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Abstract
Background  The caretaking process for older adults with depression and physical multimorbidity is complex. Older 
patients with both psychiatric and physical illnesses require an integrated and comprehensive approach to effectively 
manage their care. This approach should address common risk factors, acknowledge the bidirectional relationship 
between somatic and mental health conditions, and integrate treatment strategies for both aspects. Furthermore, 
active engagement of healthcare providers in shaping new care processes is imperative for achieving sustainable 
change.

Objective  To explore and understand the needs and expectations of healthcare providers (HCPs) concerning the 
care for older patients with depression and physical multimorbidity.

Methods  Seventeen HCPs who work with the target group in primary and residential care participated in three 
focus group interviews. A constructivist Grounded Theory approach was applied. The results were analyzed using the 
QUAGOL guide.

Results  Participants highlighted the importance of patient-centeredness, interprofessional collaboration, and shared 
decision-making in current healthcare practices. There is also a need to further emphasize the advantages and risks of 
technology in delivering care. Additionally, HCPs working with this target population should possess expertise in both 
psychiatric and somatic care to provide comprehensive care. Care should be organized proactively, anticipating needs 
rather than reacting to them. Healthcare providers, including a dedicated care manager, might consider collaborating, 
integrating their expertise instead of operating in isolation. Lastly, effective communication among HCPs, patients, 
and their families is crucial to ensure high-quality care delivery.

Conclusion  The findings stress the importance of a comprehensive approach to caring for older adults dealing with 
depression and physical comorbidity. These insights will fuel the development of an integrated care model that caters 
to the needs of this population.
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Introduction
Persons with mental illnesses have a shorter lifespan than 
the general population, mostly due to physical comorbid-
ities [1]. Having a mental illness almost doubles the risk 
of cardiovascular diseases, diabetes, and obesity in com-
parison to healthy persons [2, 3]. Moreover, compared 
to patients with chronic physical conditions, patients 
with mental illness also have higher rates of hospitaliza-
tion and emergency department use [4, 5]. Among older 
individuals with depression, more than two-thirds pres-
ent at least one somatic illness, and more than half of 
those with somatic comorbidities have two or more such 
illnesses [6]. Furthermore, older people with mental ill-
nesses face the dual stigma of being both a geriatric and 
psychiatric patient [2].

Traditional care for older adults with mental illnesses 
lacks an integrated approach [7]. The effective manage-
ment of their care requires a comprehensive approach 
that addresses common risk factors and the bidirectional 
relationship between somatic and mental health condi-
tions, and integrates treatment for both [3, 8, 9]. The inte-
gration of mental and somatic healthcare is a top priority 
in national and international policy documents [2, 5, 6, 
10–12].

A recent scoping review identified the intervention 
components that are commonly used within complex 
multicomponent care models for older adults dealing 
with both depression and physical multimorbidity [13]. 
Findings indicated that many of these care models share 
similar elements, such as the use of multidisciplinary 
teams, care coordinators, considering treatment inter-
actions (e.g., polypharmacy, guideline interaction), 
continuity of care, individualized care planning, and per-
sonalized, holistic assessments with self-management 
support [13]. The findings of the review underscore the 
importance of recognizing the commonalities in inter-
vention components within care models for older adults 
dealing with depression and physical multimorbidity. 
This understanding serves as a foundation for the sub-
sequent discussion, which will delve into the practical 
aspects of implementing such interventions and the sig-
nificance of stakeholder engagement in shaping their suc-
cessful execution.

Bridging the gap between research and practice is 
crucial for the successful development and implemen-
tation of new healthcare interventions. Gathering valu-
able insights and perspectives on current practices from 
all relevant stakeholders (e.g. patients, informal caregiv-
ers, healthcare providers and policy makers) as part of a 
contextual analysis plays an essential role in ensuring the 
development of effective interventions aligned with their 

expertise and preferences. Incorporating implementation 
science principles further enhances the likelihood of suc-
cessful adoption by addressing barriers and optimizing 
the implementation process [14]. Involving stakehold-
ers in healthcare research also presents certain difficul-
ties. For instance, when diverse individuals with their 
unique interests come together, it can result in complex 
situations, particularly when making decisions [15]. In 
healthcare research, stakeholder involvement can lead to 
the accumulation of different viewpoints and perceptions 
and increased trust and legitimacy among service users 
[16, 17], improving the quality, relevance and impact 
of health research [18, 19]. However, despite the direct 
influence changes in healthcare policy have on stakehold-
ers, they are not always involved in the decision-making 
process [20]. Professionals’ practical experience grants 
them a deep understanding of specific contexts, allowing 
them to grasp nuances that may elude outsiders. Health-
care providers play a vital role in the realm of elderly care. 
In scholarly literature, they are recognized as mediators 
of context-specific knowledge, serving as invaluable con-
duits for insights tailored to the needs of older individu-
als [21, 22].

The focus group interviews within this study form an 
integral component of the context analysis conducted 
within the framework of the I-CONNECT project. 
Standing for ‘Integrated care program for home-dwell-
ing older adults with depression and physical multimor-
bidity,’ I-CONNECT aims to comprehensively address 
the healthcare needs of this specific demographic. The 
results of the focus group interviews will fuel the next 
stages of the development of an integrated care model 
that caters to the needs of this population. Therefore, 
the objective of this study is to delve into the perspec-
tives of healthcare providers concerning the provision of 
care for older adults facing both depression and physical 
multimorbidity.

Methods
Design and setting
Focus groups were the preferred method because of the 
possibility for interaction between participants. By bring-
ing together individuals with diverse backgrounds and 
viewpoints, we aimed to create a dynamic environment 
for exchanging ideas and exploring multiple perspec-
tives on the given topic. The focus group interviews were 
conducted at the University Psychiatric Centre (UPC-
KU Leuven), a Belgian academic psychiatric hospital. 
The study complied with the Consolidated Criteria for 
Reporting Qualitative Research (COREQ) [23].
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Participants and recruitment
We conducted focus group interviews with HCPs who 
engage in regular professional interactions with older 
adults experiencing depression and physical comorbidi-
ties. To recruit participants, HCPs working in primary 
(e.g. home nursing, GP practice) and residential care (e.g. 
psychiatric hospital), and who have professional interac-
tions with the target group, were contacted via e-mail or 
telephone and informed of the study’s aim. Flyers were 
also disseminated at strategic locations such as hospitals, 
doctor’s offices and pharmacies. Participants were given 
the opportunity to choose between an online or in-per-
son format.

Eligibility criteria
Eligibility criteria were established to identify suitable 
participants in both residential and primary care set-
tings. Within the residential setting, eligible participants 
included professionals holding the following profes-
sions: geriatric psychiatrist, geriatrician, nurse, and social 
worker. In the primary care setting, eligible participants 
encompassed general practitioners, psychologists, phys-
iotherapists, pharmacists, and home care providers (e.g., 
domestic services, home nursing).

To be included in the study, participants had to be 
employed at the academic psychiatric hospital UPC KU 
Leuven or within the primary care vicinity of UPC KU 
Leuven. Participants were expected to have frequent pro-
fessional interactions with patients aged 65 and above 
who presented with psychiatric and physical conditions. 
Proficiency in understanding and speaking the Dutch 
language was a prerequisite for inclusion.

We aimed for a focus group size of minimum six and 
maximum ten participants [24], which allowed every-
one to share their opinion and also yield enough diverse 
information. Moreover, by not including too many par-
ticipants, we created a safe environment where everyone 
was comfortable enough to express themselves freely 
[25].The researchers used a maximum variation purpo-
sive sampling based on gender, profession, and working 
experience to recruit participants, following the princi-
ples of Patton et al. [26]. Participants signed the informed 
consent form in duplicate and received a voucher of 25 
euros after completing the focus group discussion.

