younger or middle-aged adults, thereby ideally 
improving diagnostic accuracy.

Care coordination. Caregivers described experiences 
related to care coordination and follow-up. They were 
frustrated that too often, their relative’s doctor was 
reading outdated health information or even neglect-
ing critical information from other providers involved 
in their relative’s care. Some caregivers struggled to 
coordinate care between various electronic health 
record (EHR) systems (e.g., their older relative’s pre-
vious and current physicians’ separate systems) to 
remedy lack of coordination between the physicians 
themselves. They expected that providers should rec-
ognize and undergo training in effective coordination, 
which is critical and fundamental to the care of older 
adults who may (and are more likely to) receive care 
from multiple doctors.

Issue prioritization. Both types of participants discussed 
conflicting priorities during doctor visits subsequently 
requiring additional follow-up appointments—often, 
also, without guarantee of addressing other concerns. 
For example, one caregiver explained that her relative’s 
doctor took the entire appointment to address a flagged 
test result from a previous appointment even though it 
was already resolved. Consequently, her relative’s 
insomnia was left unaddressed; others expressed similar 
incidents.

While caregivers attributed issues with prioritization 
to overuse or ineffective use of the EHR, older adults 
explained that healthcare providers often dismissed their 
concerns. For example, one participant described that 
after explaining his symptoms, his physician simply said 
that the issue was because of his age—and moreover, 

Table 1. Demographic Characteristics of Focus Group 
Participants.

Older adults Family caregivers

Total N 18 18
Sex
 Female 11 11
 Male 7 7
Race
 White 13 9
 Black 2 3
 Other 3 6
Age
 Mean (range) 74 (66–92) 52 (26–77)
Education  
 High school or less 0 0
 Some college 4 0
 B.A. or higher 14 18
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did not attempt to minimize the burden on quality of life 
caused by these symptoms.

Respect and empathy. Additionally, caregivers discussed 
a need for patient, respectful, empathetic providers who 
treat older adults with dignity and consider that older 
patients are immersed in various medical, social, eco-
nomic, and psychological transitions within a complex 
health system. Caregivers supporting relatives with cog-
nitive impairment recounted instances where providers 
or clinic staff seemed apathetic toward the experiences 
and behaviors of older adults. For example, one care-
giver recalled:

We went to [the clinic] and my father-in-law is naturally 
loud, not to mention that he lost his hearing aids. Everyone 
is looking at you, like ‘how impolite’. I didn’t feel that they 
understand what’s going on with people with dementia who 
have to ask the same question ten times. . . And the nurse 
was really irritated and said “If I give him an amplifier 
would he be happier”?

Characteristics of Healthcare Delivery

Holistic approach. Participants related experiences of 
siloed and fragmented care to the need for a holistic 
approach to healthcare that considers the clinical, social 
and environmental circumstances of patients, and fur-
ther, effectively integrates caregivers. For example, one 
participant thought she was experiencing depression but 
was told that her symptoms were more likely a side 

effect of her recent stroke. Subsequently, her mental 
health concerns were left unaddressed and she was not 
pointed to resources (e.g., a psychologist). Older adults 
desired more explicit attention to mental health, for 
example, for depression resulting from the “chronic 
bereavement” following the loss of multiple friends, in 
addition to greater consideration of functional impair-
ments, mobility, medication management, and prevent-
ing cognitive impairment, thereby supporting their 
independence and quality of life. They desired proactive 
and holistic care delivery.

Similarly, caregivers discussed a need for holistic 
care and early detection, especially for their relatives’ 
mental and cognitive health, and options for non-allo-
pathic pain management such as acupuncture or mas-
sage. One older adult recalled her positive experience as 
a caregiver:

When my mom came over to visit we took [her] to see the 
geriatrician. . . my dad had just passed away about a year 
and a half earlier. He actually asked my mom “Do you ever 
have suicidal thoughts in your life?” And my mom says, 
“Yes.” I was shocked. . . he noticed my mom had depression 
which is something that we didn’t know. Yeah, my dad 
passed away so she’s kind of sad, but in reality, she’s in 
depression.

