University of Nevada, Reno

The Older AdultsLived Health Care Experience

A thesis submitted in partial fulfilment of theg@rements
for the degree of Master of Science in
Nursing

By
Dianna L. Hein, BSN, RN

Dr. Stephanie DeBoor/Thesis Advisor

May 2014



© by Dianna L. Hein 2014
All Rights Reserved



N e
e THE GRADUATE SCHOOL

University of Nevada, Reno

]

We recommend that the thesis
prepared under our supervision by

DIANNA L. HEIN
entitled
The Older Adults Lived Healthcare Experience

be accepted in partial fulfillment of the
requirements for the degree of

MASTER OF SCIENCE

Stephanie S. Deboor. Ph.D.. RN CCRN. Advisor

Cathy Butler, M.SN. Commuttee Member

Daniel Cook. Ph.D.. Graduate School Representative

Marsha H. Read. Ph. D.. Dean. Graduate School

May. 2014




ABSTRACT
It is estimated that by 2020 there will be 55 roitliadults age 65 or older in the United
States. This growing and important segment opttyaulation is living longer, dealing
with more chronic health conditions, seeking moesliwal services, and paying more for
those services than any other age group. Thigpgatao experiences ageism which can
directly impact those health care services. Rebdaas been conducted evaluating the
older person’s experiences with specific diseastesi{(i.e. cancer, hypertension,
diabetes), specific patient settings (i.e. inpdtiskilled nursing facilities), and even
specific providers (i.e. physicians, PAs, NPs).widwer, there is paucity in the literature
regarding the older person’s general lived expegemith health care services.

The purpose of this phenomenological study waketermine the meaning and
significance of the lived experience of the oldergon receiving health care services.
The aim of this study was to explore, describeerjppriet and gain a deeper understanding
of that lived health care experience, which wilhtttbute to the science of nursing and
medicine. This study was guided utilizing van Maeesix activities of qualitative
inquiry. Participants were recruited through pwgfal sampling until data saturation
occurred. Semi-structured, face-to-face, audionaed, interviews were conducted.
Colaizzi's 7-step approach was implemented for dagdysis. Knowledge acquired from
this study may be utilized to provide a more haispproach to patient care for older

adults by all health care providers.
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CHAPTER |
INTRODUCTION

Background and Significance

According to the U.S. Census Bureau (2011) moopleewere age 65 or older in
2010 than any previous census. The older popul&ias increased from 35 million in
2000 to 40.4 million in 2010 and is projected torgase to 55 million in 2020
(Administration on Aging [AOA], 2012). Americansedliving longer and those who
survive to age 65 can expect to live an averad®d more years (Federal Interagency
Forum on Aging-Related Statistics [Forum], 20125 individuals are living longer they
are faced with more chronic diseases and long-témesses. More than three-quarters
of adults over the age of 65 have at least onenatiroedical condition that requires on
going medical treatment (Institute of Medicine lo¢ tNational Academies [IOM], 2008).

Heart disease, stroke, cancer and diabetes aregam®most common and costly
chronic diseases affecting older adults (Forum220Erom 2009 to 2010, 30.4% of
people age 65 and older reported heart diseas#/03vypertension, 8.6% stroke, 20.5%
diabetes, and 24% any type of cancer (Forum, 20A8yitional health concerns for this
age group include vision and/or hearing limitatiomsl health problems, depressive
symptoms, functional limitations, and cognitive sgas. These chronic conditions and
long-term ilinesses are rarely cured and are beiagaged in both outpatient and
inpatient settings.

Older Americans have health insurance through Mediavhich covers a variety
of services including inpatient hospital care, ptigs services, hospital outpatient care,

skilled nursing care, hospice services, and pngson drugs (Forum, 2012). These same



authors identify that in 1999, the hospitalizatrate was 320 per 1,000 Medicare
enrollees and in 2009 the average length of staySvadays. Skilled nursing facility
stays increased from 28 per 1,000 in 1992 to 8@ @0 in 2009 for Medicare enrollees.
AOA (2012) cites in 2007, older persons averagecerffice visits with doctors than
persons aged 45 to 65 (7.1 office visits compane®i 7 office visits that year). For
Medicare enrollees, age 65 and over, the numbghysician visits increased from
11,395 per 1,000 in 1999 to 15,437 per 1,000 irDd@@rum, 2012). Older persons are
utilizing more medical services and are spendingenon those services than other age
groups.

In 2010, 13.2% of total expenditures by older Aro@ni's were on health, more
than twice the proportion spent by all consumei®@AA2012). Those older persons with
no chronic conditions spent, on average, $5,52¢@ar on health care costs while those
with five or more chronic conditions spent $24,¢&8 year in 2008 (Forum, 2012). The
Dartmouth Atlas of Health Care (2013) reports thatlast two years of life account for
approximately 32% of total Medicare spending faiiggas with chronic illness and from
2003 to 2007 the national average of Medicare raimsgments per decedent in the last
two years of life was $53,441.

Another issue that the older person faces is agewmch is the prejudice or
discrimination against a particular age group,ipaldrly the elderly (Kagan &
Melendez-Torres, 2013). A majority of older aduport experiencing ageism, such as
people assuming they have a memory or physicalirmeat due to their age (Dittmann,
2003). Health care professionals often view ofurents has “set in their ways” and

“unable to change their behavior” (Dittmann, 200350) and a study focused on the



attitudes of physicians-in-training toward oldetigats resulted in a mix of both positive
and negative views about caring for the older agfilgashi, Tillack, Steinman, Harper,
& Johnston, 2012). These negative stereotypes lbese linked with a shortened life
span and a study conducted by Levy, Slade, Kuakel Kas| (2002) found that older
adults with more positive self-perceptions of adgingd 7.5 years longer than those with
less positive self-perceptions of aging.

The IOM (2008) found that more health care pro\sdezed to be educated in the
basics of geriatric care and should be capablahg for older adults. The IOM
published recommendations in 2008 that proposexheLcrent three-pronged approach
1) enhance the geriatric competence of all progid2y increase the recruitment and
retention of geriatric specialists and caregivangl 3) improve the quality of care that is
given. In addition, the Affordable Care Act is is@d on improving quality and lowering
health care costs while increasing access to heatth(U.S. Department of Health &
Human Services [HHS], 2013). The Affordable Ca strengthens Medicare, offers
eligible seniors a range of cost-free preventatsices, and provides new protections
for seniors by decreasing waste, fraud, and abiuge @rogram (HHS, 2013). Now, and
in the immediate future, primary care providers PBLwill be charged with providing
increased health care services to this growing segjof our population. Having a
greater understanding of what that health carerexqpee is for the older person will aid
the PCP to treat this population more holistically.

Definition of Terms

For the purpose of this study the following termes @efined:



Ageism. Social and interpersonal discrimination and siggges based on
advancing age (Kagan & Melendez-Torres, 2013).

Primary care. The level of a health services system that pes/ehtry into the
system for all new needs and problems providesopdmused care over time, provides
care for all but very uncommon or unusual condgiand coordinates or integrates care
(Johns Hopkins University, 2014).

Primary care provider (PCP). A health care practitioner who sees people that
have common medical problems (National Institufedealth [NIH], 2013). This person
is usually a doctor, but may be a physician ag#igiA) or a nurse practitioner (NP)
(NIH, 2013).

Older person. Any person age 65 or older (Cipher, Hooker, & Sekski, 2006;
Federal Interagency Forum on Aging-Related Staisf012; Karlsson, Edberg,
Jakobsson & Hallberg, 2018, S. Census Bureau, 2011).

Holistic. Treating the whole person rather than simply agarg disease; focuses
on how the physical, mental, emotional, and smfiglements of a person are
interconnected to maintain health (American Casmaiety, 2013).

Problem Statement

The 65 and older group is a growing and importagheent of the United States
populace that is living longer, dealing with moreanic conditions and long-term
illnesses, seeking more medical services and im@amore for those services than other
age groups. Research has been conducted evalttsiontfer person’s experiences with
specific disease states (i.e. cancer, hypertendiahetes), specific patient settings (i.e.

inpatient, skilled nursing facilities), and everesiiic providers (i.e. physicians, PAs,



NPs). However, the older person’s general livegeeience with health care services has
not been explored. PCPs have a responsibilitsett £ach patient as an individual,
setting aside their own preconceived notions aadds. It is vital that PCPs, and all
health care workers, have a deeper understandohgreowledge of the older person’s
health care experience so as to provide a hopsdit of care.
Purpose of Study

The purpose of this phenomenological inquiry wasxplore, describe, interpret,
and gain a deeper understanding of how the oldsppesxperiences health care services.
This qualitative study has contributed to the aofrigerature that is lacking a deeper
understanding of what health care means to oldsiope and how they experience those
health care services. This study benefits all R@iékiding physicians, PAs and NPs, by
providing increased knowledge and understandirtgisfspecial growing population. In
addition, older persons may benefit from this stuadythey explore what health care
means; they will gain valuable insight into theipectations and satisfaction with our
current health care system.
Resear ch Question

The main question that guided this study was: Vithtte lived experience of the
older person receiving health care services?

Chapter Summary

This chapter provided the background and sigmfiesof health care

concerns/issues affecting older Americans. Inaudehe purpose of the study along

with the research question that guided this phemohogical inquiry to better understand



the perspectives of older adults receiving healtie services. Chapter Il will provide a

discussion and analysis of the current literature.



CHAPTER Il
LITERATURE REVIEW

A literature review was completed using the mashmon research databases
CINHAL, Pub Med, Academic Search Premier and Godygldncluded in the search
criteria were articles from 2003 to the present anaotal of 12 journal articles were
obtained from the searched databases that proveel relevant to the topic of interest
(Appendix A). This search resulted in various sadocused on patient satisfaction
and/or experiences with various providers, hedtie settings, disease processes, or a
combination of these. This search found a pawdititerature related to the older
person’s health care experience, specific to theary care setting, thus the following
studies reviewed will provide basic comparativewlsalge for analysis of this research
study.
Provider Preference

Cipher, Hooker, and Sekscenski (2006) examined/ibgdicare Satisfaction
Survey and Consumer Assessment of Health Plane{gection on Fee-for-Service,
from 2000 to 2001. The findings of this cross-&ewl, national survey indicated PAs
and NPs were rated as favorably as physiciansMstiicare patients over the age of 65.
An unexpected finding of this study was that a dipprtionate number of Medicaid
patients reported their primary care providers WwéPs oppose to PAs or physicians.
Conversely, a significantly higher number of patsewho had supplemental insurance
reported their primary care providers to be phgsisi These researchers suggest that
PAs and NPs may be taking care of the poor pouaif elderly more than physicians.

This was the first national cross-sectional studyatient satisfaction comparing



physicians, PAs and NPs. The results are condiststpporting that NPs and PAs
provide health care that is indistinguishable af better, in quality from care provided
by physicians (Brown, 2007; Horrocks, Anderson &iskairy, 2002; Naylor &
Kurtzman, 2010).

Budzi, Lurie, Singh, and Hooker (2010) examinedgratsatisfaction with care
provided by physicians, PAs and NPs in the VeteHaath Administration (VHA).

Data from the VHAs Survey of Health Care ExperieotPatients was analyzed and the
researchers concluded the majority of the outptstipreferred to see NPs, compared to
physicians and PAs, for primary care. Limitatiafshis study include that a majority of
the NPs were also veterans, possibly resultingtrept satisfaction being affected by the
PCPs gender and military experience. In additiie to confidentiality and information
protection, survey respondents could not be lirtkeais or her health care provider and
details regarding geographical regions of the gterd and patients could not be defined.
Finally, this study concluded that veteran patiemesmore satisfied with care provided
by NPs than physicians and PAs.

Brown (2007) examined the feasibility and sustailitgtof independently
managed nurse practitioner (NP) practices, ideatifhe characteristics on consumers
who would likely use an independent NP practiceeased consumer needs, and defined
a target market for competitively positioning NH3ata for this descriptive study was
collected in June 2005 using a convenience sanipheentire population of 1000
employees at a large nonprofit organization in K@aunty, Washington. An
anonymous survey of the 1000 employees was cordiacig 206 surveys were

completed. Of the 206 surveys completed most redgrts knew about NPs and a



majority had seen an NP previously. Most weresfiatl or extremely satisfied with NP
care. Research results indicate that NP usersmere likely to be female and younger.
Limitations of this study include the small samgpiee and non-generalizability of these
results.

Mayer, Gropper, Neville, Partridge, Cameron, Wiaed Earle (2012) developed
a questionnaire to evaluate breast cancer survigonsfort with different clinician types
or with a telephone/Internet-based virtual visicamponents of survivorship care. A
total of 547 questionnaires were sent to breasterasurvivors seen at the Dana-Farber
Cancer Institute who were English speaking, moaa thyears since diagnosis, and not
undergoing chemotherapy-based treatment at thedinagentification. Of the 547
guestionnaires that were sent, 218 eligible bremster survivors were considered
participants in this study based on eligibilityteria. Most patients favored medical
oncologist follow-up visits over those with primasgre physicians or nurse practitioners
in terms of reduced worrying about cancer, redwstegks around the visit, and improved
effect on cancer survival. However, the majorigoadisplayed substantial comfort with
both primary care physicians and nurse practit®nethe same domains. Patients rated
a virtual visit as having a less favorable impattancer survival and cancer-related
worrying compared with in-person visits with clirdos. The generalizability of the
results was limited because the breast cancensurgohort surveyed may not reflect the
larger population of patients with breast cancegemms of education, income and

race/ethnicity.
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Health Care Settings

Hess, Lynn, Conforti, and Holmboe (2011) evaludkedolder patients’
experience of care in internal medicine and fammbdicine residency program clinics
compared to the experience of care provided bytigmag physicians. This quantitative
study obtained patient experience data from an AaeBoard of Internal Medicine
Practice Improvement Module focused on care ofenalble elderly (patients aged 65 or
older), which is a web-based self-evaluation taddudl on nationally recognized
guidelines that uses chart abstraction, patiemestgt and a practice system survey to
generate a performance report. The residencycdennple included 46 programs that
were geographically diverse and representativeafi@mic and community-based
programs. The practice physician sample includetighysicians certified by the
American Board of Internal Medicine who completed Practice Improvement Module
focused on care of vulnerable elderly. Data fro212 patient surveys received from the
residency clinics and 4,204 patient surveys reckfv@m the practicing physician
settings were analyzed using descriptive statistRatients cared for in residency clinics
were less likely to report receiving each procdssace important for older adults (i.e.
fall prevention or treatment of problems with balamr walking, screening for memory
or hearing concerns, or discussion of medicatide sifects) than practicing physicians.
The overall quality of care was rated lower foridescy clinics than practicing physician
offices, however practicing physician offices alaibled to perform some processes at a
desirable rate. Limitations included; variatiamsesident performance cannot be

detected, some residency clinics were performig@ér than others and these differences
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have not been studied in detail, and informatiooualhow participants from either study
group distributed the survey or how their patieaaspleted the survey was not captured.