Data collection
The focus group interviews took place in the months of 
November 2022, December 2022 and March 2023. Three 
focus group interviews were conducted, of which two 
in person and one online session. The time span of each 
focus group was approximately one and a half hour. All 
focus groups were audio-recorded with the consent of 
the participants. The online focus group session was also 
video-recorded.

The focus groups were led by an experienced exter-
nal moderator (AT), who was a member of the research 
team but held no affiliation with the psychiatric hospital. 
A semi-structured topic guide was used during the focus 
group interviews (Annex I). The topic guide was created 
based on an earlier literature review [27]. First, the mod-
erator commenced the session by informing the partici-
pants of the underlying purpose behind the research. She 
additionally provided comprehensive insights into her 
professional background, thereby establishing her exper-
tise in the field. Questions were asked about participants’ 
perceptions of the current care and their perspective 
on the future care for older adults with depression and 
physical multimorbidity. The moderator ensured that all 
voices were heard and that the discussion did not devi-
ate much from the topic [28, 29]. Participants were also 
prompted to reflect on their own perspectives, facilitat-
ing a more comprehensive understanding of the data. 
Throughout the focus group discussions, the moderator 
posed supplementary questions designed to elicit par-
ticipants’ viewpoints. This approach ensured that par-
ticipants not only shared their ideas but also provided 
the rationale behind their viewpoints [30]. Two observ-
ers (LT & MC) were present to take notes on the progress 
of the conversation and on non-verbal communication. 
These notes were integrated into the result section.

Data analysis
We used the constructivist Grounded theory approach 
introduced by Charmaz [28] to gain a better understand-
ing of healthcare providers’ (HCPs) perceptions of the 
care provided for older adults with depression and physi-
cal multimorbidity. Charmaz’s constructivist grounded 
theory aims to understand social phenomena and subjec-
tive experiences. By actively engaging with participants, 
iteratively analyzing data, and reflecting on our own 
biases, we can generate insights grounded in the perspec-
tives of the HCPs. Inclusivity of diverse voices allows us 
to capture the complexity of participants’ experiences 
within their social contexts, contributing to a more 
comprehensive understanding of the phenomena under 
investigation [31].

Conversations were typed out verbatim. Participants 
were pseudo-anonymized in the transcripts by assigning 
them numbers. Two researchers (LT & MC) carried out 
the analysis by means of the Qualitative Analysis Guide 
of Leuven (QUAGOL) [32], a practical guide rooted in 
the constant comparative method of the Grounded The-
ory Approach [24]. The QUAGOL method guides the 
researcher to a comprehensive view of the qualitative 
interview data. The first part of the method is described 
as ‘paper and pencil work’, which constitutes the prepara-
tory stage before the coding process. During this stage, 
researchers thoroughly review the transcripts, craft 
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narrative reports, and endeavor to formulate concepts 
and, ultimately, a conceptual framework from the data 
[32].

The second part consists of the actual coding through 
the use of dedicated software [32]. Two researchers (LT & 
MC) independently coded the data with ATLAS.ti Web 
software. LT and MC carefully analyzed the interview 
transcripts, identifying important concepts related to the 
care of older adults with depression and physical health 
issues. MV then reviewed and, if needed, refined the ini-
tial themes to ensure a thorough analysis of the data.

Results
Participants
The focus groups in this study comprised 4 to 8 partici-
pants each, with a total of 17 healthcare providers taking 
part. The first focus group was composed of a heteroge-
neous group of HCPs, while the second and third focus 
group interviews had less heterogeneous profiles. In 
Table 1, the gender distribution of all participants shows 
that the majority were female, comprising 65% of the 
total. During the first focus group discussion, one partici-
pant was absent (reason not reported), resulting in a total 
of eight instead of the intended nine participants.

Healthcare providers’ perceptions
Throughout the focus group interviews, participants 
shared insights on various subjects, including patient-
centeredness, interprofessional collaboration, shared 
decision-making, technology, capacity building, proactive 
care, and effective communication. Each of these topics 
will be examined in depth in the subsequent sections.

Patient-centeredness
Participants emphasized the importance of individual-
ized care tailored to the unique needs and living situation 
of each patient. They highlighted the need to identify and 
address aspects of care that can be adjusted to improve 
patients’ quality of life.

Also looking from the perspective of the patient as 
much as possible, like hearing how it’s going, how 
they’re experiencing it. If it’s still possible, continu-

ing to give as much control as possible to the patient 
(Focus group 2, participant 2).

Many of the participants felt that it is crucial for patients 
to maintain control over their own care process for as 
long as possible. They highlighted the role of the environ-
ment in enabling patients to stay in control in their own 
surroundings. The participants also stressed the impor-
tance of keeping patients well-informed about available 
care options to facilitate good decision-making.

I often also find it important that patients are well 
informed, that they are able to make informed deci-
sions, weigh the options, and that you then work 
together towards a goal and preferably in consul-
tation with the system as much as possible, what-
ever that system may be. And that can also be good 
neighbors or other involved parties. So I think that 
network part is also really important (Focus group 1, 
participant 5).

According to some participants, striking a balance 
between the patient’s preferences and the necessary 
medical interventions is challenging. Furthermore, one 
participant underscored that patients’ capacity to manage 
their condition evolves with the stage of the illness. For 
instance, individuals in remission from depression may 
exhibit different control dynamics compared to those in 
the acute phase of the condition.

To what extent are you going to acknowledge and 
follow the wishes of a depressed patient. And to what 
extent are you going to push good care, that we con-
sider good care. That’s really difficult (Focus group 1, 
participant 8).
 
I don’t think you can expect a patient who has major 
depression to actively take control of their own care 
(Focus group 1, participant 5).

Interprofessional collaboration
Participants value teamwork among different healthcare 
providers when dealing with complex patients. Some 
participants suggest that this could result in better con-
tinuity of care.

Collaboration between partners to work on continu-
ity of care, that’s also a challenge but is part of good 
care (Focus group 1, participant 6).

Several caregivers suggested that interdisciplinary patient 
meetings provide an effective forum for collaborating 
with all stakeholders involved in a patient’s care. These 

Table 1  Participant characteristics
Focus group 1
n = 8

Focus group 
2
n = 4

Focus 
group 3
Online
n = 5

Professions Social worker; head 
nurse; resident 
geriatrics; supervising 
psychiatrist; team coor-
dinator; psychologist

Nurse; 
social worker; 
home nurse

Phar-
macist; 
general 
practi-
tioner

Sex M = 3
F = 5

M = 1
F = 3

M = 2
F = 3
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meetings allow for the planning of an ideal course of care 
and provide an opportunity to discuss and assign respon-
sibilities, as well as to evaluate what is achievable for 
everyone involved.

Care consultations with family members and pos-
sibly those who already, if home nursing care comes 
to the home, to gather them around the table and to 
just hear how it’s going, how is everyone’s capacity, 
what is needed to get that clear (Focus group 2, par-
ticipant 2).

According to the participants, the collaboration among 
different healthcare settings can be improved. More 
emphasis could be placed on holistic care, where somatic 
and psychiatric conditions are treated together. To 
that end, healthcare providers across different settings 
chould be encouraged to work collaboratively in order to 
enhance the quality of patient care.

And there’s such a gap between them and they need 
to come together. And I find, I think that we can best 
offer complete care, total care if we can unite those 
two (Focus group 2, participant 1).

Several participants proposed the idea of a “coordina-
tor” or “responsible caregiver” as a potential solution to 
enhance continuity of care and address the issues related 
to care coordination.