Caregiver integration. Caregivers also expressed wanting 
to be integrated into the health system and care delivery. 
Even though they were sometimes troubled that they 
had to arbitrarily “step up” to perform tasks they felt 

Table 2. Summary of Needs, Values, and Preferences as Related to Characteristics of Providers, Care Delivery, and the 
Health System as Described by Participants.

Needs (perceived)

Values Preferences Experience Expectation

Characteristics 
of providers

Doctor 
misdiagnoses 
condition

Doctor has an 
understanding of 
how older adults are 
distinct from younger/
middle-aged adults 
(e.g., symptoms)

Interpersonal quality Choose a new doctor 
who addresses concerns 
and whose practices 
align with values

 For example, doctor shows respect, 
listens

Technical quality
 For example, doctor has appropriate 

skills and training
Characteristics 

of care 
delivery

Doctor asks 
patient 
about their 
mental 
health 
following 
retirement.

Doctor considers 
healthcare for older 
adults holistically by 
considering mental 
and physical health

Holistic care Stay with current doctor 
who provides holistically 
and seeks insights from 
family caregivers during 
the clinical encounter

 For example, consider and address 
both mental and physical health

Integrate family caregivers
 For example, facilitate caregiver 

involvement via technology or 
teamwork

Characteristics 
of health 
system

Doctor refers 
patient 
to several 
specialists 
in disparate 
locations 
to manage 
multiple 
conditions.

Older adult expects 
that they would be 
able to receive all care 
in the same facility 
given transportation 
difficulties.

Address social and environmental 
factors

Choose a new doctor 
whose practice either 
resembles a patient-
centered medical home, 
or who refers to a social 
worker to help older 
patient navigate their 
various appointments 
and providers.

 For example, consideration of 
transportation needs of older adults

Trust and persistence
 For example, limit dismissal of needs 

and concerns of older adults; attend 
to distinct and equally important 
needs of older adults
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unqualified to carry out (e.g., navigating Medicare), 
they saw themselves as advocates for their older rela-
tives. Yet, they were frustrated that providers ignored 
their insights and comments, often redirecting questions 
to the patient. Caregivers were enthusiastic about the 
possibility of formal integration into care teams, and lik-
ened potential eldercare integrated models to pediatric 
models where a parent/guardian is included in informa-
tion sharing and decision-making. In one focus group, 
caregivers discussed their ideal role within the health-
care team:

Participant 1: Well that’s not a bad idea. But I think it 
would be difficult if I was the person at the center giving 
the information to my husband, I don’t know that I would 
want four different people calling me and saying. . . we 
discovered this and then 20 minutes later I get another call 
from somebody else. . . I don’t know anything about the 
medical profession. . . I relay information to my husband 
all the time now, but it’d be nice if you were a part of that 
team.

Participant 2: I think it would be hard for the caregiver to 
be the main person to pass on information to the patient. 
The expectation of your role is different even though you 
are actively participating in all of the coordination and 
being an advocate. I think it still has to come from a health 
professional. But . . . there could be a team meeting where 
you can participate. . .

Characteristics of the Healthcare System

Social determinants of health. Older adults discussed that 
the healthcare system needs to consider and address 
social determinants of health. They also shared a pro-
found desire for a system that trusts them, and one that 
is persistent in its efforts to improve health and wellbe-
ing of older adults.

Many older adults discussed transportation chal-
lenges with getting to doctor appointments, for example, 
if they could no longer drive due to poor eyesight. Others 
discussed concerns with scheduling procedures requir-
ing a companion to take them home following anesthe-
sia. Several described these instances as a pivotal 
moment in their realization that they were isolated. For 
example, one older adult participant explained:

I live alone, and one thing that I’m running into quite 
regularly now is that particularly if I have a procedure, 
they won’t perform it, unless I have a companion or 
someone accompany me. Over the last few years, it has 
become more and more difficult to find someone because 
the people that I associated with during my life and work, 
they’ve either died, or they’re in retirement homes, or they 
have moved down south, or like me they can’t drive 
anymore.

In another group, a participant explained that 
although her doctor recommended going to a support 
group following her stroke, she has not been cleared to 

drive and local shuttles are typically late or do not 
travel far enough. Participants expected providers to be 
aware of their social circumstances and further, the 
healthcare system and social policies to address barri-
ers to accessing care and support. Noting the high 
demand on doctors, they suggested that the system 
could utilize the skills of social workers and other 
healthcare professionals to identify and address some 
of these other circumstances.