In a study that evaluated data from the Hospitaistimer Assessment of Health
care Providers and Systems (HCAHPS) survey, Jta,@heng, and Epstein (2008)
concluded that although most patients were geryesatisfied with their care in a
hospital setting, there was room for improvemeddtient experiences at more than 2400
U.S. hospitals were examined and patients whovedeiare in hospitals with a high
ratio of nurses to patient-days reported somewbtiebexperiences than those who
received care in hospitals with lower ratio. Altigh the strength of the relationship was
modest, hospitals that performed well on the HCARB&ey generally provided higher
quality of care across all measures of clinicalligyighan did those that did not perform
well on the survey. HCAHPS highlighted severabaref improvement such as nursing
care, communication about medications, pain managgrand providing clear discharge
instructions. A limitation of this study is nead9% of U.S. hospitals failed to provide
HCAHPS data and the data presented in this adrdierepresented a snapshot of
patients’ experiences.

Hasson and Arnetz (2011) used cross-sectionakgsito compare care
recipients’ and their relatives’ perceptions of lgyaof care in nursing homes and home-
based care. This study was conducted in two npatdiclder people care organizations
in Sweden. All of the older people receiving hanedp services, home care or living in
nursing homes in these two municipalities were whared eligible for the study. The
only exclusion criteria were older people not cdpaib expressing their perceptions due

to severe dementia. The questionnaires wereldliséd by the nursing staff who
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discussed each care recipient’s capability to rephpe questionnaire with their
supervisors. Care recipients were permitted teivecassistance reading the questions
and/or writing their responses from a friend oatiee. Only one relative per care
recipient was registered as the primary family menamd all individuals who were
registered as a primary family member to care rentp were included in the study.
Relatives received the questionnaires by mailotAltof 541 care recipients responded to
the survey for an overall response rate of 46%otal of 780 relatives responded to the
survey for an overall response rate of 50%. Thdystesults suggest that home-based
older people care appears to be in greater neatha@d to nursing homes, of
development of staff competence, staff interactutth families and activities offered to
older adults. In both settings, nursing staff vetrainfluences the care recipients’ and
their relatives’ satisfaction with care. Limitat® of this study include; low response
rates by care recipients and relatives, possiteisen bias by the supervisors’ and
nursing staff in care recipient selection and ledigeneralization.

Karlsson, Edberg, Jakobsson, and Hallberg (20d@&need care satisfaction of
people 65 years and older, in relation to plackvofg, health-related quality of life,
functional dependency, and health complaints wheweceiving public care and service
(formal care from the municipality). The studylumbed 166 individuals who received
public care and services in five municipalitiesouthern Sweden. Participants were
identified and recruited by their 10 digit personamber when they were registered in a
national longitudinal and multi-purpose study miéid in 2001 in Sweden. Included in
the study were older persons who had been grantgltcware and service at home, who

were living in a special accommodation (equivaterd nursing home) or who had at
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least two visits per month from home nursing caresbabilitation. Excluded from the
study were older people granted only a bodily-earalarm (alarm equipment to call for
help from staff), meals on wheels, or transpontises (subsidized transport with
assistance). Between October 2002 and June 2088aly trained registered nurses,
not involved in the care and services receivedieyalder persons, conducted personal
interviews with the study participants. Respondevito had impaired communication or
cognitive ability, as assessed by the registeresieninad a proxy, the next of kin or the
contact person, that was interviewed instead. &t@are only 9 study participants who
required a proxy to answer interview questionsoseholder adults at home rated an
overall higher care satisfaction and were moresfati with care continuity and personal
relations. They thought the staff had more timeé &ere more respectful and quiet than
the ratings by those in a special accommodaticere Gatisfaction and health-related
quality of life was also more associated with fimeal impairment and health complaints
than to whether care and service was receivedraelay in a special accommodation.
Those individuals with dependency in Instrumentetivities of Daily Living self-rated
care satisfaction lower than those with depend@m&ersonal Activities of Daily Living
who self-reported high care satisfaction. Limaas of the study discussed by the
researchers included the skewed distribution reggithe older person’s place of
residency. This study identified that there we@enolder people living in special
accommodations compared to the official statistiEsis may limit the results
transferability to the group of older adults re@ggvpublic care and services at home.
The participants’ dependency on care and servi@shave also influenced their

responses, which may have resulted in underrepdrssdtisfaction.



14

Satisfaction Related to Care of Disease Processes

Stein et al. (2011) evaluated the quality of antepa satisfaction with primary
health care for anxiety disorders. The authot&zeat baseline data from the Coordinated
Anxiety Learning and Management study, which wasrnalomized controlled trial of
1004 subjects that were referred by their primamg grovider for collaborative
management of their anxiety disorder(s). Theyrdateed that approximately 57% of
participants received appropriate anti-anxiety ro&on within the previous 6 months,
but only about 29% at adequate dose and duratpprpaimately 46% of participants
had received some counseling, but only 21% witbgnitive-behavioral therapy focus;
only about 41% of participants received quality noim@cotherapy and/or psychotherapy;
and few patients, about 45%, were at least somesétistfied with their mental health
care. Limitations of this study include a purpedyvselected sample of outpatients that
cannot be expected to be representative of U.patiahts with anxiety disorders and the
patients may have been more difficult treat and sssult were referred by their primary
care provider for the trial.

Kuluski et al. (2013) used a mixed method and mspiudy design to investigate
what is important in care delivery from the pergjpmecof hospital inpatients with
complex chronic disease. Between February and2li{, one-on-one semi-structured
interviews were conducted using a convenience sapfphpatients at a continuing
care/rehabilitation hospital in Canada. Excludednfthe study were patients who could
not provide informed consent including individualgh severe cognitive impairments.
Of the 158 patients eligible for participation ld#&ticipated in interviews and 110

commented on the aspects of care delivery that ingyertant to them and were captured
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in the qualitative analysis. Three overarchingitbe were gleaned from the data and
represented areas that the respondents felt néethedaddressed to improve the care
delivery experience: 1) components of the care (dasomprehensive assessment,
supported transitions and bio-psycho-social cackage), 2) care capacity and quality
(optimal staff to patient ratios, quicker respotisees, better patient-provider
communication and consistency between providens) 3 the patient-provider
relationship (characterized by respect and dign&ytimitation discussed by the
researchers is the use of one hospital-based pgapulaith complex chronic disease
which limits the transferability of the study fimdys.
Care Preferences and Disease Processes

A qualitative investigation conducted by Bayligslwards, Steiner and Main
(2008) explored processes of care desired by glgatlents who have multimorbidities
that may present competing demands for patientpeowdders. One-on-one interviews
of 26 community-dwelling Health Maintenance Orgaian (HMO) members age 65 or
older and had at the minimum the conditions of elieb, depression, and osteoarthritis
were completed. Themes from the interviews thiéected the participants’ preferred
process of care included the following: 1) the nEEedonvenient access to providers
(telephone, internet, or in person), 2) continoitgare (knowing and being known by
their providers for a period of time), 3) clear coomication of individualized care plans
(with supplemental, usually written, communicatio$)) individual and coordinated care
(support from a single coordinator of care who ddwélp prioritize their competing
demands), and 5) being heard (having providerslistened and included the patient in

diagnosis and treatment plans). This investigatian limited in that all of the
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respondents were members of a single HMO, howéxerasearches believed that their
findings are likely generalizable to many older ltglwith multiple chronic conditions.
Also, some of their reported care preferences rafigat the participants’ age and
functional level rather than purely their diseasedien.
Financial Impact and Chronic Disease

Jeon, Essue, Jan, Wells and Whitworth (2009) cetegla secondary analysis of
the qualitative data focusing on the economic Hapdisased on the experiences of those
who are affected by chronic iliness. Between M&@07 and January 2008, semi-
structured interviews were conducted in the AustnaCapital Territory and Western
suburbs of Sydney, Australia. Patients were résduhrough referrals from general
practices, local hospitals, community health s&wjspecialist clinics, health care
consumer organizations, and Aboriginal health sesyand purposive sampling resulted
in 52 patient participants. Carers (the most edigtmvolved family member or close
friend providing practical and emotional assistatacthe patient) were recruited using
convenience sampling, primarily through their gaaeticipant and through health care
professionals at the previously mentioned centeng;h resulted in 14 carer participants.
Participants experienced the economic impact adrabrillness in terms of affordability
of treatment (ability to pay for any treatment,véeg and care required to manage their
chronic conditions and its consequences) and aflity of other things (ability to pay
for additional necessities required for the managgrof the illness, such as health food,
exercise and gym memberships and joining socialiaes). Factors that influenced
economic hardship included eligibility for pensipntgher government subsidies or

allowances, and/or a concession card. The resgrarcbncluded that economic hardship
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requires households to make difficult decisionsveen basic living expenses and health
care in managing chronic iliness. These decismayg cause less than optimal health
outcomes and increased cost to the health carensysthe limitations outlined by the
researchers include the lack of generalizabilitthef data obtained, a small sample size,
and convenient sampling of the carer participants.

Chapter Summary

Understanding the lived experiences of older adelteiving primary care

services gives insight into the challenges and Emstfaced by this populace. There is
paucity in the literature in regards to the olderspn’s primary health care experience.
The current literature has an emphasis on patatrgfaction and/or experiences with
various providers, health care settings, diseaseegses, or a combination of these. The
literature review provided the reader basic compar&nowledge for analysis of this

research study.
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CHAPTER 1l
METHOD OF INQUIRY: GENERAL

Phenomenology was the method of inquiry utilizexdthis research. There has
been much confusion surrounding the definition leéromenology (Dowling, 2007,
Maruna & Butler, 2005) however, phenomenology @y the study of human
consciousness and an understanding of subjectperiexce (Maruna & Butler, 2005).
Phenomenology seeks to understand how humans erperand make sense out of their
existence. The word phenomenon comes from thekGveed “phanesthaito flare up,
to show itself, to appear” (Moustakas, 1994) ang tiine motto of phenomenologgu
den Sacheéitmeans both “to the things themselves” and “lgé$ down to what matters!”
(van Manen, 1990, p. 184). In its most basic fgghenomenology is “illuminating the
perspectives of others” (Maruna & Butler, 20055@).

According to van Manen and Adams (2010) phenonugicdl research aims to
“lead us to suddenly see or grasp a human phenaomeraoway that enriches our
understanding of everyday life experience” (p. 448)s from a first-person perspective
that we are able to make detailed description®o§ciousness and inner experiences
(Maruna & Butler, 2005).
History of Phenomenology

Phenomenology is a philosophical movement cloasbpciated with the German
philosopher Edmund Husserl (1859-1938), who is lyidegarded as the founder of
phenomenology. Husserl defined phenomenologyesdience of pure consciousness
and his philosophy was conceptualized in the itlaathe “lifeworld” is understood

without interpretations and is simply learning éhgeriences of individuals.
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Heidegger, a student of Husserl, distanced hinfisati the focus of
consciousness and intentionality in favor of a mwemeneutic perspective founded on
the ontological view that lived experience is aipretive process (van Manen &
Adams, 2010) thus, Heidegger is considered theripinstigator of modern
hermeneutics” (Annells, 1996, p. 706). Heideggemissed the notion of intentionality
in favor of an existential phenomenological accafrthe meaning of the world (Moran,
2005) and emphasized the notiorterhporality or time, as the basic existential of
existence (Keller, 1999). He also rejected thecepts of bracketing and reduction and
believed that understanding is never without prpesfiions (McConnell-Henry et al. as
cited in Earle, 2010).

Phenomenology, as described by Husserl and Heidegggephilosophical in
nature and no rules or procedures for conductirgpmenological research was
discussed (Earle, 2010). Max van Manen appearsrtivine the descriptive
phenomenology of Husserl with an argument that @ $o interpretive (Dowling, 2007)
and offers a contemporary approach to researchmfived experience through
hermeneutic phenomenology. Like Heidegger, vanévialoes not embrace the concept
of bracketing but acknowledges that our experiengésence our reflections (Dowling,
2007). The approach of van Manen (1990) is awvaetnd ongoing interplay of six
distinct research activities: “(1) turning to a pbenenon which seriously interests us and
commits us to the world; (2) investigating expeceias we live it rather than as we
conceptualize it; (3) reflecting on the essentiaites that characterize the phenomenon;
(4) describing the phenomenon through the art @gfngrand rewriting; (5) maintaining a

strong and oriented pedagogical relation to theaphenon; and (6) balancing the
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research context by considering parts and whol&80)p These activities will further
guide this phenomenological inquiry.
Phenomenological Activities Related to this Study

The first activity, as outlined by van Manen (1998turning to a phenomenon
which seriously interests us and commits us tavtid which is fundamental for a
researcher interested in understanding human experi Questioning whether it is
possible for a researcher to put aside any preegikhowledge or assumptions they may
have about the phenomenon, van Manen encouragesp@nsibility to make their
knowledge of the subject explicit (Earle, 2010yVe& must come to terms with our
assumptions, not in order to forget them againyaiier to hold them deliberately at bay
and even to turn this knowledge against itselft a&re, thereby exposing its shallow or
concealing character” (van Manen, 1990, p. 46)is Tésearcher’s interest in the subject
began with a self-reflection of how health carexperienced in today’s society of
modern technology. Family medicine has moved ainay the time of house-calls to a
computerized era of on-line appointment schedudimgj digital communication with
providers. As a family nurse practitioner it isgontant to understand how patients
experience health care services, particularly tdergeneration which is a rapidly
growing segment of our population.