Because we notice that there are very often problems 
with care coordination. That people often come by 
the house, but that no one has really thought about 
how they relate to each other and that sometimes 
someone else has to come along to get the job done 
(Focus group 2, participant 2).
 
Yes, it would be much better if the nurse, whose 
patient is going to the short-stay center, that they 
can remain the nurse in charge, to be the intermedi-
ary instead of us having to turn to another organiza-
tion to temporarily take over (Focus group 1, partici-
pant 7).

Effective communication
According to the participants, there is still potential for 
improvement in the area of communication. To enhance 
clarity regarding care tasks and time schedules, commu-
nication must be improved not only among healthcare 
providers but also between healthcare providers and 
patients/families. As previously discussed, implement-
ing a shared communication channel has the potential 

to enhance communication among all stakeholders 
involved.

P4: Yes, the communication between the various 
care providers, both specialists and other care pro-
viders. So that the multidisciplinarity, that it can 
improve (Focus group 3, participant 4).
 
We’ve already had situations and that’s mainly 
about who’s washing the patient uhm, is that the 
home nurse, is that the family help, who is taking 
up the care. That is frequent, that is something that 
occurs very often and that is then sometimes lost 
sight of because one person thinks that the other is 
doing that (Focus group 2, participant 2).
 
P3: Also maybe not having a channel. P2: [No chan-
nel] P1: [Not really knowing, I think] P2: [Yes] P3: [I 
once witnessed someone who had a sort of notebook 
and so then the one caregiver writes in the note-
book and indeed then the next one comes another 
day and can then see aha yes that’s what happened 
(Focus group 2).

Shared decision-making
Healthcare providers agree that developing an appro-
priate care plan requires coordination between the 
patient, their network, and caregivers, Where all parties’ 
wishes and opinions are considered as much as possible. 
According to some participants, involving family mem-
bers in care consultations can be highly beneficial as they 
can provide valuable insights into the patient’s situation. 
Healthcare providers also emphasize the importance of 
understanding the patient’s home situation to ensure bet-
ter care.

That you then work together towards a goal and 
preferably in consultation with the system as much 
as possible (Focus group 1, participant 5).
 
When admitted, there is always a system discussion 
and with elderly patients we try to make sure that 
an involved party is present as much as possible, a 
partner but certainly also children. Because we also 
know that we need them in that story (Focus group 
2, participant 3).

Integrating technology in patient care
Healthcare providers agree that integrating eHealth can 
benefit the future of patient care. Participants provided 
specific examples such as digital shared medical files, tab-
lets, automatic pill dispensers, exercise robots, and video 
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consultations. While many healthcare providers recog-
nize the potential benefits of eHealth and digitization 
(e.g. time effectiveness), significant improvements are 
still needed to ensure proper functioning and efficiency. 
Participants remarked that some older generations may 
struggle to keep up with changing technologies, which 
can hinder progress in this field.

P2: There is still room for improvement in file man-
agement. M: [Yes? ] P2: Especially in opening the file 
because everyone works with a different file manage-
ment system (Focus group 2).
 
I think there are two sides to that because I’ve 
noticed that many elderly people are being left 
behind because they can’t keep up with the technol-
ogy and aren’t able to request certain things that 
they are entitled to (Focus group 2, participant 2).
 
Video or consultations by video call, I won’t say are 
an equal alternative but can be complementary in 
treatment or a follow-up or uhm a care pathway in 
any case. I think that that could come more in the 
future or could be installed more (Focus group 1, 
participant 6).

Various caregivers emphasize the need to be vigilant 
about the dangers of healthcare technology. For example, 
they believe it is important to update the digital record 
as if the patient is reading along. They also highlight 
the importance of maintaining human contact despite 
increasing digitalization.

That’s why there are more and more calls to write 
your reports with the knowledge that the patient is 
reading along (Focus group 1, participant 8).
 
I definitely think that that [eHealth] can be imple-
mented more frequently in the future. But we do 
need to keep focusing on human contact (Focus 
group 2, participant 1).

Pro-active care
During the discussion, some participants highlighted the 
need for a greater emphasis on preventive care measures. 
They observed that current medical interventions are 
reactive, only taken when problems have already arisen 
or when conditions have deteriorated, leaving patients in 
a more critical state. To address this issue, they suggested 
that more attention could be given to early care planning, 
which could help prevent the need for more drastic or 
specialized interventions later on.

While I sometimes think, if they would do that 
quicker, make that threshold a bit lower, that the 
response can be faster and that depression can also 
be resolved quicker, easier. Whether that’s the case, 
I don’t know of course, that’s my feeling (Focus group 
1, participant 8).
 
P2: Actually, that healthcare proxy is already a good 
start to arrange everything in advance. That could 
easily be highlighted a bit more. M: [Yes, could be 
emphasized] P1: [So the preventive aspect, right] 
P2: That you no longer have to decide for the per-
son, I hope. P4: [That they can decide for themselves] 
(Focus group 2).
 
Sometimes letting it drag on a bit too long, after 
which a sort of crisis arises or sort of, or deteriorat-
ing even further so that even more specialized care is 
then necessary (Focus group 1, participant 8).

Capacity building
Some respondents noted a concerning lack of knowledge 
among healthcare providers. Specifically, they mentioned 
that some HCPs seem to be unaware of how to effectively 
treat patients with somatic and psychiatric concerns, 
leading them to refer these patients to other healthcare 
providers. Enhancing the provision of specific training 
to HCPs regarding psychiatric and somatic illnesses can 
offer a promising solution.

P1: Yes, geriatric departments are like “yes, that is 
a psychiatric patient” and then. P2: [and then they 
come to us. And then we think, our nurses say we 
can’t handle that] (Focus group 2).
 
So uhm yes, what I also want for the future, in my 
view, is to give the staff some more training, to give 
them some more guidance (Focus group 2, partici-
pant 4).

One key point was the challenge of sharing knowledge 
effectively within organizations, underscoring the need 
for improved dissemination strategies. Additionally, 
the importance of allocating more resources and time 
for thoughtful decision-making in caregiving settings 
was emphasized, highlighting the human-centric nature 
of the work. Furthermore, the focus group interviews 
acknowledged the multifaceted challenges in caregiving, 
such as staffing shortages and resource constraints, dem-
onstrating the need for enhanced support and resource 
allocation within the field.
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Many organizations work with coordinators and 
such and the coordinators do have knowledge and 
disseminate it among their caregivers, for example, 
but that the people on the floor don’t (Focus group 1, 
participant 5).
 
Are there any specific growth opportunities for 
you in your department? [M] (…) More thorough, 
more people. That you can actually work in a more 
focused way and don’t have to make a decision 
too quickly or can tackle things more thoroughly. 
I mean, you’re working with people and not with 
things (Focus group 2, participant 1).
 
But when I go there and I see that there is understaff-
ing, I also understand that they say: We’re already 
short of hands, do we now have to go spend an extra 
week in training, so I understand that as well. And 
then we run into the fact that there is a shortage in 
various areas I think, in terms of staff, time, finances 
(Focus group 1, participant 8).

Discussion
Our findings based on the three focus group interviews 
demonstrate that placing patients at the core of the care 
process and empowering them to retain control over their 
own care for as long as possible is crucial. It is impera-
tive for healthcare providers to collaborate effectively to 
elevate the quality of patient care. Furthermore, it could 
be beneficial for patients and families to be regarded 
as equal partners in the decision-making process. Par-
ticipants highlighted several areas where improvements 
can be made. Technological features (e.g. digital shared 
medical files, tablets, automatic pill dispensers, exercise 
robots, and video consultations) can play a vital role in 
enhancing the efficiency of care processes, making them 
more time-efficient. Care could also consider shifting 
towards a more proactive approach, rather than solely 
relying on reactive measures. Additionally, the partici-
pants conveyed a shared belief in the potential benefits of 
optimal care coordination facilitated by a dedicated care 
manager. To enhance the delivery of high-quality care, 
it may be advisable for healthcare providers to undergo 
comprehensive training covering both psychiatric and 
somatic domains. Finally, to increase clarity regarding 
care tasks and time schedules, it is essential to enhance 
communication not only among healthcare providers but 
also between healthcare providers and patients/families.

