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Rationale & Objective: Attention to geriatric im-
pairments is not routinely provided to older adults
receiving dialysis. Our objective was to identify
patient and personnel perspectives on experiences
with geriatric problems, unmet needs that may
affect a patient’s ability to maintain his or her
functional status, and preferences for design of a
geriatric model of care tailored to address the un-
met needs.

Study Design: Qualitative study using semi-
structured interviews and focus groups.

Setting & Participants: 14 hemodialysis patients
55 years and older and 24 dialysis unit personnel
(eg, nephrologists, nurses, patient care technicians,
and social workers) representing 5 dialysis units.

Analytical Approach: Content analysis to identify
themes reflecting unmet needs and design con-
siderations for a geriatric model of care for older
adults receiving dialysis.

Results: 4 themes (or unmet needs) identified from
both patient and personnel transcripts were: (1)
mobility, which referred to the insufficient mobility
assessment and transportation services; (2) med-
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ications, which referred to insufficient attention to
appropriate prescribing and medication self-
management; (3) social support, which referred
to insufficient support for activities of daily living
and emotional problems; and (4) communication,
which referred to insufficient patient-provider and
interprofessional communication, including data
transfer across separate health systems. Although
participants generally acknowledged that an
integrated model of care could result in benefits
across all 4 areas of unmet need, they noted that
the program design would need to minimize
disruption of current workflow and practices in
dialysis units.

Limitations: The findings may not be broadly
representative of all older adults receiving dialysis
and dialysis unit personnel.

Conclusions: There is insufficient attention to
mobility, medication management, social support,
and communication needs for older adults
receiving in-center hemodialysis. Addressing these
unmet needs in a geriatric model of care and
measuring its effectiveness are areas of future
research.
Adults 65 years and older make up nearly half the adult
US dialysis population. Because they commonly have

multiple comorbid conditions and geriatric impair-
ments,1,2 older adults receiving dialysis contribute to the
health system’s “high-cost, high-need” patients.3 Such
patients may benefit from clinical care consistent with the
approach of the World Health Organization (WHO) to
integrated health care for older adults. According to the
WHO, this integrated clinical care should involve a coor-
dinated effort among all health care providers to help older
adults improve or maintain functional status and prevent
adverse events.4 However, there are no systematic ap-
proaches to providing such integrated care to older adults
receiving dialysis.5

Outside the dialysis setting, geriatric models of care
have been integrated into primary care or geriatric spe-
cialty clinics to encompass the WHO approach and
improve functional outcomes and health care use for older
adults.6-9 For example, Geriatric Resources for Assessment
and Care of Elders (GRACE) is a model of care integrated
with primary care involving an advance practice provider
and social worker dyad who conduct in-home geriatric
assessment with management of common geriatric
conditions and care coordination across multiple pro-
viders.8 For a geriatric model of care to be provided for
older adults receiving dialysis, there must be consideration
of the unique challenges of end-stage kidney disease self-
management, hemodialysis treatment time, and dialysis
unit workflow. Some dialysis units have navigated these
challenges in patient-centered medical homes or End-Stage
Renal Disease Seamless Care Organizations value-based
care programs.10,11 However, more information is
needed to understand how a model of care similar to
GRACE could fill gaps in care for older adults receiving
dialysis.

We conducted a needs assessment using qualitative
methods to gain both patient and dialysis personnel per-
spectives on: (1) unmet needs that influence functional
status, and (2) adaptation of GRACE to address these un-
met needs.
METHODS