The second activitynvestigating experience as we livestiggests that the
researcher becomes immersed in the phenomenoden tordevelop an understanding of
the lived experience and not take anything for ggafivan Manen, 1990). The three
ways of collecting data, as noted by van Manerdudewriting, interviewing and

observation. Earle (2010) posits that throughrusving the researcher can collect data



21

in order to discover a rich understanding of a pimeenon while also creating a dialogue
between the researcher and the participant abeuh#aning of the experience. This
phenomenological inquiry examined the health capeeence of older adults in order to
develop an enriched understanding of that expegi#mough conversational
interviewing.

The third of van Manen’s (1990) activities has tbgearchereflect on essential
themeswhich is integral in distinguishing between th@eg@rance and the essence of the
lived experience. Themes give structure to thenpheenon and ultimately meaning to
the experience under investigation, once commaoméisehave been identified the
researcher must then select phrases from theltttare particularly relevant and
capture the meaning of the themes (Earle, 20B)identifying and analyzing themes
found among older peoples health care experiencgeh) @and deeper understanding was
revealed about the nature of this lived experience.

Describing the phenomenon througle art of writing and rewritings the fourth
activity (van Manen, 1990). Through this activittye researcher gives appearance and
body to thought through the artistic process o&ttng phenomenological text through
writing and rewriting (Earle, 2010). As the olgmrson shared their individual and
unique experiences with health care the essenitedived experience was discovered.

The fifth activity ismaintaining a strong and oriented relatigvan Manen, 1990)
which requires the researcher to aim for the sesnhgossible interpretation of the
phenomenon through their awareness of the liveérexqmce. Although the researcher
has personal knowledge and experience with theqrshenon under study, personal

biases were separated and the researcher maintpeadess to the participants’
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experiences. In doing so, the researcher exteaththe lived experience of the older
adult’s health care experience by writing a deigh, and meaningful text.

The sixth, and final, activitipalancing the research context by considering parts
and whole(van Manen, 1990) encourages the researcher et ¢onsumed with the
details of the methodology, until the study hashbeempleted. The power of the text
comes from the participant’s experiences and vandiauggests that specific details
can and should be worked out during the reseautty girocess (1990). This activity
guided this researcher to achieve a deeper unddmtpof the phenomenon by stepping
back to evaluate and examine how each part cotddlto the overall study by
maintaining openness to the participant’s expegenc

Resear ch Plan
Participant Selection

Qualitative research is the investigation of phmana, in an in-depth and holistic
fashion, through the collection of rich narrativaterials (Polit & Beck, 2012). These
same authors identify that inquiry of real-life exiences of people with first-hand
knowledge of the phenomenon typically takes plad@eé naturalistic setting. In order to
meet the conceptual and substantive needs ofabesarch, purposeful sampling was
utilized to recruit participants who are knowledgieaof the phenomena. In particular,
participants who are over the age of 65, and wive had a health care experience with
in the previous two years, were recruited to shiaee personal health care experiences.
There are no fixed rules in qualitative samplind aample size was based on

informational need (Polit & Beck, 2012). A guidipgnciple of sampling is data
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saturation or “sampling to the point that no nefimation is obtained and redundancy
is achieved” (Polit & Beck, 2012, p. 521).

After approval from the Institutional Review Bodl&B) participants were
recruited, via flyer, from a local Starbucks Cofféeempany, Arthur Murray Dance
Studio, and the Osher Lifelong Learning Institubeclusion criteria included: any
English speaking person age 65 or older, who Hash#th care experience within the
previous two years.

Data Generation and Analysis Procedures
Data Generation

“The relationship between the researcher angahnicipant is based on mutual
respect and a position of equality as human bei(tdslloway & Wheeler, 2013, p. 97).
These authors identify, by the virtue of profesal@xpertise and skill in interviewing,
the researcher is in a position of power and tloeeehn unequal relationship between the
interviewer and the person interviewed exists.th@rmore, the researcher can empower
participants by listening to their perspective ghdng voice to their concerns. The
researcher can also respect the way in which gaatits develop and phrase their
answers (Marshall & Rossman, 200®y empowering and respecting the participants
the researcher is able to gain and maintain alle\gH of trust and become an active
participant in the interview and thus takes partorconstructing meaning (Holloway &
Wheeler, 2013).

Qualitative data collection using a phenomenolaigipproach primarily uses in-
depth interviews of individuals with first-hand kmi@dge and experience of the

phenomenon being studied (Polit & Beck, 2012). pusose of the interview was to
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discover the participants’ feelings, perceptiond timoughts about their lived health care
experience. Semi-structured interviews, utilizarginterview guide, helped the
researcher to focus on the issues or topics thed e@/ered and lines of inquiry
followed. This ensured that the researcher cabtesimilar types of data from all
participants while encouraging the participantaié freely about all the topics on the
guide, and tell their stories in their own wordsl{P& Beck, 2012). The most critical
interviewing skill is active listening and it iseliesearchers’ obligation to listen intently
to the participants’ stories. In order to proteatticipants’ privacy, the interviews were
conducted at an agreed upon location of choicas flaced the participant in some
position of control which allowed for the particigado be at comfort and ease with the
interview.
Analysis Procedures

Qualitative data analysis is a non-linear, compecess but is also systematic,
orderly and structured (Holloway & Wheeler, 2013hese authors further assert data
analysis is an iterative activity meaning thatheearcher moves back and forth from
collection to analysis and back again. Three teghes are suggested by van Manen
(1990) to uncover themes in the data, the holegtgroach, the selective reading
approach, and the detailed reading approach. Ttkeebkaiques consist of listening and
observing during interviews and reading and redreathe transcripts, while reflecting
on the essential themes which characterize thegohena. Colaizzi’'s (1978) 7-step
method of data analysis was utilized and is ide@tihere. Colaizzi encourages

researchers to be flexible with these as manyestaps overlap in the analysis process.
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1) Read all transcripts to acquire a feeling foeim and to make sense out of
them. The researcher must preserve the participants’ svasdaccurately as possible and
the fullest and richest data can be gained fromstrabing verbatim (Holloway &
Wheeler, 2013) therefore the use of transcriptfom® audio recordings is a technique
often employed to record and store data approjfyialehe participant interviews were
professionally transcribed for further review b tiesearcher. The holistic approach
employed by van Manen (1990) in reviewing trangsrguggests they should be read and
re-read several times to gain a sense of the wiwoltent.

2) Review each transcript and extract significstattements from thentsing
van Manen’s (1990) selective reading approachrtrestripts were read several times to
identify statements or phrases that seem partigudasential or revealing about the
experience being described. Colaizzi (1978) sugdhat repetitions in the transcripts
can be eliminated and furthermore, specific statemean be transposed to a more
general formulation.

3) Meanings are formulated from significant staées. The identification of
themes requires the researcher to move beyondcapmtes of the range of categories to
an explanation or even better, interpretation efihenomenon (Green et al., 2007)
requiring the researcher to have creative insigbtdizzi, 1978). Utilizing van Manen’s
(1990) detailed reading approach every single septer sentence cluster was evaluated
to identify what is revealed about the phenomenon.

4) Meanings are organized into themes, and thesmés evolve into theme
clusters and eventually theme categori€seps 1through 3 were repeated for each

transcription and then organized into clusterdiefites. These clusters of themes were
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then referred back to the original transcriptsriten to validate them. It is possible that
discrepancies may be noted among and/or betweeratlwais clusters and Colaizzi
(1978) advises the researcher to refuse the teimptatignore data or themes that do not
fit the research findings thus far. All participaad different and unique experiences
which were placed into different categories prodgaxplanations for all data received.

5) Integrate results into an exhaustive descriptiothef phenomenon under study.
The researcher then constructs emerging themegeaseaative guide for writing the
research study (van Manen, 1990). The researdberea the themes to guide the
written research study moving beyond a descripbevard an explanation and
understanding of the lived health care experierficdder adults.

6) Formulate an exhaustive description of the mime@non under study in as
unequivocal a statement of identification as pdssilihe notion underlying van
Manen’s (1990) approach is that phenomenologicaarch cannot be separated from
the practice of writing. Through writing the retsubf the study the researcher
participated in an active struggle to understardiragsognized the meanings of the lived
experience (Polit & Beck, 2012).

7) As a final step, validation is sought from gaticipants to compare the
researcher’s descriptive results with their livegerience. An important part of
verifying that the researcher has interpreted ardgnted the participants’ lived
experience accurately is to have the participanevethe transcripts. This permits the
participant and opportunity, if necessary, to §aaind elaborate on their lived

experience and any relevant new data must be wonkedhe final product of the
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research (Colaizzi, 1978). All transcripts andiles were reviewed by the participants
for accuracy.
Ensuring Trustworthiness

Holloway & Wheeler (2013) describe trustworthinassa methodological
soundness and adequacy. Qualitative researchetscomsider the true value of their
studies and demonstrate that those studies aribler@ahd valid. Guba (1981), purposes
that trustworthiness of qualitative research issgae through developing credibility,
transferability, dependability and confirmability.

Credibility, in preference to internal validitygeks to ensure that the study
measures or tests what is actually intended (Sh201). Qualitative research can be
valid through intersubjective knowledge and itxpected that “its readers will have
learned something of the human condition as welkasgnize and grasp the essence of
the phenomenon under study” (Holloway & Wheeled 2(. 302). Credibility can be
achieved through: citing the key writers of relateatks in the literature review,
specifying the particular data analytic methodsdue®d corroboration of data analysis
with the participants themselves (Saldana, 20Ttansferability, in preference to
external validity/generalizability, suggests the findings of the researcher can be
transferred to similar situations or participartislfoway & Wheeler, 2013). Guba
(1981) cites that in order to ensure dependalohityualitative research, the research
findings must be consistent and accurate, thusigirayreliability of the study. The
readers should be able to follow the appropriatenéshe analysis through the decision-
making process outlined by the researcher (Hollo&&yheeler, 2013). Confirmability,

in preference to objectivity, judges the researgkhle way the findings and conclusions
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were achieved and ensuring they were not the rektlie researcher’s prior assumptions
and preconceptions (Holloway & Wheeler, 2013).
Chapter Summary
This chapter began with a history of phenomenaclagiesearch and its
importance as a methodology for qualitative redear description of van Manen’s
approach to hermeneutic phenomenology utilizingaZal's steps of data analysis and
the process for data collection and management egrained. Finally, a description of

ensuring trustworthiness within the study was ptedi
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CHAPTER IV
METHOD OF INQUIRY: APPLIED
Sample Participant Recruitment and Selection

Participants who were knowledgeable in the conbétitis study were self-
selected through purposeful sampling. Purposefuing allowed the researcher to
seek information-rich participants who have hadewvijpus health care experience for the
purpose of understanding that phenomena. Thevgamato recruit approximately 10
participants with recruitment cessation once dataration had occurred. Data saturation
was achieved when the narratives revealed no nienmation and redundancy occurred
(Polit & Beck, 2012).

The inclusion criteria for this study were: At tti@e of recruitment the
participant must have been an English speaking,aatyg 65 or older, who had a
previous health care experience in the prior twarye Participants who were primarily
non-English speaking, under the age of 65, whortmidhad a health care experience in
the prior two years were excluded from this study.

Participants agreed to a face-to-face, audio tagedview, which was conducted
at a private location mutually agreed upon by trearcher and the participant.
Participants also agreed to follow-up communicati@nface-to-face, telephone, or mail
for review of their narratives. Each participarasaprovided a copy of their transcription
for review. This allowed the participants to makwy corrections, clarify any points, and
ensure accuracy of their experience. Participaete asked then to provide any

additional thoughts on their lived health care eigrees.



30

Gaining Access
Protection of Human Subjects

The Institutional Review Board (IRB) at the Unisity of Nevada, Reno
reviewed and approved this research (Appendix/A&lditionally, approval from the
recruitment sites was obtained prior to postingauitment flyer.

Recruitment

Following approval from the IRB and selected basses, recruitment flyers were
posted in highly visible areas at each locationddqdix C). Participants were also
recruited by word of mouth from other participamso self-selected for this research
and met the inclusion criteria.