Trust and persistence. Older adults also discussed a need 
for a system that trusts them and persists in helping 
them. Multiple participants discussed the opioid epi-
demic, which had become more prominent of a topic in 
the news during these focus groups, as signaling system 
mistrust in older patients. For example, one older adult 
described:

The reason they gave me for not being able to prescribe me 
narcotics is the opioid crisis. Well, I don’t have a history of 
opioid abuse. I’m in pain. I have a punctured eardrum. . . I 
don’t want to hear about the opioid crisis when I’m in 
pain. . . The [provider] told me, “Well, the only think I can 
tell you is to suck it up.”. . . Whatever somebody else has 
done, that causes the system to get to be this way, I shouldn’t 
have to suffer for it. Especially when I haven’t abused 
anything.

Some participants offered that older adults should be 
allowed and more involved as standardized patients in 
order to build a system that recognizes the distinct needs 
of older adults without risk of ageism that may lead to 
systemic mistrust or dismissal.

Caregivers also described the idea of trust and persis-
tence—that is, that the system should persist in its efforts 
to promote older adults’ health maintenance (even if not 
improvement) and thereby preserve their dignity. They 
often became advocates for their relatives, for example 
in navigating health insurance coverage for resources 
that were deemed unnecessary from payors, but were 
critical for quality of life.

Preference for Geriatrics

Vignettes were analyzed to assess how participants 
made independent decisions about providers based on 
information about a hypothetical older adult. The “real 
life” scenarios that were used in the focus group with 
caregivers to verify vignettes suggested that the circum-
stances presented in the vignettes were reflective of con-
siderations when making a decision about providers. As 
one caregiver from that group described:

“If you’re an old person who has one disease, then you go 
to that “one thing” doctor. But if a geriatrician is anything 
like a pediatrician they are supposed to be able to be more 
cognizant not only of the disease that they’re presenting but 
also. . .both psychological and physical challenges that go 
along with a specific period in a person’s life.”
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In responses to vignettes, caregivers favored 
switching to geriatric care while older adults pre-
ferred enrolling in care with both—possibly to main-
tain continuity of care with their PCP and also benefit 
from geriatric care. For the 67-year-old patient, most 
older adults and caregivers selected PCP at the healthy 
baseline. Caregivers primarily selected a geriatrician 
for all subsequent stages of complexity while half of 
older adults selected geriatrician and the other half 
selected both geriatrician and PCP at increasing lev-
els of social and clinical complexity. In contrast, for 
the 91-year-old patient, all caregivers selected PCP or 
both even at healthy baseline and most older adults 
selected PCP or both at baseline as well. Some par-
ticipants wrote that the patient may recover faster 
with support from both types of physicians; others 
who recommended both additionally wrote “in one 
person” meaning that the PCP should have training in 
geriatrics. A summary of participants’ preferences is 
illustrated in Figure 1.

Discussion and Implications

In this study, we explored how older adults and family 
caregivers who often support older relatives in medical 

decisions, expressed and related their experiences to 
characteristics that were important to them in their 
healthcare. Then, we examined how older adults and 
caregivers expressed their preferences for geriatric 
care drawing on characteristics of a hypothetical older 
patient. Through insights into experiences and expecta-
tions (needs and values) and preference for geriatric 
care, we identified characteristics of health care that 
older adults and caregivers would consider patient-
centered—that is, reflective of their needs, values, and 
preferences.

Focus groups suggest that, to older adults and fam-
ily caregivers, patient-centered care involves having 
providers with technical and interpersonal skills (Fung 
et al., 2005); it is a holistic approach to medicine that 
considers the various circumstances within which 
older adults are immersed and addresses their physical 
and mental health as a standard of care rather than 
requiring initiative by older adults or advocacy by 
caregivers. At the system level, patient-centeredness 
requires a healthcare system that considers and 
addresses the social determinants of health and is per-
sistent in its efforts to support older adults. Older 
adults and caregivers both indicated that trust from the 
system and its providers is essential for ensuring that 