Participants emphasized the importance of patient-cen-
tered care and shared decision-making (SDM). Encour-
aging the active participation of older depressed patients 
has been proven to improve their adherence to psycho-
therapeutic interventions [33]. Moreover, SDM can lead 

to higher levels of patient satisfaction and increased feel-
ings of autonomy and empowerment [34]. Participants 
additionally stressed the importance of involving family 
in decision-making processes. According to the SELFIE 
framework for multimorbidity, engaging informal care-
givers in shared-decision making is a critical aspect of 
integrated care programs [35]. Nevertheless, involving 
informal caregivers in shared decision-making is not yet 
a common practice in healthcare. Although informal 
caregivers are sometimes asked for their opinion, they 
are often not included in decision-making processes 
alongside the patient and healthcare providers [36]. 
Moreover, there is a lack of evidence in how to success-
fully implement SDM in healthcare settings [37, 38]. In 
the future, researchers should acknowledge the vital role 
that shared decision-making plays in this context and aim 
to make it a fundamental part of integrated care models. 
Furthermore, researchers should actively engage patients 
in research endeavors and seek to understand their per-
spectives on concepts such as ‘patient-centeredness’ and 
‘effective communication.

Participants emphasized the role of multidisciplinary 
care in managing mental and physical comorbidity. Inte-
grated care is important for effectively managing com-
plex health conditions that involve both mental and 
physical illnesses. This approach recognizes that these ill-
nesses are interconnected and require coordinated atten-
tion from multiple care providers who communicate and 
collaborate effectively. Achieving integrated care requires 
a shift in our approach to service delivery, management, 
and funding, with a focus on the person rather than the 
disease. This aligns with current national and interna-
tional policies to integrate mental and physical health 
care [2, 5, 12]. Additionally, to provide optimal care for 
older adults with depression and physical multimorbid-
ity, healthcare providers should possess expertise in both 
psychiatric and somatic domains [39–41], as emphasized 
by the participants in the focus group sessions. Alongside 
specific knowledge, effective knowledge sharing among 
healthcare providers also proved to be a crucial aspect in 
the focus group interviews. Future integrated care mod-
els must recognize the intricate interplay between men-
tal and physical health conditions. Healthcare providers 
involved in these interventions could benefit from under-
going comprehensive training covering both somatic and 
psychiatric domains to better address the needs of this 
specific population. Staff members, such as chief nurses, 
might consider undergoing training to enhance their abil-
ity to effectively impart knowledge to other personnel. 
However, it’s essential to acknowledge and address imple-
mentation barriers such as resource and time constraints, 
as well as workload and staffing issues, to ensure the suc-
cessful adoption of such training initiatives.
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During the discussion, the concept of a “coordinator” 
or a “responsible caregiver” was introduced as a prom-
ising approach to improving the continuity of care and 
tackling care coordination challenges. Case management 
in primary care can be more effective if its focus is on 
enhancing the capabilities and perceived social support 
of the beneficiaries [42]. As such, there is uncertainty 
about whether case management improves patient and 
service outcomes or reduces costs [43]. Future research 
should focus on understanding what works in case man-
agement interventions, who benefits from them, and how 
they can be more effective.

Technological advancements in mental health care 
have the potential to empower patients and promote 
greater autonomy in managing their mental health. Con-
crete examples of such advancements include online 
psychological interventions and remote monitoring of 
patients’ progress [44, 45]. In certain situations, the use 
of technology-facilitated healthcare can result in an 
improved quality of life, decreased feelings of isolation, 
and strengthened social networks [46]. Nonetheless, 
healthcare providers must consider the obstacles that 
may impede the implementation of eHealth among the 
older population. A recent review explored the barriers 
and facilitators of the use of technology-facilitated health 
care (eHealth) in older adults [47]. These barriers can 
include, for instance, a lack of experience or proficiency 
with eHealth or technology [48–51], a lack of confidence 
in using eHealth solutions [52], and limitations related 
to aging [47]. Throughout the course of the present 
study, participants highlighted the advantages offered by 
eHealth, while also acknowledging potential challenges 
that may arise, such as ensuring privacy protection, pre-
serving personal connections, and addressing accessibil-
ity issues for older individuals with regards to technology. 
To ensure the delivery of high-quality care, future inte-
grated care interventions could explore the potential of 
technological advancements, such as video consultations 
and shared communication platforms, while considering 
the unique vulnerabilities of older adults.

In our study, we adopted an inductive approach, allow-
ing themes to organically surface from the data. Nev-
ertheless, we also contemplate the potential merits of 
employing a deductive methodology, such as employing 
established frameworks like the Consolidated Frame-
work for Implementation Research (CFIR) to discern 
prevalent barriers and facilitators within care processes. 
Subsequent investigations could delve into these avenues 
for additional insights [53].These findings of this study 
contribute to the existing literature by examining the 
perspectives of healthcare providers on the provision of 
care for older adults with depression and physical mul-
timorbidity. Focus group interviews were an optimal 
choice for qualitative research due to the valuable group 

dynamics and interactions they facilitated [54]. How-
ever, the study also has several limitations. Firstly, the 
number of participants varied significantly between the 
three focus groups, with eight participants in the first 
group, and only four and five participants in the second 
and third groups, respectively. This may have resulted 
in less diverse perspectives and answers in the smaller 
groups. Unequal group sizes can influence the dynamics 
within the focus group. Larger groups may dominate the 
discussion, silencing quieter participants and hindering 
diverse viewpoints. Conversely, smaller groups may lack 
diversity and limit the depth of discussion. Additionally, 
although we attempted to include participants with het-
erogeneous profiles, the first focus group consisted solely 
of residential healthcare providers, whereas the second 
and third group included HCPs from the primary care 
environment. This may have influenced the dynamics and 
outcomes of the focus groups. Furthermore, while the 
use of an online format for the third focus group discus-
sion provided flexibility, opinions on online focus groups 
vary and this format may have affected the quality of data 
collected. Finally, it’s worth noting that the demographic 
information we collected from participants was some-
what limited, focusing solely on their gender and profes-
sion. It could be beneficial to gather additional details, 
such as years of experience, to explore potential varia-
tions in perceptions, particularly between healthcare 
providers who are at the beginning of their careers and 
those with more experience.

Conclusion
In conclusion, improving care for older adults dealing 
with depression and multimorbidity requires a signifi-
cant shift. Placing the patient at the center of the care 
process and empowering them to take responsibility for 
their own care for as long as possible is crucial to achiev-
ing desirable healthcare outcomes. Collaborative efforts 
among diverse healthcare providers, facilitated by a dedi-
cated care coordinator, are essential. Additionally, the 
focus groups emphasized the importance of involving 
patients and family members in care decisions. Integrat-
ing technological features, such as digital shared medical 
files, tablets, automatic pill dispensers, exercise robots, 
and video consultations, can significantly improve the 
efficiency and timeliness of care processes. Furthermore, 
it may be beneficial for healthcare providers to receive 
comprehensive training in both somatic and psychiatric 
domains to effectively address the needs of this specific 
population, including training for staff members like 
chief nurses in knowledge sharing. There is a pressing 
need for improvement in communication, particularly 
among healthcare providers and between healthcare 
providers and patients/families, particularly with a 
view to enhancing clarity regarding care tasks and time 
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schedules. By integrating these enhancements into future 
care models, we can ensure comprehensive and holistic 
care that addresses the unique needs of older adults with 
depression and physical multimorbidity.