Interested participants contacted the researchdelephone. The researcher
determined inclusion criteria, further explained thurpose of the research, structure of
the interviews, maintenance of confidentiality, sent to audio-taped interviews,
transcription of the data verbatim, handling of daga, reporting of the data at the end of
the research, and answered any questions theipantiecnay have had regarding the
research. This information was included in thesemt form (Appendix D). All
participants were informed that participation irsttesearch study was completely
voluntary and that they may refuse participationvisthdraw from the study at any time
without penalty or risk. All participants who ntée inclusion criteria were treated
fairly, equally, and without discrimination. Inddwals who agreed to participate in this
research were contacted regarding a time and tocédr formal consenting and

interview.
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Privacy and Confidentiality

All of the information obtained in this study wassd continues to remain
confidential. Participants were given a pseudomyith any identifying information was
removed from the transcripts to maintain confidarigi. In the researcher’s field notes
and transcripts, the participant was referred tthieyr pseudonym. A key for participant
contact information and the recorded interviewseastored in a locked file cabinet
accessible only to the researcher. A confidetyigbiatement was signed by the
transcriptionist who had access to the intervieta dappendix E).
Consent

Consent forms were developed to meet the requinesnod the participating
university’'s IRB. The consent form included thepmse of the research and a discussion
of the inclusion criteria. It was made clear tpatticipation in the study was on a
volunteer basis and that the participants coultdvaw from the research at any time,
should they choose. Research procedures werdycitated, along with the details
related to the maintenance of confidentiality amelrisks and benefits of participation.
All participants completed the consent processrpadeginning the interview.

Data Generation and Analysis Procedure

Data Generation

Data for this study was collected through in-defdbe-to-face guided interviews
lasting approximately one hour. The interviewsewesnducted at an agreed upon,
private location where confidentiality was maintdrthroughout the length of the
interview. An interview guide was prepared andize¢d to help facilitate the discussion

(Appendix F). Initial questions included basic agraphic information to identify the
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age of the participants. The interviews were réedmwith a digital voice recorder,
transcribed verbatim by a professional transcnpsip who signed a confidentiality
statement, within a week of the interview and rexdd for accuracy by the researcher.
In addition, a field journal containing notes waaintained by the researcher to help
described aspects of the physical environmentiggaaiht body language, demeanor,
dress, and other observations not discernible tteranscripts.

Data Analysis

The initial step in data analysis consisted déhég to the recorded interviews of
each participant’s experience. The verbatim traptscwere then read and re-read
multiple times to analyze the data. Thematic statgs were isolated utilizing van
Manen’s (1990) three techniques (the holistic apgingthe selective reading approach,
and the detailed reading approach). The reseademeonstrated these techniques
through observation and listening to each partiip@ading and re-reading the verbatim
transcripts, and through thoughtful reflection amelysis on the essential themes which
characterize the phenomena. Finally, Colaizzi%/@) 7-step approach that
operationalizes van Manen’s (1990) techniques wiizad in analyzing the data.

1) Read all transcripts to acquire a feeling foet and to make sense out of
them. Each interview was conducted, in person, by ésearcher. After each interview
the researcher spent time reflecting on the dissnssd re-reading the interview notes.
Each recorded interview was transcribed verbatim pyofessional transcriptionist who
had signed a confidentiality agreement. The tnapiscwere reviewed and listened to
multiples times to ensure accuracy and providee fion additional notes to be taken by

the researcher. The holistic approach of listetingeading, and re-reading the
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interviews allowed the researcher to immerse thermaseénto the data in order to gain a
sense of the whole content (van Manen, 1990).

2) Review each transcript and extract significstattements from thentsing
van Manen’s (1990) selective reading approachtrmescripts were read several times to
identify statements or phrases that seem partigudasential or revealing about the
experience being described. The transcripts waded by hand, through highlighting,
circling, or underlining and compared with the diglotes from the interviews.

3) Meanings are formulated from significant staées. The identification of
themes requires the researcher to move beyondcaptesn of the range of categories to
an explanation or even better, interpretation efihenomenon (Green et al., 2007)
requiring the researcher to have creative insigbtgizzi, 1978). Utilizing van Manen’s
(1990) detailed reading approach every single septer sentence cluster was evaluated
to identify what was revealed about the phenomer@mmmon words, phrases, or
thoughts, which were significant to the particigamixperiences, were analyzed by the
researcher.

4) Meanings are organized into themes, and thesmés evolve into theme
clusters and eventually theme categori€seps 1 through 3 were repeated for each
transcription and then organized into clusterdiefites. These clusters of themes were
then referred back to the original transcriptsriten to validate them.

5) Integrate results into an exhaustive descriptiothef phenomenon under study.
The researcher then constructed emerging themeege@serative guide for writing the
research study (van Manen, 1990). The researtberea the themes to guide the

written research study moving beyond a descrigtevard an explanation and
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understanding of the lived health care experieficdder adults. Commonalities within
various descriptions created a meaningful explanaif the phenomena (van Manen,
1990).

6) Formulate an exhaustive description of the mime@non under study in as
unequivocal a statement of identification as pdssili hrough writing the results of the
study the researcher participated in an activgygteuto understand and recognized the
meanings of the lived experience (Polit & Beck, 201As the researcher began writing
the results of the study, themes and theme cluaters easily identified. The struggle
occurred when the researcher tried to identifyetbsgence of those themes and theme
clusters in a concise, and as an unequivocal séateas possible.

7) As a final step, validation is sought from gaticipants to compare the
researcher’s descriptive results with their livegerience. An important part of
verifying that the researcher interpreted and prteskthe participants’ lived experience
accurately was to have each of the participantewetheir transcripts. This permitted
the participant an opportunity, if necessary, &ty and elaborate on their lived
experience. All transcripts were provided to thetigipants for review. The participants
then had an opportunity to verify the transcriptd ¢he researcher’s interpretation of the
data for accuracy and true expression of theirtheare experience.

Ensuring Trustworthiness

In qualitative research, Holloway & Wheeler (2088fine trustworthiness as

methodological soundness and adequacy. Qualitegsasmrchers must consider the true

value of their studies and demonstrate that thngkes are credible and valid. Guba



35

(1981) proposes that trustworthiness of qualitatesearch is possible through
developing credibility, transferability, dependatyibnd confirmability.
Credibility

In this phenomenological study, credibility wasasbed by utilizing the reputable
gualitative research methods developed by van Mafzadibility seeks to ensure that
the study measures or tests what is actually ig@ri8hento, 2004). It is expected that in
qualitative research “its readers will have learsenhething of the human condition as
well as recognize and grasp the essence of theopteron under study” (Holloway &
Wheeler, 2013, p. 302). The researcher cited k#gns of related works in the literature
review, specified the particular data analytic roehused, and corroborated the data
analysis with the participants themselves all irmeiampt to ensure credibility of the
research study.
Transferability

Transferability suggests that the findings of tbgearcher can be transferred to
similar situations or participants (Holloway & Wihee 2013). The findings of this study
are specific to older adult’s health care expemsncdWhile this data cannot be
generalized to the entire population; this resedods serve as an example of an
important and growing segment of the American patoth. The researcher’s goal was
to provide a rich and thick description of the phvena to give readers a deeper
understanding of the older population’s health exgerience.
Dependability

Guba (1981) cites that in order to ensure depeliyadf qualitative research, the

research findings must be consistent and accuhate providing reliability of the study.
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The readers should be able to follow the approgmeeds of the analysis through the
decision-making process outlined by the researgtelioway & Wheeler, 2013). To
maintain dependability, the processes within tegearch are described in detail. An in-
depth description of the planning process, exenutiche study, details of the field
experience, and evaluation of inquiry are provided.
Confirmability

Readers are able to judge this research by thdlveafindings and conclusions
were achieved and ensuring they were not the rektlie researcher’s prior assumptions
and preconceptions (Holloway & Wheeler, 2013). edailed description of the
methodology, along with ongoing reflective commepntaeated an audit trail. In this
study, the researcher discussed with the comnatiag and members, the researcher’s
biases based on personal experiences with oldéisadaeiving health care services.
Acknowledging these biases allowed the researchgraduce a text which accurately
reflects the participants’ lived health care exgece and not that of the researcher.

Chapter Summary

This chapter provided the application processanf Manen’s phenomenological
approach to research with a description of Colazteps for data analysis. The
researcher identified specific areas of the stubgre credibility, transferability,
dependability and confirmability were demonstrateensure trustworthiness within the

research.



37

CHAPTER V
FINDINGS

The purpose of this phenomenological study waketermine the meaning and
significance of the lived experience of the oldergon receiving health care services.
The aim of this study was to explore, describesrpet and gain a deeper understanding
of that lived health care experience, which wilhttdbute to the science of nursing and
medicine. The question guiding this research Wésat is the meaning and significance
of the lived experience of the older person recgnhealth care services? The following
accounts come from older persons who have hadeatreéealth care experience and the
insight they share gives the reader “a view ofvtleeld in which we live as human
beings” (van Manen, 1990, p. 5).
Description of the Participants

A total of eight participants were recruited arditigipated in this study; five men
and three women. The ages of the participantsechfrgm 65 to 75 years. Two
participants were married to each other; two offaticipants were living together; two
participants were widowed; one participant was died; and one participant was
married.

Data Collection

All eight interviews were conducted between Decen#®13 and January 2014.
Five of the participants were known to the reseanchs family friends, and three were
unknown to the researcher. The interviews werd imeh private location, which was
convenient for the participant. Three of the iiews were conducted at the

participants’ private residence, two were conduétietthe researcher’s private residence,
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and two were conducted in a private, small meathogn at the Redfield Campus
extension of the University of Nevada, Reno.

Each of the chosen interview locations providepliet, private, comfortable
space for the participants. The participantsrsahairs or couches next to or across from
the researcher. All cell phones were turned offilenced to avoid distraction.

Each participant was given the consent form feren®. The researcher allowed
adequate time for the participant to read the acanf®em. The researcher then reviewed
the consent form with each participant and answangdquestions the participants might
have regarding the consent form. The researchanded each participant that
involvement in the study was completely voluntang & they chose, they could
withdraw from the study at any time without riskamnsequences. The consent form
was then signed and a copy provided to each paatiti

To assist the participant with being at ease duitie interview, a time of open
dialogue occurred prior to each interview. Thisgass lasted approximately 10 to 15
minutes and allowed the researcher time to bupgoa with each participant.

Following this time of discussion the researchercamced the formal interview was
about to proceed and asked if the participant wady. When the participant
acknowledged “yes” the recorder was started andotimeal interview process
commenced. Before ending each interview, the reBeaasked, “Is there anything else
you'd like to share?” When the participant indexhthere was no additional information
they would like to share, the researcher thankegdérticipant and the recorder was

turned off.
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The participants were contacted, after the traptscwere reviewed by the
researcher, and asked to review the verbatim trgmg$or accuracy and to ensure the
participant answered the interview questions ag itltended to. Participants were
provided the transcripts, with the researcher’'soemts and notes, and asked to review
these as well as to ensure the researcher waprgtieg the participants’ story as they
intended to tell it. All eight participants whodan this study completed the study.

Data Analysis

All of the digitally recorded interviews were tstarred to a thumb drive and
given to the transcriptionist within one week oé thriginal interview date. The
transcripts were then returned to the researchiéiml to 2 weeks. The data was then
hand coded by the researcher using Colaizzi’'s  tstethod of data analysis.
| mmersion

After the completion of each interview the resbaraecorded field notes
regarding any thoughts, feelings, emotions, attitydnd ideas that were identified.
Once the transcription was completed, the verbaamscript was reviewed, while
listening to the interviews, to verify accuracyhelresearcher then read and re-read the
transcripts multiple times to become more famihigth the data and gain a deeper
understanding of each experience.

Extraction of Significant Statements and Phrases

Each transcript yielded 7 to 32 pages of intervneaterial for a total of 44,943
words. Through hand coding by the researcher, 8&fi8ficant words, statements
and/or phrases, which described their health cgvereence, were identified. A word

document was created to compile these signifidatements.



40

Formulation of Meanings

The researcher formulated meanings for each sgnif word, statement or
phrase. Diligence was taken to ensure each fotedilaeaning provided a relationship
to the participants’ original thoughts and statetsen
Organizing Clusters of Themes

The formulated meanings were analyzed and orgdritrdikeness; which
resulted in clusters of themes that emerged. hiémeés represented the individual and
groups health care experiences. This step wadatad by returning to the original
transcripts to search for additional informatioatttvas not included into the developing
themes.

During analysis of the data, discrepancies andraditctions were noted, which
Guba (1981) states are an expected finding in @&k research. To ensure complete
understanding by the researcher, each transcriptetarned to the participants who
were asked to validate the researcher’s findingeerthemes and to clarify or add any
additional thoughts to their health care experier8eme of the following statements
were made by the participants during this process.

Charles and | agree that we have no changes tatnamscripts. They are exactly
as we intended. (Barbara)

Yes, | have reviewed the transcripts, and they ity accurate to me. | don’t
see anything that is different from what | rememi@avid)

| think it is very accurate of the experiences Ihad. Didn’t know | said so many
ums. Will have to watch that. (Erica)

Sat and looked at the transcripts last night. IDehlly talk that much? As far as
| am concerned do what you wish with it like usordy what you felt was
important, the underlined thoughts. (Gail)
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Returning to the participants allowed the researtihealidate that the findings were
interpreted correctly and they were a true accofittie participant’s experience.
Essence, Themes and Subthemes

The researcher identified five themes, which #éld the health care experiences
of the older person. These themes include (1) (Eh@ersonal connection (3)
communication (4) adjusting to change and (5) hgaim advocate. The theme time was
further broken down into four subthemes, which were waiting to see the provider,
actual time spent with the provider, time spenttingion referrals, and convenience of
services. The theme communication was also futih@ken down into two subthemes,
which were communication between the provider &eddarticipant, and communication
between the providers with each othEnese themes and subthemes contributed to the
overall essence of the health care experiencellef adults.
Theme: Time

This theme was apparent throughout each interaeane of the greatest
frustrations for older adults and their health e@xperiences. Each participate was either
greatly dissatisfied with the length of time speaiting for health care services or they
were satisfied with the short amount of time speneiving health care services. As the
participants were sharing their stories, it becamgarent that time could be further
broken down into four subthemes (1) time waitingee the provider, (2) actual time
spent with the provider, (3) time spent waitingreferrals, and (4) convenience of

services.
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Subtheme: Time Waiting to seethe Provider
The following excerpts describe the frustrationthwhe length of time it takes
from arrival at the office to seeing the provider.