Figure 1. Illustration of participants’ preferences for providers based on vignettes.
Note. Each box represents one participant.
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they receive appropriate care, but also, for fostering 
shared decision-making, strengthening partnerships, 
and improving quality of care as defined in multiple 
ways (Grob et al., 2019). Similarities in themes emerg-
ing from the two types of focus groups suggest a need 
for greater exploration of caregivers’ role in health-
care decisions for or with their older relatives (Dalton, 
2003; Rabow et al., 2004; Reinhard et al., 2008; 
Rodakowski et al., 2017). Given that nearly 40% of 
older adults are accompanied by a caregiver to health 
care visits, there is a need to better understand the 
nature of caregiver responsibilities in these visits 
which may include decision-making and advocacy 
(Wolff et al., 2020; Wolff & Roter, 2011).

The use of vignettes provided some exploratory 
insight into, first, whether older adults and caregivers 
will select geriatric care at all, and second, some of the 
circumstances under which they may do so. A limitation 
of this approach is that it is unclear whether the discus-
sion influenced provider preferences or whether partici-
pants selected the provider type based exclusively on the 
circumstances presented in the scenarios. However, 
given that vignettes were presented at the end of the ses-
sion it is possible that participants’ preferences reflect 
some of the experiences and characteristics they dis-
cussed during the earlier phase of the session. Findings 
suggest that older adults and caregivers may see value in 
geriatric care even with a basic definition of the services 
they provide and may express a preference for a geriatri-
cian given increasing clinical complexity as well as 
social circumstances.

Findings from this study may inform several areas 
for future research. There is a need to better under-
stand how needs, values, and different types of patient 
circumstances that underlie patient-centeredness 
relate to subsequent decision-making, perceived 
value, and use of health services such as geriatric 
care. Such research would be more robust by includ-
ing and comparing perspectives of older adults and 
family caregivers. Here, we conducted separate focus 
groups by participant type to minimize discomfort, 
but future research may consider dyadic approaches 
to better understand how older adults and caregivers 
express experiences and needs, and subsequently 
make decisions both separately and together about 
different types of healthcare services.

Practitioners may consider avenues for integrating 
caregivers whether through the EHR or through in-
person communication during healthcare encounters as 
this may guide optimal referral practices and clinical 
decisions. Integrating caregivers—who act as advo-
cates and support provider recommendations—may be 
necessary for patient-centered care. Their integration 
may also support provider decisions when prioritizing 
multiple patient concerns. Further, providers may have 
an important role in helping older patients navigate 
challenges with social determinants of health (e.g., 
transportation) and may consider approaches to 

building and demonstrating trust and persistence in 
patients—especially since they may reflect the broader 
system in their practices. Continuing to understand 
what patient-centeredness means is essential for devel-
oping medical training curricula and for fostering 
alignment between practice and patient values. For 
providers supporting older adults, this may involve 
training in diagnostics, or perhaps, in discussing aging-
related concerns. Further, given the perceived value of 
geriatric care among older adults and caregivers, there 
is a need to ensure an adequate workforce to support 
the needs and preferences of this population. This may 
require (a) further study on specialty selection, (b) cur-
ricular modifications to encourage interest in the spe-
cialty, and (c) institutional reframing of the value of 
geriatric care driven both by clinical perspectives as 
well as by the preference for care from specialists as 
expressed by patients and caregivers (Brummel-Smith, 
2015; Flaherty & Bartels, 2019; Raj et al., 2020).

There are some limitations of this study. Participants’ 
interest in the study may have also been influenced by 
particularly positive or negative healthcare experi-
ences, which could have also influenced their com-
ments during the discussion. All participants were able 
to attend sessions possibly signaling a certain health 
status; however, that these participants also mentioned 
the need for greater support for maintaining function-
ing, cognition, and mobility, suggests that it is a salient 
concern even among relatively healthy older adults and 
may be understated. Finally, participating in the study 
as a “caregiver” required first identifying as a care-
giver; perspectives of individuals who do not self-iden-
tify as “caregivers” but still support older relatives 
require further study. Our inclusion criteria of caregiv-
ers age 25 and older may have also restricted the per-
spectives garnered from this study. Nevertheless, there 
are opportunities for future research to build on this 
study in order to better understand the perspectives of 
older adults and family caregivers as they interact with 
the healthcare system.
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