Annex
Annex I: Semi-structured topic guide.

1.	 Patient persona (poster).

 	• What is the current state of care for Antoon?
 	• What are the key areas of concern for Antoon? E.g. 

medication interactions, fall prevention, adapted 
nutrition.

 	• What are your experiences with providing care for 
these patients?

 	• According to you, what is needed to deliver quality 
care to this target group? E.g. involving caregivers/
family, evidence-based practice, etc.

 	• What aspects are going well?
 	• Are there any areas that need improvement?
 	• How would you describe the core values of care 

as currently organized? E.g. multidisciplinary 
care, shared decision making, person-centered, 
empathetic, etc.

2.	 How would you shape the future of care?

 	• What areas do you see as having potential for 
growth?

 	• What factors can contribute to better healthcare 
delivery?

 	• What can you do yourselves?
 	• What is the role of patients and their family/

caregivers? Describe the ideal caregiver from your 
perspective.

 	• What is the role of the healthcare provider? How 
does the role of one provider differ from another?

 	• What are the core values or key issues that should 
be addressed? E.g. multidisciplinary care, shared 
decision making, person-centered, empathetic, 
eHealth, person-centered care, continuity of care, 
self-management, proactive care, etc.

Abbreviations
COREQ	� Consolidated Criteria for Reporting Qualitative Research
HCP	� healthcare providers
I-CONNECT	� Integrated care program for home-dwelling older adults with 

depression and physical multimorbidity
QUAGOL	� Qualitative Analysis Guide of Leuven
UPC	� University Psychiatric Centre

Acknowledgements
The authors would like to thank all the participants for their time and 
invaluable contribution to this study.

Author contributions
LT took charge of designing, recruiting, analyzing, and writing the article. 
MC played a key role in recruitment, observed two out of three focus 
group sessions, and collaborated on data analysis with LT. AT contributed 
significantly by shaping the topic guide, moderating discussions, and 
participating in the article’s writing. MD, MaV, and MV were integral to the 
study’s design. All authors collectively approved the final publication version, 
taking responsibility for ensuring the accuracy and integrity of the entire work. 
They actively addressed and resolved any questions or issues that emerged 
during the investigation.

Funding
This research received funding from the internal resources of KU Leuven 
(C26M/22/002).

Data availability
The data used and analyzed during the current study are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The research reported in this paper adhered to the principles of the 
Declaration of Helsinki. All participants gave written informed consent. The 
study was approved by the Ethical Committee of UZ/KU Leuven (S66783) and 
the local Ethical Committee of UPC KU Leuven (EC2022-679).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Public Health and Primary Care, KU Leuven, Leuven, 
Belgium
2Competence Center of Nursing, University Hospitals Leuven, Leuven, 
Belgium
3Department of Neurosciences, Leuven Brain Institute, KU Leuven, 
Leuven, Belgium
4University Psychiatric Center, KU Leuven, Leuven, Belgium

Received: 13 October 2023 / Accepted: 23 May 2024

References
1.	 De Hert M, Correll CU, Bobes J, Cetkovich-Bakmas M, Cohen D, Asai I et al. 

Physical illness in patients with severe mental disorders. I. Prevalence, impact 
of medications and disparities in health care. World Psychiatry [Internet]. 
2011 [cited 2021 Sep 29];10(1):52. https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC3048500/.

2.	 Jespers V, Christiaens W, Kohn L, Savoye I, Mistiaen P. Somatische zorg in 
een psychiatrische setting - Synthese [Somatic care in a psychiatric setting - 
synthesis] [Internet]. www.kce.fgov.be.

3.	 De Hert M, Cohen D, Bobes J, Cetkovich-Bakmas M, Leucht S, Ndetei DM 
et al. Physical illness in patients with severe mental disorders. II. Barriers to 
care, monitoring and treatment guidelines, plus recommendations at the 
system and individual level. World Psychiatry [Internet]. 2011 [cited 2021 Sep 
15];10(2):138–51. https://pubmed.ncbi.nlm.nih.gov/21633691/.

4.	 Chang ET, Vinzon M, Cohen AN, Young AS. Effective Models Urgently Needed 
to Improve Physical Care for People With Serious Mental Illnesses [Internet]. 
Vol. 12, Health Services Insights. SAGE Publications Ltd; 2019 [cited 2024 Jan 
26]. https://doi.org/10.1177/1178632919837628.

5.	 OECD. A New Benchmark for Mental Health Systems. 2021 [cited 2021 Oct 7]; 
https://doi.org/10.1787/4ed890f6-en.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3048500/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3048500/
http://www.kce.fgov.be
https://pubmed.ncbi.nlm.nih.gov/21633691/
https://doi.org/10.1177/1178632919837628
https://doi.org/10.1787/4ed890f6-en


Page 10 of 11Tops et al. BMC Primary Care          (2024) 25:223 

6.	 Firth J, Siddiqi N, Koyanagi A, Siskind D, Rosenbaum S, Galletly C et al. The 
Lancet Psychiatry Commission The Lancet Psychiatry Commission: a blue-
print for protecting physical health in people with mental illness The Lancet 
Psychiatry Commission Part 1: Physical health disparities for people with 
mental illness. Lancet Psychiatry [Internet]. 2019 [cited 2021 Sep 15];6:675–
712. https://doi.org/10.1016/S2215-0366(19)30132-4.

7.	 Bartels SJ, Naslund JA. The Underside of the Silver Tsunami — Older Adults 
and Mental Health Care. https://doi.org/101056/NEJMp1211456 [Internet]. 
2013 [cited 2021 Oct 6];368(6):493–6. https://www.nejm.org/doi/full/https://
doi.org/10.1056/nejmp1211456.

8.	 Das P, Naylor C, Majeed A. Bringing together physical and men-
tal health within primary care: a new frontier for integrated care: 
http://dx.doi.org/101177/0141076816665270 [Internet]. 2016 [cited 
2021 Oct 6];109(10):364–6. https://journals.sagepub.com/doi/
full/10.1177/0141076816665270.

9.	 Walrave R, Beerten SG, Mamouris P, Coteur K, van Nuland M, van Pottel-
bergh G et al. Trends in the epidemiology of depression and comorbidities 
from 2000 to 2019 in Belgium. BMC Primary Care 2022 23:1 [Internet]. 2022 
[cited 2022 Jun 30];23(1):1–12. https://bmcprimcare.biomedcentral.com/
articles/https://doi.org/10.1186/s12875-022-01769-w.

10.	 de Lepeleire J, Smit D, Hill L, Walton I. EUROPEAN FORUM PRIMARY CARE 
Time for change, now more than ever! 2020.

11.	 RIZIV. Meerjarig begrotingstraject voor de verzekering voor geneeskundige 
verzorging [Multi-year budget trajectory for health insurance] [Internet]. 
2021 [cited 2021 Nov 16]. https://www.riziv.fgov.be/SiteCollectionDocu-
ments/meerjarig_begrotingstraject_verzekering_geneeskundige_verzorg-
ing_2022_2024.pdf.

12.	 The WHO Special Initiative for Mental Health. (2019–2023): universal health 
coverage for mental health. [Internet]. 2019 [cited 2021 Nov 16]. https://
eupha.org/repository/EUPHW/Resources/The_WHO_Special_Initiative_for_
Mental_Health_2019-2023.pdf.

13.	 Tops L, Beerten SG, Vermandere M. Integrated care models for older adults 
with depression and physical multimorbidity: a scoping review [Internet]. 
2022 [cited 2022 May 3]. https://osf.io/t94d3/.