And I've been to some really [bad] pladkat | wouldn’'t want (laughs) to
go and waited for an hour, hour and a half. Omaeqlthey told us to go
to lunch and come back, we waited so long. (Erica)

Waiting is, is an issue. You know? Where ah, thieyays say, ‘you
know if its 15 minutes or 20 minutes beyond yoyp@ptment, please
remind us.” | don’t see any doctor’s office thhtat makes a point
themselves. | mean, they're relying on, on theausr, the patient to
come up and say, ‘you know, it's been 30 minutesi gou know, why,
why don’t they keep track of that rather than thdgnt? ... Sometimes
they're busy, you know? You understand why it nhigd necessary to
spend more time, and you’d want that more timewdre you. Um, and
you don’t want to feel rushed. And that’s oftenuyknow, you do feel
rushed now a days. More so | think than ever, @lyeu’'re only with the
doctor 8 or 9 or 10 minutes and you’'ve waited anae40 minutes, and
you’ve got other things to do in life besides sitidoctor’s office and
wait. So | think there’s a tendency to either d®omk, or not to manage
their time. | think that is an inconvenience te flatient. (Henry)

Um, well, it's adequate, it's just not very ahsiteal business like and
their running people through that office so faBhey have so many
people waiting, it’s just in and out as quick asuh get you in and out.
(David)

Waiting, waiting, waiting. And ah, sometimes tregpologize for the wait.
You know? Sometimes they don’t. You know, thest jignore it. Well,
again, I'm not overly sensitive, but because I"eeib in business so many
years, and, you know, you, you experience so miaings, and you have
to put them into perspective. But, it doesn’t shmefessionalism.
(Henry)

One participant shared her experience waiting foro&ider to discharge her from
the hospital. This was her experience:
... mean, it took me I think six hours to be relehgerally for them to
track him [doctor] down. I'm just sitting on thiaéd, waiting...so they've

been not so great experiences. And I'm prettyepatinost of the time.
When he finally did show up, um, some of the metthcehadn’t been
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followed up with. He basically said to me (sighejnething like um,
‘well | have other patients to see.” And | saighu know, | fully
understand that, but six hours sitting here waitongo home?’ (Gail)

The following excerpts describe the participastsisfaction being able to see
their providers quickly, resulting in a decreasetant of time waiting.

I’'m greeted immediately and brought into the bdokifige], it's like a
lounge in the back so you’re not sitting in the tivej room up front, but
you will see people back there. And they all, koow, [offer you]
water? Whatever. Whatever. And, within | woudy $sive minutes, one
of the nurses has me in an examination room. Axas dhe BP and, you
know, the oxygen and all of that good stuff. Aat, | would say within
five minutes, and I'm always given the choice oftug there ‘til | can
get in his office, or going back into the othermgah, usually, within five
minutes | see him. Which is, you know, quite amgzi(Gail)

Um, over there it's real easy because there idyhard/body there. So
you walk in, you sign in, and within usually 5 — dfnutes, then you go
back to the back and um, | don’t know if it's a s@ilor an assistant or
what she is, but she takes your blood pressures, ylm& weight, um, asks
you some questions, does stuff on the computertrardthe physician’s
assistant or, 1 don’t know if she is a nurse ptaxcter or physician’s
assistant, she’ll come in and, it's been very goeer there. (Erica)

Subtheme: Actual Time Spent With the Provider

This subtheme describes the limited amount of timaé the participants felt they
had with their providers and their perceptionsheiit health care as a result of that
limited time. The following statements from thetpapants are provided to illustrate
this theme.

Well, | just wonder if I'm getting the advice anuktcare that sometimes |
think | need because, he checks my cholesterol aryear cause | do
have that, and it's a real busy office where yoylist sort of, you know, |
don’t know. | wait a long time usually, and thehem | go in, | see the
nurse, and she does everything, and then the doatoes in and | see him
for a couple of minuteand, and it’s, it's real ah, business like. Ittd n
that comfortableness that | had with Dr. X and bké have with the

other two doctors. (David)
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Ah, we usually have to wait 10 to 15 minutes. Wi, get in to the, then
they call us into the doctor’s office, another @6 minutes wait, and
then a quick in and out with the doctor. I'm dditdisappointed at, I'm
not, | don’t have the feeling that he’s really thairried about me, that
means, I'm just a check mark, and, but, I'm in grgood shape so I'm
not too worried about that right now. (Charles)

Um, well, it's adequate, it's just not very ahsiteal business like and
their running people through that office so faBhey have so many
people waiting, it's, you know, it's just in andtas quick as | can get you
in and out. 1don’t, | don’t really have any prebi with the care I'm
getting or the advice and that kind of thing. Jtist the atmosphere is a
lot different than it used to be. (David)

Subtheme: Time Spent Waiting on Referrals

This subtheme became very common throughout dedetze interviews. The
participants were having difficulty with the refakprocess dictated by the insurance
companies which, in some cases, resulted in praigrigeatment to the participants.
The following excerpts demonstrate this theme.

| just assume | could make the appointments mysalbn’t need them to
do it for me, but | guess they have to send allktneys and her findings
and those things to the person they are referingty. So, you do wait
for that. And then, the first time | went was caa$ my back, and then
they referred me to an Nephrologist and | saidt itsimy back that's
really bothering me.” Well, | had a little bit ah elevation of my GFR,
which isn’t, was nothing because it went back towad because | was
taking too many ibuprofens for my back. So, at fh@nt, | never even
got the orthopedist referral. It wasn't until thecond time | went back
that they actually referred the, me to the orthagiedSo it’s like a
middleman that you could do without. (Erica)

Well, you're lucky if they'll [referrals office] dayou within 3 to 4 days.
And at the time | went, it was my back and it weallly hurting, so

waiting 3 or 4 days just to get the referral, tiyen still had to wait to get
an appointment, and if you’re not here to answertihone, they leave you
a message, and you call back and there’s nobodg émel then you still
wait for them to call you back again, and, | jusih't sit here for 3 or 4
days waiting for my phone to ring. (Erica)
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And with the pulmonary, | had to make several pheaiés to them. Also,
to the office again and they had sent the refertakas the other end that
wasn’'t good about getting to me. And trying tosahething up. So,
sometimes it works really quick, and sometime®édsh’t. | think we all
want to get stuff over with. Ok, well maybe thasttwill give us another
answer, I’'m not unreasonable that I'd like it yedty. (Gail)

One participant was able to make his own appointewith specialists without
waiting on the referral process. This was his erpee:

| don’t have to wait, you know, for the doctor emuest a referral from the
insurance company and then after that get an appent, | mean, | have
had some appointments that they say, well, wedlys®i in two months.
That bothers me. If there is a need for me todes sthen | need to be
seen in a relatively quick time. Two weeks wouddaiout the extent.
And by being able to call in, I've been able to mak appointment within
a couple of weeks. Very upset. Because | dorowkii I'm gonna get
better or not, am | gonna get worse, which | codldon’t know. And

that feeling of not knowing bothers me. (Charles)

Subtheme: Convenience of Services

This subtheme highlights the participants’ satiséa of having multiple services
available at one location, decreasing the amoutina the participants were required to
spend on their health care visits. The followitejesments demonstrate this theme.

You'd walk into his office, and | mean he was slihmened into his office;
the area that you'd walk into was maybe 10 foofL@yoot, that's all.

One little old couch there...the front desk persombddoe right there, and
you’d know her, she knew you, you'd talk and beridly. The doctor’s
assistants were all there, he had two assistatit® ioffice, and they'd,
when we got into a room, you weren't there moratfnae minutes before
the doctor would come in, or if you were having gailype of procedure,
the nurse and/or assistant would come in and h&fal he did everything
in his office. He had x-rays. We did the strest.t He did ultra- sounds.
Everything was right there in his office. Made fael good because |
could get everything done right there. It wasntw wait three weeks to
get an appointment here, and two weeks there, gowR He'd say, if he
couldn’t do it that day, it was no more than a daywo that it could
happen. And the results were right back. | reafljppyed that doctor.
(Charles)
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She does that, and normally, depending upon ifatr's bi-annual visit,
you’ll go in, first thing in the morning, you go at 7 o’clock. You get
your blood drawn, by 10:30 when you’d normally gdliD:30 or 11:00
o’clock, you go in for your meeting with your damd by then they've
already gotten your labs to them, so the labslateaae. It's all
computerized so that um, like for me, because elsvmuch stuff in my
neck, they generally have the x-rays there and4tags are right in the
computer. It's kind of cool because then we catheire and look at
them. (Fred)

They have x-ray and they have lab right there,@ocan get it done.
(Erica)

Theme Summary

The first theme “time” with the subthemes “timeitiveg to see the provider,
actual time spent with the provider, time spenttingion referrals, and convenience of
services” identifies one of the most difficult asfgeof health care for older adults. There
is a significant amount of time spent waiting trghaut their health care experiences.
When the amount of time waiting was prolonged tegilted in frustration and
uncertainty where as if the amount of time waitivegs decreased participants were
satisfied with their providers and services.
Theme: Personal Connection

This theme emerged as participants discussedahiaaacteristics they liked or
disliked about their health care experience. Tarig@pants sought a personal
connection, not only with their provider, but aisith the office staff involved in their
care. The following excerpts are provided to ilate this theme.

First encounter is the front desk person. Ahdinthere. | am embarrassed

because | don’t remember her name, but she remeraberVery nice. Very

friendly. And always takes care of us. (Charles)

She [the provider] talks to you like a friend wouddk to you. She asks how your
day is going. She asks how you've been, and themgsts into the other stuff, ah,
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in the more medical field. She’s just, she’s veeysonable. | would love to have
her as a friend. (Barbara)

Um, this is a service they are providing, and &iserum, no matter whether it's
at the grocery store or the dry cleaners, or wheeg you are, they are providing
a service for you, and this is a very personaliservSo therefore, they are
making it personal is to me very important. (Bag)a

The receptionists all know me by name, and thegit hi to me when 1 go in
there, and it's a good experience for me and De ke same way. I've been
going there so long that, occasionally he’ll haveear employee, and I'll meet
them, but pretty much, it's the same folks andually don’t have to wait.
(David)

Um, it's been overall really good with both of th¢two providers]. I trust them,
and when | go see them, we’re sort of like frientimean, we’ll be talking about
sports or something else while I'm in there andshgou know, doing, both of
them doing things, I'm lucky | have two good dosttiat I'm really happy with
and, that, you know, feel like friends with. (Ddyi

Not everyone told a story of being or feeling cected to their health care
providers as identified in the following excerpts.

But again, they're not, the receptionist, othenthaDr. X and Dr. XX’s office
who know me, there’s a couple | know, are not, tthey’'t seem to be trained in
customer service. It's automatic. It's mechanigéenry)

Ah, we’ll see some people in the back area. |gud® assistants and everything,
but again, very quick in and out, not, | don’t knauo they are...we had a very
good doctor and everything. | feel a little ne¢gelc (Charles)

| haven’t been back there for some while, but ebengh you're a regular
patient, you're not often recognized as someongkhew. ..but Dr. X’ office,
having been there for so many years, even thougjie thas a lot of turn-over,
there was always someone that, you know, you ceaychi to and, and visit just
like a normal environment..., but you don't see that lot of doctor’s offices.
It's either turn-over, or it’'s more ok, you knowh,al wanna see your insurance
card,” and ‘fill out forms,’ forms, forms, consténfilling out forms. | mean it’s,
from a patient’s standpoint, it's absolutely ridmus. (Henry)
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Theme Summary
The theme of “personal connection” describes #réi@pants desire to feel and
be significant to their provider and office staffhe participants felt confident in their
provider and content with the environment whendheas a personal connection made
between the provider and/or office staff and theigaant. Participants were unsatisfied
with their care when that personal connection \aakihg.
Theme: Communication
This theme arose throughout each interview agrafsiant concern for older
adults. Two subthemes emerged as participantsideddhe types of communication
that were important for them. The participantsr@elsopen and honest communication
between (1) the provider and the participant andh@ providers with each other.
Subtheme: The Provider and the Participant
This subtheme described the significance of comaation, whether good or
bad, between the provider and the participant,caioith the feelings experienced
through positive and negative interactions. Ndy d¢imat the providers communicated
information to the participants effectively, busalthat the providers took the time to
listen and acknowledge the needs of the particgpastwvell. The following excerpts
describe the desire for communication and listening
And | had done my homework on it, and | had my Hlpoessure readings
and | had all this stuff and | was ready, reallgdeto go, | mean I'm
gonna tell this doctor | don’t need to take thigranre and he didn’t want
to hear any of it. It was like we’ll do a bloodegsure for you right now
and we’ll do some other tests, but just come baanother month or so.
He didn’t want to hear anything about me. And thisne of the major
points that | want to make, is that the expert,déuaiologist expert, you

know, has no people skills. Ah, and, and, and nlb@sant to know
anything about you. You know? You're just a pattieYou're just a
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patient that he can go on his computer and read, yeur readouts and,
and then decide what to do to you. You know? bkesd’t want to know
about you. He doesn’t want to know about anytlbgut, about, you
know, how you live, or what your lifestyle is, ar, anything, you know,
because if you start bringing that up, he doesaittwhe’s, he’s turning it
off, you know. (Alan)

Now | don’t know whether it's because I'm on blotwhners or I've
always had low blood pressure, and the blood tghaecurred about two
weeks after | was out of the hospital after hathgbrain tumor removed.
| was having cramps in my legs when | was in thgpital and | told the
doctor that was on duty at the time and she paidtt@mtion to me. Once
we got home | told [Frank], look this is just likdhen | had the breast
tumor before, and they put me on blood thinnery. l&gs are hurting me.
He took me back in and they ended up putting teermgfield filter in
me....l was very upset and she had come in to seghee | had the
green field filter put in and she said to me I'mssory | missed that, and |
said you just didn’t listen to me. And she sagsiéss | didn’'t. (Barbara)

The office clerk was supposed to call me about soimg, I'd asked her to
call me because the doctor had made a suggestibataime in Southern
California, and she never called me back. ...yollyeaght to get the
name of the neurologist and we’ll go see him. llecher back and she
said well I'll have to check with the doctor. Bslte never called me back.
(Laughs) | was uncomfortable after that. | was gledwere moving.

That | wouldn’t go see him anymore, because itdlygmportant that
your health care people follow up with what theg aupposed to do.
(Barbara)

| have to call in and find out what the results. afgain, | don’t care for
that. (Charles)

... SO he, he’s extremely knowledgeable and he’s regalbd at explaining
things and showing me little diagrams of the eya smforth like that.
(David)

Well, I wanted a little bit of explanation and Hdit get it when they
called me with a result of one of my tests, thest jold me to make
another appointment to talk to the physician’ssiast. (Erica)

He is very open and tells you exactly what's gaamgand you don’t have
to worry about going and digging and looking tadfiout what about this,
what about that, because he’s normally right uptfmath you. (Fred)
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When there’s a test that comes through and Dr.tSseiés something he
doesn't like he will follow up on it. The firstrtie | saw him and I'd had
my blood work done, he called me at 11 o’clockighhbecause my
potassium was so low. So I'm feeling like I'm gregta bit more
attention. He’s paying more attention to paperwtbdé comes through
and follows up if he thinks he needs to. (Galil)

| would say that health care needs to continuetzentrate on the so-
called bedside manner. | think that’s probablyweng terminology
anyway because, it's more than that, you know8 jlist this whole ability
to communicate, to explain what the process isgtwrbe, explain what
you’re doing when you’re doing it, and explain whappens afterwards,
including your results. | think you ought to bdeato get your simple test
results, if they’re ok, over the phone, or e-méitlo not think you should
have to pay for another appointment just to go lzacksay ‘everything’s
fine,” ‘thanks for coming in,” you know? That's &our or two of your
time and $30 or $40 co-pay, and insurance pays tharethat. | don't
think you should have to do that. (Henry)

Subtheme: The Providerswith Each Other

It also became apparent that the participantsaggeahat their different providers
would communicate with each other regarding thé@pants’ health care. One
participant expressed his frustration with the latkommunication between providers.
The following statement highlights that frustration

I’'m in the emergency room, and I'm having to filitcall the forms and
everything, and sign my life away, and trying tomesnber all the stuff
I've been doing and what | haven't done and howeltldnd all this kind of
thing, and I'm telling them, Dr. X is her name, séeny main physician.
Could you call her? Could you let her know, yowknthat I'm having
this heart attack, or had a heart attack or I'thahospital, and all that
kind of thing and | had the phone number for hessage machine, her
answering service. I’'m assuming that's gonna beedgou know? Well,
when I go I'm in ICU for a day and then I'm in thegular hospital, and
I’'m sitting there in the hospital room, havinggluther little problem that
| had, you know, and I'm thinking well, Dr. X neetdtsknow about this.
I’'m thinking as I'm laying there that she need«bt@w about this, this
other issue that's come up and so | get on myptelhe and call her. |
say I'm at XXX Hospital and she says, you're in X>¢spital? | didn’t
know about that. I'm thinking, you didn’t get alldaom the emergency
room or from the cardiology people? No, | havé@ard from anybody.
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And I, | just thought are you kidding me? Thatigxcusable. ...if you
ask the person’s name, then you have to followutjno You have to at
least make a phone call. That’s only ethics, oralscor whatever, you
know. ...and she said, well what are you in the hakfor? (Laughs)
She didn’t have any idea. Because they had nellexd to her ... that was
really irritating, | felt like 1 had been abandone@lan)
One participate describes the use of electronaticaérecords and a positive
form of communication between her providers.
| like the XXX chart sharing, My Chart, the facatimost of the doctors |
see are into that. My skin doctor, my heart dqatow the pulmonary
people...it's connected so that when | visit my ragaoctor, he can just
pop in there. They all know what meds | take indkof like that. (Gail)
One participant was sharing a health care expezidmt she had while caring for
a friend and their frustration with the lack of cmnmication between providers.
Well, like if she’s in the hospital, which she redquently because she gets
cellulitis. The physicians in the hospital willtreall her main physician,
her attending, primary care physician, to find aaything about her.
They just look at her, and, they, they won’t evensider calling her
primary care to find out what they should be ddmgher, because her
primary care is in Truckee. (Erica)
Theme Summary
The theme “personal connection” with the subthefoesymunication between
the provider and the participant, and communicabetween the providers with each
other” demonstrates how older persons are seekiag and honest communication.
Older persons feel that this lack of communicatian impair their health and that
effective communication between providers can assisnproving their health.
Theme: Adjusting to Change

This theme emerged as participants describethdifere and after a significant

health event. Participants describe concernsmatibeing able to perform activities like
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they used to and adjusting current activities tmaumodate that change. The following
excerpts highlight this theme.

| still don’t have quite the stamina that | wantedhave, so I'm not doing as much
as | want to do. I'm not playing golf, but the derogist says just play a couple
holes, you know? Well, you aren’t going to gettmgust play a couple holes.

So | play four or five holes and then I'm tireddathe next time | play six holes,
and I'm working up to it and I'm walking the golbarse. I'm doing pretty well,
but I'm still feeling that the stamina is downml’not hitting the ball as far as |
used to and all of these things that are reallyortgmt, you know? I'm not able

to do as many things during the day as | usedqAtan)

| haven’t been driving since | had the brain tumbwill drive in D to go and get
my nails done, but | don’t drive outside of D. .tea&fl had the brain tumor, | had
a seizure and although I’'m on medication...l woulst jiloat on that. It was just
a real narcotic for me. And | just, | never, | nfiddrive after that. ...now I'm on
a half..., but I still don’t want to take somebodyt aith me. (Barbara)

It's, | don’t wake up every morning raring to g8o, I've cut back a little bit on
my involvements. (Gail)

Dr. X told me just the other day when | was théxa tvhat they can do now is
when it comes time to do the cataract surgery, éssgntially replace the lens
and put another lens in, and he said you probablytinave to wear contact
lenses anymore, but you’ll have to wear readinggga for anything probably
closer than about 5 or 6 feet. | do that anywagaaly. | have reading glasses.
That was neat. |didn’t know there was a possibilivouldn’t have to wear the
hard lenses cause your eyes are really sensitidiettand dust and you ride a bike
and work in the yard and play tennis and those kirtiings like | do, | have a lot
of trouble with hard lenses. You have to take tloermmand | wash my eyes out a
lot if I'm outdoors. It would be nice not to hatedo that again. (David)

Theme Summary
As older persons experience adverse health etlexytsare faced with “adjusting
to change.” They are faced with the inability &¥fprm activities as they previously did

and they find themselves making accommodationsaiage those limitations.
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Theme: Having an Advocate

As participants described their health care egpess it became apparent that
they rely on the support of others. They depernty on friends and family but health
care providers to advocate for their best inter@$te following excerpts describe the
significance of this theme.

That night | couldn’t sleep and | had sweats amag$ going back and forth to the
bathroom and was getting very hot and cold. | diarally think too much about
it. So I just went to bed and tried to, felt likeould sleep it off and | couldn’t go
to sleep, so | got up and thought about it a Iiiteand thought ‘God, maybe I've
got to do something. Maybe | ought to call somgbaddo something because |
live at home, so there’s nobody there that woudk lat me and say ‘well you
need to go to the hospital. (Alan)

You know? Where somebody is going to have to takke of me, cause nobody
was there to take care of me. Nobody went withtartee emergency room. |
have two people that | do have great reliance ohtHey both have their own
family. ...they weren’t going to be there at the egeacy — | didn’t even attempt
to call them. ...but | felt like | had the paperwankorder so that, so that the
medical people would do the right thing. (Alan)

They [the office staff and provider] are very imgamt to me. Um, not only
because of my medical problems, but also becauee déct that | know they are
there. Just knowing that they are there, readyetp me at any time is really
important. (Barbara)

Well, it’s, it's the availability. There’s that 086. ...the availability, their
knowledge of what’'s going on with me, their stayorgtop of it. It just as | said,
the only thing | can say is there is somebody incomner that | can go to and that
will keep an eye out. (Gail)

This participant was sharing her friends expemencchoosing which facility she
sought medical care and the importance of suppamt friends.
...S0 she lives here, so she goes usually to XXXw Nlee’s so sick of them, she

wants to go to Truckee whenever she, but thatgg Wvay to go and then nobody
visits her because all her friends are here. JGall
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Theme Summary

The theme “having an advocate” demonstrates tigadlider person finds security
in knowing that someone is advocating for theirt li@grest. That person could be
friends or family but also includes their healtmecproviders.

Chapter Summary

The lived health care experience of older adulis explained through five
themes and six subthemes, which were collectedigfwrparticipant interviews. Older
adults value their time and have expectations amlbag it should take to see their
providers, how long they should spend with theavters, how long it should take for
referrals to be processed, and they appreciate titegrare able to complete several
health care services at one location, decreasagrtiount of time they need to spend on
health care services in general. They also alargga personal connection with their
providers and office staff which greatly impactsittsatisfaction or dissatisfaction with
their providers and care received. All older aslgktek open and honest communication
between their provider and themselves and thewigeos with each other. This
communication helps alleviate fears and uncertanttye providing a sense of security
in knowing they are receiving expert health cakejusting to change after a significant
health event can be a challenge for the older adwi#ny older adults find themselves
accommodating for certain limitations that theyywesly hadn’t experienced. Finally,
older adults desire an advocate, whether it islfaraifriend, or their provider. They
want the security of knowing “someone” is lookingt ¢or them if they are unable to do

so themselves.
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CHAPTER VI
DISCUSSION AND INTERPRETATION

The purpose of this phenomenological inquiry wasexplore, describe, interpret,
and gain a deeper understanding of how the oldsppesxperiences health care services.
In this research five themes were identified withssibthemes from each older person’s
intriguing experiences.

As each participant shared their compelling stooynmon themes emerged
interconnecting each experience. Although eacivithaal story was unique, their
experiences shared common desires and frustratioms themes which arose became
essential to the understanding of the older pereeaith care experiences. The thick,
rich description provided by the participants, offensight into the older person’s health
care experience.

Findingsas They Relateto the Current Literature

The current literature has an emphasis on pategrgfaction and/or experiences
with various providers, health care settings, disgarocesses, or a combination of these.
However, there is paucity in the literature in nelgato the older person’s primary health
care experience. With this in mind, the findingg$has phenomenological research study
are compared to what is available in the curreetdiure.

Although the results of this phenomenological ingmay support or expand on
the current findings in the literature, the stoaesl experiences in this study are unique

to this particular group of older adults.
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Demographics

A total of eight participants were recruited ardtgipated in this study; five men
and three women, and all were Caucasian. Theadhe participants ranged from 65 to
75 years. Two participants were married to eabbrotwo other participants were living
together; two participants were widowed; one pgréict was divorced; and one
participant was married.
Main Theme: Time (Subthemes: time waiting to see the provider, actual time spent
with the provider, time spent waiting on referrals, and convenience of services)

Andersen’s behavioral model of the 1960’s “suggésat people’s use of health
services is a function of their predisposition $& services, factors which enable or
impede use, and their need for care (Andersen,)19B%e findings of this study show
older persons experience a variety of emotionsreactions while receiving health care
services. Each of the participants expressedrétish with the lengthy amount of time
spent on their health care services and the linatedunt of time spent with their
providers. When participants described decreasettimes (to see their provider or
receive services) and the ability to spend an aatecamount of time (determined by the
participant) with their providers they reportedrig@sed satisfaction with their health care
experiences.

Wait times are experienced in all areas of hezdtle. Bascetta (as cited in Pizer
& Prentice, 2011) identified the Veteran Adminisitva has waiting times up to 90 days
for some services. Higher wait times are unpoparal waiting for weeks to months for
the next available appointment results in adveffeets on patient health (Pizer &

Prentice, 2011) specifically a higher incidencenairtality (Prentice & Pizer, 2007).
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Press Ganey (2009) studies show that patient®asé $atisfied with the amount of time
they spend waiting and that the average time thepd waiting to see their provider is
24 minutes or longer.

Older adults experience natural physical changdstze speed of which
information is encoded, stored, and received mayedese resulting in memory loss
(American Psychological Association [APA], 2014Additionally, these same authors
identify that the rate at which new informatiori@arned can be slower for those over age
65. As a result older adults often have a graated for repetition of new information.

It is important health care providers acknowledgs &nd take the additional time when
providing health care education to their olderga. Finally, Bastiaens, Van Royen,
Pavlic, Raposo, and Baker (2007), in a qualitasituely, examined older people’s
preferences for involvement in their own care tigloaut eleven European countries.
Findings indicated that some participants felt tiwees more important to older people
than younger people due to physical barriers andedsed consultation times.

Main Theme: Personal Connection

The theme “personal connection” spoke to the gagnts’ desire to feel
important and connected to their providers andffiee staff they encountered while
receiving health care services. Participants apgied being remembered and identified
by name. Several participants acknowledged ther gwth staff turn-over at their
provider’s offices, they enjoyed seeing a famifere that recognized and acknowledged
them. It was important to be identified as anwilial and not just a check mark on a
list or a box to be completed. These findingssam@lar to those found in Bayliss et al.