14.	 Tritter JQ, McCallum A. The snakes and ladders of user involvement: moving 
beyond Arnstein. Health Policy (New York). 2006;76(2):156–68.

15.	 Alderson H, Kaner E, O’donnell A, Bate A. A Qualitative Exploration of Stake-
holder Involvement in Decision-Making for Alcohol Treatment and Preven-
tion Services. International Journal of Environmental Research and Public 
Health. 2022;19:2148 [Internet]. 2022 [cited 2023 Jan 5];19(4):2148. https://
www.mdpi.com/1660-4601/19/4/2148/htm.

16.	 Stoker G. Public Value Management. http://dx.doi.org.kuleuven.e-
bronnen.be/101177/0275074005282583 [Internet]. 2016 [cited 2023 Jan 
5];36(1):41–57. https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/
abs/10.1177/0275074005282583.

17.	 McMurray R. Our reforms, our partnerships, same problems: The chronic case 
of the English NHS. Public Money and Management [Internet]. 2007 [cited 
2023 Jan 5];27(1):77–82. https://www.tandfonline.com/action/journalInforma
tion?journalCode=rpmm20.

18.	 Kreis J, Puhan MA, Schünemann HJ, Dickersin K. Consumer involvement 
in systematic reviews of comparative effectiveness research. Health 
Expectations [Internet]. 2013 [cited 2023 Jan 5];16(4):323–37. https://
onlinelibrary-wiley-com.kuleuven.e-bronnen.be/doi/full/https://doi.
org/10.1111/j.1369-7625.2011.00722.x.

19.	 Faulkner A. Exploring the impact of public involvement on the quality of 
research: examples exploring the impact of public involvement on the qual-
ity of research: examples contents. 2013 [cited 2023 Jan 5]; Available from: 
www.invo.org.uk/invonet/about-invonet/.

20.	 Klüver L, Nielsen RO, Jorgensen ML. Policy-Oriented Technology Assessment 
Across Europe. 2016.

21.	 Bullock A, Morris ZS, Atwell C. Collaboration between Health Services Manag-
ers and Researchers: Making a Difference? http://dx.doi.org.kuleuven.e-
bronnen.be/101258/jhsrp2011011099, Mar. 20];17(SUPPL. 2):2–10. https://
journals-sagepub-com.kuleuven.e-bronnen.be/doi/https://doi.org/10.1258/
jhsrp.2011.011099.

22.	 Pentland D, Forsyth K, Maciver D, Walsh M, Murray R, Irvine L et al. Key 
characteristics of knowledge transfer and exchange in healthcare: 
integrative literature review. J Adv Nurs [Internet]. 2011 [cited 2024 Mar 
20];67(7):1408–25. https://onlinelibrary.wiley.com/doi/full/https://doi.
org/10.1111/j.1365-2648.2011.05631.x.

23.	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. 

International Journal for Quality in Health Care [Internet]. 2007 [cited 2023 
May 25];19(6):349–57. https://academic-oup-com.kuleuven.e-bronnen.be/
intqhc/article/19/6/349/1791966.

24.	 Corbin J, Strauss A. Basics of Qualitative Research (3rd ed.): Techniques and 
Procedures for Developing Grounded Theory. Basics of Qualitative Research 
(3rd ed): Techniques and Procedures for Developing Grounded Theory. 2012.

25.	 Onwuegbuzie AJ, Dickinson WB, Leech NL, Zoran AG. A Qualitative Frame-
work for Collecting and Analyzing Data in Focus Group Research. 2009 [cited 
2022 Mar 31];8(3):1–21. https://journals.sagepub.com/doi/full/10.1177/16094
0690900800301.

26.	 Patton MQ. Qualitative research and evaluation methods: theory and prac-
tice. Inc: SAGE; 2015. p. 832.

27.	 Tops L, Gabriël S, Mathieu B, Mieke V, Deschodt VM, Vermandere M. 
Integrated Care Models for Older Adults with Depression and Physical 
Comorbidity: A Scoping Review. Int J Integr Care [Internet]. 2024 [cited 2024 
Jan 10];24(1):1. https://doi.org/10.5334/ijic.7576.

28.	 Savin-Baden M, Major CH. Qualitative research: the essential guide to theory 
and practice. 2012 [cited 2021 Nov 9];569. https://books.google.com/books/
about/Qualitative_Research.html?hl=nl&id=288XkgEACAAJ

29.	 Stewart DW, Shamdasani PN. SAGE. 2015 [cited 2021 Nov 8]. Focus Groups: 
Theory and Practice - David W. Stewart, Prem N. Shamdasani - Google 
Boeken. Available from: https://books.google.be/books?hl=nl&lr=&id=1svuA
wAAQBAJ&oi=fnd&pg=PP1&ots=K6G9GM5yZE&sig=ctzduxpFJbBVqewSoLt
MLNDobWk&redir_esc=yv=onepageqf=false

30.	 Naturalistic Inquiry - Yvonna S. Lincoln, Egon G. Guba, Egon G. Guba 19.-2008 
- Google Books [Internet]. [cited 2022 May 11]. Available from: https://books.
google.be/books?hl=enlr=id=2oA9aWlNeooCoi=fndpg=PA7ots=0uovSbR6u
psig=XfYNolpLZ5Q2uNFQKwZhzklvs9gredir_esc=y#v=onepageqf=false

31.	 Constructing Grounded Theory: A Practical Guide through Qualitative 
Analysis - Kathy Charmaz - Google Books [Internet]. [cited 2022 May 11]. 
Available from:  https://books.google.be/books?hl=enlr=id=2ThdBAAAQBA
Joi=fndpg=PP1ots=f_nT6KmHC_sig=7TAySU13rMICwQ1BYh1wHWKdp0gre
dir_esc=y#v=onepageqf=false

32.	 Dierckx de Casterle B, Gastmans C, Bryon E, Denier Y. QUAGOL: A guide for 
qualitative data analysis. Int J Nurs Stud [Internet]. 2012 [cited 2024 Jan 
26];49(3):360–71. https://doi.org/10.1016/j.ijnurstu.2011.09.012.

33.	 Raue PJ, Schulberg HC, Bruce ML, Banerjee S, Artis A, Espejo M, Effective-
ness of shared decision-making for elderly depressed minority primary care 
patients. Am J Geriatr Psychiatry [Internet]. 2019 [cited 2023 May 3];27(8):883. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6646064/.

34.	 Beitinger R, Kissling W, Hamann J. Trends and perspectives of shared 
decision-making in schizophrenia and related disorders. Curr Opin Psychiatry 
[Internet]. 2014 [cited 2023 May 4];27(3):222–9. https://journals-lww-com.
kuleuven.e-bronnen.be/co-psychiatry/Fulltext/2014/05000/Trends_and_per-
spectives_of_shared_decision_making.11.aspx.

35.	 Leijten FRM, Struckmann V, van Ginneken E, Czypionka T, Kraus M, Reiss M et 
al. The SELFIE framework for integrated care for multi-morbidity: Develop-
ment and description. Health Policy (New York) [Internet]. 2018 [cited 2022 
Nov 15];122(1):12–22. https://doi.org/10.1016/j.healthpol.2017.06.002.

36.	 Hamann J, Heres S. Why and how Family caregivers should participate in 
Shared decision making in Mental Health OPEN FORUM. Psychiatric Serv. 
2019;70(5):418–21.

37.	 Bunn F, Goodman C, Manthorpe J, Durand MA, Hodkinson I, Rait G et al. Sup-
porting shared decision-making for older people with multiple health and 
social care needs: a protocol for a realist synthesis to inform integrated care 
models. BMJ Open [Internet]. 2017 [cited 2024 Mar 11];7(2):e014026. https://
bmjopen.bmj.com/content/7/2/e014026.