(2008) and Kuluski et al. (2013) related to thagudatand provider relationships that are
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fostered through continuity of care. Two particitsawere deeply dissatisfied with the
automatic, robotic process that some providersodinckes use resulting in a
disconnection between themselves and the partitspan

A study conducted by Cornwell and Waite (2009)nidthat social
disconnectedness is associated with worse phystedih for older adults. These authors
also reported that older adults who develop a stibgsense of isolation suffer from a
decline in both their physical and mental healtider adults will have better health
outcomes as a result of establishing and maintgiaipersonal connection with their
health care providers and staff.

Main Theme: Communication (Subthemes: the provider and the participants, and
the providerswith each other)

The theme communication speaks to the older persi@sire and expectation
that information will be shared between the provaed themselves and the providers
with each other. Participates described trustcamfidence in their providers who
answered the participants questions and providddmstandable rationales and
explanations for treatment choices. Most participaoiced frustration in the apparent
lack of communication between providers with eattfen Participants expected that
information would be shared freely between prosderd described the lack of
communication as unprofessional and unethical.il&imesults were reported by Bayliss
et al. (2008) detailing the older person’s neeccfear communication and feeling heard.
A qualitative study by Calvin, Frazier, and Coh20(7) examined older adults’

perceptions of health care providers and foundlarmesults that highlighted the
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participants desire to have information shared atimir health condition in terms they
could understand.

The Gerontological Society of America (2012) reépdrthat “breakdowns of
communication have been cited as contributors &dtineare disparities and other
counterproductive variations in rates of healtleadrlization by all patients, not just
older adults” (p. 5). As discussed earlier, olagults suffer from physical changes
related to aging that include hearing deficits lidedn vision, and changes in cognitive
function (APA, 2014). All of these changes dirg@ffect communication between the
health care provider and the patient and requaéhdalth care provider to learn and
practice effective communication skills with oldetults to improve patient satisfaction
and health outcomes.

Yorkston, Bourgeois, & Baylor (2011), further segta relationship between
communication problems and dissatisfaction withthezare including overall quality,
accessibility, and receipt of information. Theaeng authors further identify that health
care providers need to be well versed in apprapstategies for communicating
effectively with older adults.

Main Theme: Adjusting to Change

Older adults experience normal, age-related cleatigeg may affect their normal
lifestyle. As previously mentioned, common phybadaanges experienced by the older
adult include hearing impairment, weakening vis@ong with the increased probability
of heart disease, hypertension, diabetes, arthogigoporosis, and memory loss (APA,
2014). As age increases so does the need fotaagsswith everyday activities.

Approximately 9% of those age 65 to 69 need petsmssstance, while up to 50% of
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older adults age 85 and older require assistaniteeveryday activities (APA, 2014). As
the older person experiences a significant heakimtethey are faced with adjusting to
change and are faced with the fear of aging andatitgr In this study, several
participants described a frustration with not beabée to complete activities they were
accustomed to and the necessity to adapt theiemulifestyle after such an event.
Feelings of fear and uncertainty accompany theaagds and it is important for health
care providers to listen to the older adults comgeacknowledge these emotions and set
realistic, mutually agreed upon goals.
Main Theme: Having an Advocate

The theme “having an advocate” highlights the ofgerson’s reliance on family,
friends, and health care providers to look outer participants’ best interest with
regards to health care. Many of the participaptcdbed consulting with family or
friends prior to seeking health care services oimtathat friend or family accompany
them to those health care services. These findirgsonsistent with the current
literature in that assistance and support from lfaemd friends are linked with positive
health outcomes (DiMatteo, 2004). Older adultseexpheir provider will monitor and
provide care that is in their best interest, ad aghssist them in navigating the health
care system.

Nelms, Johnson, Teshuva, Foreman, and Standl@@)26und that many older
people received considerable support from famihsas shopping, preparation of meals,
housekeeping and assistance with banking and fasanthese authors examined social

and health factors affecting the use of commuretyises by vulnerable older adults.
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They found that older adults who were less conmlegith family and community had
the most difficulty accessing the support they eeeid remain in their home.
Implication for Health Care

The findings from this research study offer a pecsive of health care services
experienced by older adults for the health careraanity. This phenomenological study
contributes to the current literature by providimglth care providers, including
physicians, physician assistants, nurse practitsgmairses, and other medical
professionals a better understanding of the @deits health care experiences. There is
a paucity of qualitative research examining oldrlies health care experiences and this
study provides a synopsis of how older adults pregrand perceive those experiences.

Apparent through this research is that older acdive certain expectations
regarding their health care services. There werg strong feelings of frustration and
dissatisfaction if those expectations were notdpenet. The process of “time” stood out
as a significant factor for the older person’ssfatition or dissatisfaction with health care
services. Providers and health care workers nreadkinowledge this as important to
older adults and be cognizant of the time oldettadypend on those services.
Implementing strategies to decrease the amouiefalder adults are waiting to see the
provider, or receive services, will greatly impraegisfaction and compliance (Press
Ganey, 2009). Primary care practices need to ex@thieir appointment “check in”
processes, rooming the patients in the exam rocomglucting the visit with the provider,
and discharging the patients at the end of theé. visach step of the process should be
efficient and focused on meeting the patient’s sedtis reported that physicians spend

less time providing health education to patientepthan age 64 in comparison to
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younger patients (Keeler, Solomon, Beck, MendenBaKane, 1982). However a more
recent study, conducted by Callahan et al. (2043, findings that markedly conflicted
with prior reports and stated that older patierats significantly longer visits than did the
youngest group of patients. Either way, providgsisedules must allow for adequate face
to face time with older adults as this researchalestrates a great dissatisfaction when
older adults feel rushed or that their concernewaheard by their providers.

Decreasing the amount of time it takes for olderdo receive health care services and
increasing the amount of time they are able to dpath their providers will result in
increased patient satisfaction and positive healtbomes (Press Ganey, 2009).

Health care in general could benefit from improcedtomer service. Older
adults seek a personal connection with their prergiénd other health care professionals.
It is important for health care providers to slomneh and acknowledge the older adult as
an individual and connect with them as another hubeng. As previously discussed,
social disconnectedness is associated with worggiqaii outcomes and the perception
that one lacks social resources also takes anglhgsical health (Cornwell & Waite,
2014). These authors also found socially isolatddr adults have worse mental health
to the extent that they feel isolated. Patiensfadtion has been shown to increase when
caring is expressed by the health care providersdi@, Adelman, Freidmann, &
Charon, 1994; Lee & Kasper, 1998). All health gan&fessionals need to communicate
honestly and openly with older adults and eachrotResearch has shown that older
adults appear to be less involved during medicasuattations and participate less in
decisions than younger people (Tennstedt, 2000jer@dults give more decision-

making authority to physicians and younger patidiatge been described to have a
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consumerist attitude and therefore ask more questlman older patients (Beisecker as
cited in Tennstedt, 2000). Bastiaens et al. (26@7nd that older European adults
thought that general practitioners should actieglgible patient involvement and
communication training for practitioners would bgaod strategy to enhance that
involvement. It is also essential for health qar@viders to communicate with each other
for the benefit of the older adult. An interdidaiary and collaborative approach to
providing health care services for older adultd dilectly result in positive health
outcomes (Institute for Healthcare Communicatidit, ).

As this population continues to age and experiesmgaficant health events, it is
important for health care providers and profesdotmacknowledge this adjustment and
change as important for the older adult. Changeetiait feelings of fear and uncertainty
which may negatively impact health outcomes foeokadults. By acknowledging these
emotions health care professionals can assistdee adult in coping with these feelings
and make the transition as easy as possible.

Health care providers and professionals must r@zegheir importance as an
advocate for older adults. Negotiating health cgstdems can be overwhelming for older
adults, especially if they do not have family aefids that are willing or able to provide
help. The use of advocates, assists the oldet idoNvercoming practical barriers (i.e.
access, forgetfulness) to health services and suppitive involvement during the
consultation (Bastiaens et al., 2007). Providarsimprove older adult satisfaction and
compliance by ensuring they are connected withuress and tools needed to maximize

their health care benefit.
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The themes (“time,” a “personal connection,” “coomtation,” “adjusting to
change”, and “having an advocate”) identified iis ttesearch express the older adult’s
health care experience and contribute to the cubredy of literature. These themes
contribute to the overall satisfaction with heal#lre services and improved health care
outcomes for patients. It is particularly impott#mat health care providers and
professionals acknowledge that older adult’s satisfn and compliance with health care
services will directly impact the provider and Hbalare organizations reimbursement
from insurance companies. According to Press G&2@38) the use of performance
measurement data has become the basis for quaptpvement programs of health care
organizations across the country. In additiors ame source identifies that pay for
performance programs, utilized by medical practieesls an additional component by
measuring not only performance but then linkinggrenance to incentives. Pay for
performance programs have already been impleméytétedicare and private insurers
and the Center for Medicare and Medicaid Serviea® mumerous projects underway to
pilot these programs in a range of care setting® forimary care to hospitals (HHS,
n.d.).

Limitations

Qualitative phenomenological research providemdividual interpretation of a
phenomenon with the understanding of the possitofifurther research building a
deeper and even richer description of the expegi¢van Manen, 1990). It is therefore
the hope of this researcher that further inquitg the health care experiences of older
adults will occur as a result of this study. Therhes yielded in this study are a result of

this population alone and should be tested witlerogfnoups for further comparison and
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validation. This research is limited also by rétong a self-selected group of participants
confined to one geographical location.

Given the limited qualitative research of oldeuléid health care experiences,
more research is needed with other variables takkeraccount. For example, examining
the health care experiences of older adults witledaethnic backgrounds might produce
results for comparison with this study. Addresspgcific ethnic groups would explore
differences in health care experiences acrossregltun addition, researching older
adults without health care insurance could offetitashal means for comparison.
Replications of this study can offer different arelv health care experiences of other
older adults.

Chapter Summary

This chapter provided a description and interpi@teof the themes found in this
research. Much of the research findings add tatineent literature and overall this
research provides new information and insight theohealth care experiences of older
adults. Implications for health care providers anafessionals and recommendations for

further research are also discussed.
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Conclusion

Eight older adults voluntarily participated inghiesearch in which five themes
and six subthemes emerged. The themes providé ahick description of the health
care experiences of older adults. Findings welidated through participant review and
provide the overall interpretation of the older lidihealth care experience. Realizing
the significance and meaning of the health carereapce for older adults is beneficial
for health care providers and future researché&rss research adds to the current
literature by examining the health care experidncelder adults and provides the first
step examining this significant population. Whhes research provides one
interpretation of the phenomena, it opens the @mdurther investigation into an

important and growing segment of our population.
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APPENDIX A — LITERATURE REVIEW

Reference

Description of Study

Results/Conclusions

Provider Preference

Cipher et al., 2006

A cross-sectional national
survey of Medicare recipients
from the 2000 and 2001
Medicare Satisfaction Survey,

Consumer Assessment of Healtbf providers. Regardless g
DIpatient characteristics, PAs

Plans Survey section on Fee-f
Service, who identified a
primary care provider were
evaluated to determine how
satisfied older American
consumers are with physician
assistant (PA) and nurse
practitioner (NP) care.

Patients are generally
satisfied with their medical
care and do not have
preferences based on type

NPs, and physicians in
primary care seem to be
viewed similarly.

2

Py

Budzi et al., 2010

Secondary data was obtainec
from the Veterans Health
Administration’s (VHA'’S)
Survey of Health care
Experience of Patients (SHEP
to examine the differences in
patient satisfaction with care
provided by nurse practitioners
(NPs), physician assistants
(PAs), and physicians in the
VHA system.

| This study showed that a
clinic patients prefer to see

and physicians. NPs focus
on health promotion,
disease prevention, health
education, attentiveness,
and counseling.

majority of the primary care

NPs as compared with PA$

D

Brown, 2007

An anonymous electronic
survey of 1000 employees at a
large nonprofit organization in
King County, Washington was
completed to determine the
feasibility and sustainability of
independently managed nurse
practitioner (NP) practices, to
identify the characteristics of
consumers who would choose
an independent NP practice, tg
assess consumer needs and

Most respondents knew
about NPs and a majority
had previously seen an NP,
for their care. Most were
satisfied or very satisfied
with their care provided by
an NP. Patients utilizing
NP services tend to be
female and younger.

define a target market for NPs.
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Mayer et al., 2012

A quantitative study that
evaluated breast cancer
survivors’ comfort with
different clinician types or with
a telephone/Internet-based
virtual visit as components of
survivorship care.

Most patients favored
medical oncologist follow-
up visits over those with
primary care physicians or

of reduced worrying about
cancer, reduced stress
around the visit, and
improved effect on cancer
survival. However, the
majority also displayed
substantial comfort with
both primary care
physicians and nurse
practitioners in the same
domains. Patients rated a

favorable impact on cance
survival and cancer-related
worrying compared with in-

Health Care Settings

nurse practitioners in terms

virtual visit as having a less

D

person visits with clinicians.

Hess et al., 2011

An American Board of Intern
Medicine Practice Improvemer
Module focused on care of
vulnerable elderly was used to
obtain patient experience data
regarding the receipt of
guidance or interventions for
important aspects of older
adults. A focus was placed on
older patients’ experience of
care in internal medicine and
family medicine residency
program clinics, compared with
the experience of care provide
by practicing physicians.

aPatients from residency
tclinics were less likely to
report receiving guidance
and interventions for
important aspects of care
than patients from the
practice physician setting.
Patients from the residency
clinics were also less likely
to rate their overall care as
high.

i

Jha et al., 2008

A quantitative study that use
data from the Hospital

Consumer Assessment of Healthospitals with ICUs,

care Providers and Systems

1 Hospitals that were large
and private not-for-profit,

teaching hospitals, and

(HCAHPS) survey to provide a

hospitals located in urban
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portrait of patients’ experiences
in U.S. hospitals.

5areas and in the Northeast
were more likely to report
HCAHPS data than not to
report the data. Overall,
patients were generally
satisfied with their care but
there was room for
improvement.

Hasson & Arnetz, 2011

A quantitative study using
cross-sectional surveys in two
municipal older people care
organizations in Sweden to
compare care recipients’ and
their relatives’ perceptions of
guality of care in nursing home
and home-based care.

Home-based older people
care appears to be in great
need, compared to nursing
homes, of development of
staff competence, staff
interaction with families

sand activities offered to
older adults. In both
settings, nursing staff
behavior influences the car
recipients’ and their
relatives’ satisfaction with
care.

This cross-sectional study,
including comparison and
correlation, utilized personal
interviews performed by
specially trained registered
nurses between October 2002
and June 2003 to explore care
satisfaction in relation to place
of living, health-related quality
of life, functional dependency
and health complaints among
people, age 65 or older,
receiving public care and
service. This study was

conducted in southern Sweder.

For older adults, care
satisfaction and health-
related quality of life was
more associated with
functional impairment and
health complaints than to
whether care and services
was received at home or in
a special accommodation.

Satisfaction Related to
Care of Disease
Processes

Stein et al., 2011

This study evaluated quality
and patient satisfaction with
primary health care for anxiety
disorders by surveying

pApproximately 57% of
participants received
appropriate anti-anxiety
medication within the

outpatients with anxiety

previous 6 months, but onl

er
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disorders that were referred by

the primary care physician for
participation in a therapeutic
trial.

about 29% at adequate dose
and duration.
Approximately 46% of
participants had received
some counseling, but only
21% with a cognitive-
behavioral therapy focus.
Only about 41% of
participants received quality
pharmacotherapy and/or
psychotherapy. Few
patients, about 45%, were
least somewhat satisfied
with their mental health
care.

at

Kuluski et al., 2013

This mixed methods and repc
study investigated what is
important in care delivery from
the perspective of hospital
inpatients with complex chronic
disease. Semi-structured
interviews were conducted with
inpatients at a continuing
care/rehabilitation hospital in
Canada between February ang
July 2011.

r@n average, patients had %
comorbidities and several
illness symptoms including
impairments with activities
> of daily living, physical
pain and emotional

1 disturbance. Three broad
themes (each with
subthemes) were generated
from the data. Each
represented important
components of care
delivery: components of th
care plan; care capacity and
quality; and the patient-
provider relationship.

D

Care Preferences and
Disease Processes

Bayliss et al., 2008

This qualitative investigation
explored processes of care
desired by elderly patients whg

have multiple comorbidities thatproviders (telephone,

may present competing
demands for patients and
providers. One-on-one
interviews of 26 community-
dwelling HMO members aged

Desired process of care
included: 1) the need for
convenient access to

internet, or in person), 2)
continuity of care (knowing
and being known by their
providers for a period of
time), 3) clear

65-84 who had a minimum

communication of
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combined conditions of
diabetes, depression and
osteoarthritis.

individualized care plans
(with supplemental, usually
written, communication), 4
individual and coordinated
care (support from a single
coordinator of care who
could help prioritize their
competing demands), and
being heard (having
providers who listened and
included the patient in
diagnosis and treatment
plans).

Financial Impact and
Chronic Disease

Jeon et al., 2009

This secondary analysis of th
qualitative data focused on the
economic hardship examined
the experiences of people
affected by chronic heart failurs
complicated diabetes and
chronic obstructive pulmonary
disease to inform patient
centered policy development.
Interviews were conducted witl
patients between the ages of 4
and 85 years who had one or
more of the previously
mentioned health conditions.

dParticipants experienced the
economic impact of chronic
illness in terms of
affordability of treatment
> (ability to pay for any
treatment, service and care
required to manage their
chronic conditions and its
consequences) and
1 affordability of other things
Nability to pay for additiona
necessities required for the
management of the illness
such as health food,
exercise and gym
memberships and joining
social activities). Factors
that influenced economic
hardship included eligibility
for pensions, other
government subsidies or
allowances, and/or a
concession card.
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Boards in accordance with the requirements of the Code of Federal Regulations on the Protection
of Human Subjects (45 CFR 46 and 21 CFR 50 and 56). This approval is based on an
appropriate risk/benefit ratio and a project design wherein the risks have been minimized. All
research must be conducted in accordance with this approved submission. This submission has
received expedited review based on applicable federal regulations.

Please remember that informed consent is a process beginning with a description of the project
and insurance of participant understanding followed by a signed consent form. Informed consent
must continue throughout the project via a dialogue between the researcher and research
participant. Federal regulations require that each participant receives a copy of the consent
document.

Problems Researchers Must Report to the Research Integrity Office or IRB Staff (to be reported
as soon as possible, but within 10 business days)
*New or additional risks: Outcomes that the principal investigator believes are
unexpected, related to the research, and suggest the research may place participants or
others at greater risk of harm than was previously known or recognized
«Changes to expected harms or benefits: Any report indicating the frequency or
magnitude of harms or benefits may be different than initially presented to the IRB
+Privacy: Any invasion of privacy related to an individual's participation in research
«Confidentiality: Any breach of confidentiality involving research data
*FDA Changes: Any change in FDA labeling or approval for a drug, device or biologic
used in a research protocol
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~Immediate harm: Any change ta the protocol to efiminate an apparent immediate hazard
to a research participant, prior to seeking IRB review and approval

*Prisoner: Any incarceration of a participant in a protocol not approved to enroll prisoners
Sponsor: Any event that requires prompt reporting to the sponsor

*Sponsor: Any sponsor-imposed suspension for risk

*Protocol change: Any accidental or unintentional change to the IRB approved protocol
that harmed participants or others, indicates participants or others may be at increased
risk of harm, or has the potential to recur

*Device: Any unanticipated adverse device effect

+*Department of Health: Any non-compliance identified by Department of Health audit or
monitoring

*Federal agency: Any investigation or report by federal agency related to the research
*Medical license or practice changes: Any loss of license or hospital privileges by any
researcher on the study

*Complaints: Any complaints that suggest participants or others may have been harmed
or placed at increased risk of harm

P! Responsibilities
*Maintain an accurate and complete protocaol file.
*Submit continuing projects for review and approval prior to the expiration date.
+*Submit proposed changes for review and approval prior to initiation, except when
necessary to eliminate apparent immediate hazards to subjects. Such exceptions must
be reported to the IRB at once.
*Report any unanticipated problems which may increase risks to human subjects of
unanticipated adverse events to the IRB within 5 days.
+Submit a closure request 10 days after project completion to the IRB.

If you have any questions, please contact Valerie Smith at 775.327.2368.

Sincerely,

\/L—«\,m/\,&,—‘ //-19-i3

IRB Chair or Designee  ° Sy Date
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APPENDIX C — RECRUITMENT FLYER
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APPENDIX D — CONSENT FORM

UNIVERSITY OF NEVADA, RENO SOCIAL BEHAVIORAL
INSTITUTIONAL REVIEW BOARD
CONSENT TO PARTICIPATE IN A RESEARCH STUDY

TITLE OF STUDY: The Older Adults Lived Health Care Experience
INVESTIGATOR(S): Dianna Hein, 775-771-4348; Stephanie S. DeBoor,
PhD, RN, CCRN, 775-682-7156

PROTOCOL #: 2013S031

SPONSOR: None

PURPOSE

You are being asked to participate in a researahystThe purpose of this
study is to achieve a better understanding of wltir adults experience
when they receive health care services. Understgrydur experiences
might help physicians, physician assistants, npraetitioners and all health
care providers to better support other older adidisg health care services.

PARTICIPANTS

1) You are being asked to participate because g@ammEnglish-speaking
older adult (age 65 or older), who has used health services now or in the
past.

2) It is expected that there will be 10 particigaatrolled in this local study.

PROCEDURES

If you volunteer to participate in this researaldst you will be asked to
take part in a face-to-face, audio-taped intervieith the student
researcher, lasting approximately one hour. Tterwrew will be held at a
mutually agreed upon, convenient location. Duthngjinterview you will
be asked questions related to your health careriexge. Following the
initial interview, you will be asked to read thariscript from the interview
and the student researcher’s interpretation to reakeit is a good
description of your experience. Follow-up commatimn will be
conducted either by telephone, post office mafboe-to-face. Review and



76

discussion of the transcript is expected to takennce than one additional
hour of your time. It is important for you to remier that your
participation in this study is voluntary and alldmation shared will be
kept confidential.

DISCOMFORTS, INCONVENIENCES, AND/OR RISKS

There are risks involved in all research studiBisis study may include only
minimal risks. There may be some discomfort answgesome of the
guestions related to your health care experielvael may refuse to answer
any question that makes you feel uncomfortableu May withdraw from
the study at any time. There are no risks forgiefyito participate.

BENEFITS

You may not experience any direct benefit fromipgrating in this study
other than the satisfaction of having participatecesearch. However, we
hope that learning about your health care expesemall help us better
understand how to support other older adults reugivealth care services.

CONFIDENTIALITY

All information gathered during this research stwdy be kept completely
confidential. All participants will be given aniad to keep all material
confidential. Interviews will be audio taped anahiscribed by a private
transcriptionist who has signed a confidentialtatesment. Your identity
will be protected to the extent allowed by law.l pérsonal identifiers will
be removed before the transcriptionist receivestitBo tapes. You will not
be personally identified in any reports or publas that may result from
this study.

The Department of Health and Human Service (HH®grdfederal agencies
as necessary, the University of Nevada, Reno SBelaavioral Institutional
Review Board may inspect your study records. Thdysrecords will be
securely stored in a locked file cabinet in theeegsher’s office and
destroyed following completion of the study in M2§14.

COSTS/COMPENSATION
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There will be no cost to you nor will you be compated for participating in
this research study.

DISCLOSURE OF FINANCIAL INTERESTS

The researcher, researcher’s spouse and childuwennwefinancial interest.
RIGHT TO REFUSE OR WITHDRAW

You may refuse to participate or withdraw from tedy at any time and
still receive the care you would normally receifvgdu were not in the
study. If the study design or use of the data iset@hanged, you will be so
informed and your consent re-obtained. You wilkdled of any significant
new findings developed during the course of thuslgt which may relate to
your willingness to continue participation.

QUESTIONS

If you have questions about this study or wishetmort a research-related
injury, please contact Dr. Stephanie S. DeBoor, ,FRIlM, CCRN at (775)
682-7156 or Dianna Hein, BSN, RN at (775) 771-4384&ny time.

You may ask about your rights as a research subjgaiu may report
(anonymously if you so choose) any comments, conagrcomplaints to
the University of Nevada, Reno Social Behavioratitational Review
Board, telephone number (775) 327-2368, or by adtirg a letter to the
Chair of the Board, c/o UNR Office of Human Res&dpcotection, 205
Ross Hall / 331, University of Nevada, Reno, Réwevada, 89557.
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CLOSING STATEMENT

| have read ( ) this consent form or have hadat to me ( ). [Check
one.]

has explained the study to me and allyafuestions have been
answered. | have been told of the risks or discaimfand possible benefits
of the study.

If I do not take part in this study, my refusalgarticipate will involve no
penalty or loss of rights to which | am entitledndy withdraw from this
study at any time without penalty [or loss of othenefits to which | am
entitled].

| have been told my rights as a research subjedt| goluntarily consent to
participate in this study. | have been told whatgtudy is about and how
and why it is being done. All my questions haverbanswered.

| will receive a signed and dated copy of this esrtgorm.

Signature of Participant Date

Signature of Person Obtaining Consent Date

Signature of Investigator Date



APPENDIX E — TRANSCRIPTION AGREEMENT

Iranscriber s Confidentiality Agreoment

Title of Study: The Lived lealth Care bxpericnes of Older Adults
Principle Investigator: Stephanie . DeBoor, PhD, BN, CCEN
Student Investigator: Diannz Hcin, BSN, BN

Contact Phone Number: [773) 771-4348

As n iranseribing typist of this research study, L understand that L will be hesring faped,
confidential interviews. The information on these tapes has been rovealed by rescarch
participants whe parlicipated in the project on good faith that their interviews would remain
strictly confidentia]l T understand that 1 have a responsibility to honor this confidentialite
agreement.

| bereby agree nol Lo share any information on these tapes with anyone except the principal
investigator and student researcher of this project Any vielation of this agrecment would
constitute & semous breach of ethical standards and | pledge not to do so.

Lhis acknowledgement is governad by MIPAA as well as other applicable foderal, state,
university and local laws, rules and regulaticns.

A\ FelEok

Dale

mg?aﬁ:j% of Transcribing Typist

Printed Name of Transcribing Typist
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APPENDIX F — INTERVIEW GUIDE

INTERVIEW QUESTIONS

Demographics

1)

2)

Please state your name. This will not be repdriedy data as you will be given a
pseudonym. This is for my use only.

What is your age?

Semi-Structured Interview Questions

1)

2)

3)

4)

5)

6)

7
8)

9)

Tell me about the type of provider or providers.(physician, physician assistant, or
nurse practitioner) you see for your health care.

Tell me where you typically see them.

Tell me about a typical [health care experience].

A) Describe getting to your appointment.

B) Describe the waiting area.

C) Describe the room you see your provider in.

D) Who do you encounter when you go to the office?

E) Is there any communication after you have leftdfiee?

What was the [health care experience] like compayedhat you thought it would be
like?

How did you feel after your [health care experigfice

If you would like to share, tell me about the fio& aspects of your [health care
experiencel].

What aspects of your [health care experience] weuvesatisfied with and why?
What aspects of your [health care experience] weveunsatisfied with and why?

If you could sum up your [health care experienceatwould you say?

Additional Cue Questions

1)

2)

Can you tell me more about that?

How did that make you feel?
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