38.	 Elwyn G, Scholl I, Tietbohl C, Mann M, Edwards AG, Clay C, et al. Many miles 
to go… a systematic review of the implementation of patient decision sup-
port interventions into routine clinical practice. BMC Med Inform Decis Mak 
[Internet]. 2013 [cited 2024 Mar 11];13(Suppl 2):S14. Available from: https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC4044318/.

39.	 Alberque C, Gex-Fabry M, Whitaker-Clinch B, Eytan A. The five-year evolution 
of a mixed Psychiatric and somatic care unit: a European experience. Psycho-
somatics. 2009;50(4):354–61.

40.	 Sunderji N, Ion A, Huynh D, Benassi P, Ghavam-Rassoul A, Carvalhal A. 
Advancing Integrated Care through Psychiatric Workforce Development: 
A Systematic Review of Educational Interventions to Train Psychiatrists in 
Integrated Care. Canadian Journal of Psychiatry [Internet]. 2018 [cited 2024 
Mar 11];63(8):513–25. https://journals-sagepub-com.kuleuven.e-bronnen.be/
doi/full/https://doi.org/10.1177/0706743718772520.

https://doi.org/10.1016/S2215-0366(19)30132-4
https://www.nejm.org/doi/full/
https://doi.org/10.1056/nejmp1211456
https://doi.org/10.1056/nejmp1211456
https://journals.sagepub.com/doi/full/10.1177/0141076816665270
https://journals.sagepub.com/doi/full/10.1177/0141076816665270
https://bmcprimcare.biomedcentral.com/articles/
https://bmcprimcare.biomedcentral.com/articles/
https://doi.org/10.1186/s12875-022-01769-w
https://www.riziv.fgov.be/SiteCollectionDocuments/meerjarig_begrotingstraject_verzekering_geneeskundige_verzorging_2022_2024.pdf
https://www.riziv.fgov.be/SiteCollectionDocuments/meerjarig_begrotingstraject_verzekering_geneeskundige_verzorging_2022_2024.pdf
https://www.riziv.fgov.be/SiteCollectionDocuments/meerjarig_begrotingstraject_verzekering_geneeskundige_verzorging_2022_2024.pdf
https://eupha.org/repository/EUPHW/Resources/The_WHO_Special_Initiative_for_Mental_Health_2019-2023.pdf
https://eupha.org/repository/EUPHW/Resources/The_WHO_Special_Initiative_for_Mental_Health_2019-2023.pdf
https://eupha.org/repository/EUPHW/Resources/The_WHO_Special_Initiative_for_Mental_Health_2019-2023.pdf
https://osf.io/t94d3/
https://www.mdpi.com/1660-4601/19/4/2148/htm
https://www.mdpi.com/1660-4601/19/4/2148/htm
http://dx.doi.org.kuleuven.e-bronnen.be/101177/0275074005282583
http://dx.doi.org.kuleuven.e-bronnen.be/101177/0275074005282583
https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/abs/10.1177/0275074005282583
https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/abs/10.1177/0275074005282583
https://www.tandfonline.com/action/journalInformation?journalCode=rpmm20
https://www.tandfonline.com/action/journalInformation?journalCode=rpmm20
https://onlinelibrary-wiley-com.kuleuven.e-bronnen.be/doi/full/
https://onlinelibrary-wiley-com.kuleuven.e-bronnen.be/doi/full/
https://doi.org/10.1111/j.1369-7625.2011.00722.x
https://doi.org/10.1111/j.1369-7625.2011.00722.x
http://www.invo.org.uk/invonet/about-invonet/
http://dx.doi.org.kuleuven.e-bronnen.be/101258/jhsrp2011011099
http://dx.doi.org.kuleuven.e-bronnen.be/101258/jhsrp2011011099
https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/
https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/
https://doi.org/10.1258/jhsrp.2011.011099
https://doi.org/10.1258/jhsrp.2011.011099
https://onlinelibrary.wiley.com/doi/full/
https://doi.org/10.1111/j.1365-2648.2011.05631.x
https://doi.org/10.1111/j.1365-2648.2011.05631.x
https://academic-oup-com.kuleuven.e-bronnen.be/intqhc/article/19/6/349/1791966
https://academic-oup-com.kuleuven.e-bronnen.be/intqhc/article/19/6/349/1791966
https://journals.sagepub.com/doi/full/10.1177/160940690900800301
https://journals.sagepub.com/doi/full/10.1177/160940690900800301
https://doi.org/10.5334/ijic.7576
https://books.google.com/books/about/Qualitative_Research.html?hl=nl&id=288XkgEACAAJ
https://books.google.com/books/about/Qualitative_Research.html?hl=nl&id=288XkgEACAAJ
https://books.google.be/books?hl=nl&lr=&id=1svuAwAAQBAJ&oi=fnd&pg=PP1&ots=K6G9GM5yZE&sig=ctzduxpFJbBVqewSoLtMLNDobWk&redir_esc=yv=onepageqf=false
https://books.google.be/books?hl=nl&lr=&id=1svuAwAAQBAJ&oi=fnd&pg=PP1&ots=K6G9GM5yZE&sig=ctzduxpFJbBVqewSoLtMLNDobWk&redir_esc=yv=onepageqf=false
https://books.google.be/books?hl=nl&lr=&id=1svuAwAAQBAJ&oi=fnd&pg=PP1&ots=K6G9GM5yZE&sig=ctzduxpFJbBVqewSoLtMLNDobWk&redir_esc=yv=onepageqf=false
https://books.google.be/books?hl=enlr=id=2oA9aWlNeooCoi=fndpg=PA7ots=0uovSbR6upsig=XfYNolpLZ5Q2uNFQKwZhzklvs9gredir_esc=y#v=onepageqf=false
https://books.google.be/books?hl=enlr=id=2oA9aWlNeooCoi=fndpg=PA7ots=0uovSbR6upsig=XfYNolpLZ5Q2uNFQKwZhzklvs9gredir_esc=y#v=onepageqf=false
https://books.google.be/books?hl=enlr=id=2oA9aWlNeooCoi=fndpg=PA7ots=0uovSbR6upsig=XfYNolpLZ5Q2uNFQKwZhzklvs9gredir_esc=y#v=onepageqf=false
https://books.google.be/books?hl=enlr=id=2ThdBAAAQBAJoi=fndpg=PP1ots=f_nT6KmHC_sig=7TAySU13rMICwQ1BYh1wHWKdp0gredir_esc=y#v=onepageqf=false
https://books.google.be/books?hl=enlr=id=2ThdBAAAQBAJoi=fndpg=PP1ots=f_nT6KmHC_sig=7TAySU13rMICwQ1BYh1wHWKdp0gredir_esc=y#v=onepageqf=false
https://books.google.be/books?hl=enlr=id=2ThdBAAAQBAJoi=fndpg=PP1ots=f_nT6KmHC_sig=7TAySU13rMICwQ1BYh1wHWKdp0gredir_esc=y#v=onepageqf=false
https://doi.org/10.1016/j.ijnurstu.2011.09.012
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6646064/
https://journals-lww-com.kuleuven.e-bronnen.be/co-psychiatry/Fulltext/2014/05000/Trends_and_perspectives_of_shared_decision_making.11.aspx
https://journals-lww-com.kuleuven.e-bronnen.be/co-psychiatry/Fulltext/2014/05000/Trends_and_perspectives_of_shared_decision_making.11.aspx
https://journals-lww-com.kuleuven.e-bronnen.be/co-psychiatry/Fulltext/2014/05000/Trends_and_perspectives_of_shared_decision_making.11.aspx
https://doi.org/10.1016/j.healthpol.2017.06.002
https://bmjopen.bmj.com/content/7/2/e014026
https://bmjopen.bmj.com/content/7/2/e014026
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4044318/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4044318/
https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/full/
https://journals-sagepub-com.kuleuven.e-bronnen.be/doi/full/
https://doi.org/10.1177/0706743718772520


Page 11 of 11Tops et al. BMC Primary Care          (2024) 25:223 

41.	 Michielsen L, Bischoff EWMA, Schermer T, Laurant M. Primary healthcare 
competencies needed in the management of person-centred integrated 
care for chronic illness and multimorbidity: Results of a scoping review. BMC 
Primary Care [Internet]. 2023 [cited 2024 Mar 11];24(1):1–13. https://link.
springer.com/articles/https://doi.org/10.1186/s12875-023-02050-4.

42.	 Durme T, Van, Schmitz O, Cès S, Lambert AS, Billings J, Anthierens S et al. Why 
Is Case Management Effective? A Realist Evaluation of Case Management 
for Frail, Community-Dwelling Older People: Lessons Learned from Belgium. 
Open J Nurs [Internet]. 2016 [cited 2023 Sep 22];6(10):863–80. http://www.
scirp.org/journal/PaperInformation.aspx?PaperID=71621.

43.	 Sadler E, Khadjesari Z, Ziemann A, Sheehan KJ, Whitney J, Wilson D et al. Case 
management for integrated care of older people with frailty in community 
settings. Cochrane Database of Systematic Reviews [Internet]. 2023 [cited 
2023 Sep 22];2023(5). https://www.cochranelibrary.com/cdsr/doi/https://doi.
org/10.1002/14651858.CD013088.pub2/full.

44.	 Hollis C, Morriss R, Martin J, Amani S, Cotton R, Denis M et al. Technologi-
cal innovations in mental healthcare: harnessing the digital revolution. The 
British Journal of Psychiatry [Internet]. 2015 [cited 2023 May 5];206(4):263–5. 
https://www.cambridge.org/core/journals/the-british-journal-of-
psychiatry/article/technological-innovations-in-mental-healthcare-
harnessing-the-digital-revolution/05CBA5A580E121D4F82045DA95ADE
5BE.

45.	 Lee Ventola C. Mobile Devices and Apps for Health Care Professionals: Uses 
and Benefits. Pharmacy and Therapeutics [Internet]. 2014 [cited 2023 May 
5];39(5):356. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4029126/.

46.	 Etchemendy E, Baños RM, Botella C, Castilla D, Alcañiz M, Rasal P, et al. An 
e-health platform for the elderly population: the butler system. Comput 
Educ. 2011;56(1):275–9.

47.	 Wilson J, Heinsch M, Betts D, Booth D, Kay-Lambkin F. Barriers and facilitators 
to the use of e-health by older adults: a scoping review. BMC Public Health 
[Internet]. 2021 [cited 2023 May 5];21(1):1–12. https://link.springer.com/
articles/https://doi.org/10.1186/s12889-021-11623-w.

48.	 Nymberg VM, Bolmsjö BB, Wolff M, Calling S, Gerward S, Sandberg M. 
‘Having to learn this so late in our lives… Swedish elderly patients’ beliefs, 

experiences, attitudes and expectations of e-health in primary health care. 
http://www.manuscriptmanager.com/sjphc [Internet]. 2019 [cited 2023 
May 5];37(1):41–52. Available from: http://https://www-tandfonline-com.
kuleuven.e-bronnen.be/doi/abs/10.1080/02813432.2019.1570612.

49.	 Pywell J, Vijaykumar S, Dodd A, Coventry L. Barriers to older adults’ uptake of 
mobile-based mental health interventions. Digit Health [Internet]. 2020 [cited 
2023 May 5];6. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC7016304/.

50.	 Cajita MI, Hodgson NA, Lam KW, Yoo S, Han HR. Facilitators of and Barriers to 
mHealth Adoption in Older Adults with Heart Failure. Comput Inform Nurs 
[Internet]. 2018 [cited 2023 May 5];36(8):376. https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC6086749/.

51.	 De Veer AJE, Peeters JM, Brabers AEM, Schellevis FG, Rademakers JJDJM, 
Francke AL. Determinants of the intention to use e-Health by community 
dwelling older people. BMC Health Serv Res [Internet]. 2015 [cited 2023 May 
5];15(1). https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4364096/.

52.	 Rasche P, Wille M, Bröhl C, Theis S, Schäfer K, Knobe M et al. Prevalence of 
Health App Use Among Older Adults in Germany: National Survey. JMIR 
Mhealth Uhealth. 2018;6(1):e26. https://mhealth.jmir.org/2018/1/e26 [Inter-
net]. 2018 [cited 2023 May 5];6(1):e8619. Available from: https://mhealth.jmir.
org/2018/1.

53.	 Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated 
Consolidated Framework for Implementation Research based on user 
feedback. Implementation Science 2022 17:1 [Internet]. 2022 [cited 2024 
Mar 18];17(1):1–16. https://implementationscience.biomedcentral.com/
articles/https://doi.org/10.1186/s13012-022-01245-0.

54.	 Morgan DL. Basic and Advanced Focus Groups. 2019.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://link.springer.com/articles/
https://link.springer.com/articles/
https://doi.org/10.1186/s12875-023-02050-4
http://www.scirp.org/journal/PaperInformation.aspx?PaperID=71621
http://www.scirp.org/journal/PaperInformation.aspx?PaperID=71621
https://www.cochranelibrary.com/cdsr/doi/
https://doi.org/10.1002/14651858.CD013088.pub2/full
https://doi.org/10.1002/14651858.CD013088.pub2/full
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/technological-innovations-in-mental-healthcare-harnessing-the-digital-revolution/05CBA5A580E121D4F82045DA95ADE5BE
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/technological-innovations-in-mental-healthcare-harnessing-the-digital-revolution/05CBA5A580E121D4F82045DA95ADE5BE
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/technological-innovations-in-mental-healthcare-harnessing-the-digital-revolution/05CBA5A580E121D4F82045DA95ADE5BE
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/technological-innovations-in-mental-healthcare-harnessing-the-digital-revolution/05CBA5A580E121D4F82045DA95ADE5BE
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4029126/
https://link.springer.com/articles/
https://link.springer.com/articles/
https://doi.org/10.1186/s12889-021-11623-w
http://www.manuscriptmanager.com/sjphc
https://www-tandfonline-com.kuleuven.e-bronnen.be/doi/abs/10.1080/02813432.2019.1570612
https://www-tandfonline-com.kuleuven.e-bronnen.be/doi/abs/10.1080/02813432.2019.1570612
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7016304/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7016304/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6086749/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6086749/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4364096/
https://mhealth.jmir.org/2018/1/e26
https://mhealth.jmir.org/2018/1
https://mhealth.jmir.org/2018/1
https://implementationscience.biomedcentral.com/articles/
https://implementationscience.biomedcentral.com/articles/
https://doi.org/10.1186/s13012-022-01245-0

	﻿Healthcare providers’ perception of caring for older patients with depression and physical multimorbidity: insights from a focus group study
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Design and setting
	﻿Participants and recruitment
	﻿Eligibility criteria


	﻿Data collection
	﻿Data analysis
	﻿Results
	﻿Participants
	﻿Healthcare providers’ perceptions
	﻿Patient-centeredness
	﻿Interprofessional collaboration
	﻿Effective communication
	﻿Shared decision-making
	﻿Integrating technology in patient care
	﻿Pro-active care
	﻿Capacity building


	﻿Discussion
	﻿Conclusion
	﻿Annex
	﻿References