Study Design and Participant Population

We conducted this qualitative study with patients and
dialysis personnel between May and November 2018. We
approached patients enrolled in an observational study
involving longitudinal physical performance measures. For
that study, eligible patients were receiving in-center
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PLAIN-LANGUAGE SUMMARY
Older adults receiving dialysis commonly experience
geriatric problems, such as falls, limited mobility, pol-
ypharmacy, and cognitive deficits. These geriatric
problems are managed by geriatric assessment, which
involves a multidisciplinary team conducting a multi-
dimensional evaluation (eg, functional status, cogni-
tion, social support, mood, comorbid conditions, and
medications). Geriatric assessment is not routinely in-
tegrated into the dialysis setting; however, a multidis-
ciplinary care team is standard of care. In this qualitative
study, we interviewed patients and dialysis unit
personnel to identify opportunities to enhance geriatric
care provided by the dialysis care team. Patients and
personnel reported adverse events that stem from 4
unmet needs (or domains that need improvement):
mobility, medication management, social support, and
communication. These unmet needs provide a frame-
work for integrating geriatric assessment into the dial-
ysis setting.
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hemodialysis for at least 1 month and were 55 years or
older. Because kidney failure is associated with accelerated
aging and frailty is common in hemodialysis even in mid-
life,12,13 we used a younger age cut-point to capture pa-
tients who are at risk for functional decline. Patients were
ineligible if they were nonambulatory, had advanced de-
mentia, were non–English speaking, were in hospice care,
resided in long-term care, or were dependent in all basic
activities of daily living (ADLs). For this study, we pur-
posively sampled for patients with low, moderate, or high
Lawton instrumental ADL (IADL) scores (ie, high score
indicating patient reports independence with home activ-
ities such as meal preparation).14 We included dialysis
personnel who served in one of the following roles:
nephrologist, social worker, dietician, nurse manager,
nurse, and patient care technician. Both patients and
dialysis personnel were recruited from 5 dialysis units
proximate to Durham, NC, where the nephrologists also
serve as faculty at Duke University.

This study was approved by the Duke University Insti-
tutional Review Board (Pro00075802). We report our
study design and findings according to the Consolidated
Criteria for Reporting Qualitative Research (COREQ)
checklist (Table S1).15

Recruitment and Data Collection Procedures

Dialysis unit social workers distributed study recruitment
letters to potentially eligible patients. Patients who
expressed interest in participation were approached by a
research coordinator for the informed consent process.
Personnel were recruited through fliers posted in the staff
workroom and/or e-mail announcements. The study team
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arranged day and time for personnel focus groups with
those who wanted to participate. Informed consent for
personnel was conducted at the beginning of each focus
group.

For patients, semi-structured interviews were conduct-
ed at dialysis units by a research coordinator (J.R.) trained
in interviewing methodology. For personnel, focus groups
(or interviews) were conducted and moderated by an
experienced qualitative researcher (L.J.F.) at their work-
place (dialysis unit or office) during regular staff meeting
times. We planned focus groups with personnel to gain
insights from the interactive discussion of their individual
experiences. To ensure that perspectives from all focus
group participants were captured, we used a modified
nominal group technique (described next) and the
moderator attempted to balance participation with state-
ments such as “Who else has something to say?” Focus
groups with nephrologists were separate from focus
groups with other clinic personnel to avoid concerns about
traditional power dynamics. Interviewers (J.R. and L.J.F.)
were not employed by the dialysis units and had no prior
relationships with the patients or dialysis unit personnel.

To understand how a model of care similar to GRACE
could fit in the dialysis care setting, we asked both open-
ended and focused questions for perspectives in each of
3 specific categories: (1) lived experiences with specific
geriatric problems; (2) communication among patient,
caregiver, and health care providers (nephrology and pri-
mary care providers [PCPs]); and (3) program preferences.
We used a visual aid to demonstrate GRACE program
components (eg, medication review, mobility assessment,
emotional support, cognitive assessment, and care coordi-
nation) and probed for perceived benefits and preferences
(eg, home vs dialysis visits). To gain personnel perspectives
on their patients’ experiences, the focus groups started with
a modified nominal group technique with the question:
“What are the biggest threats to the well-being of older
dialysis patients?” After the list was generated, each person
was given 5 dot stickers to place next to the 5 threats they
viewed as most important.8 Full interview guides are
available as Items S1 and S2. Interviews and focus groups
lasted up to an hour and were audio recorded and tran-
scribed. Transcripts were not returned to participants for
review. We maintained field notes during interviews and
prepared memos after each interview.

Using a common approach for identifying saturation,16

coded transcripts and memos were reviewed for broad
themes at intervals to determine whether new themes were
identified. Through this process, we captured redundancy
in broad themes after 14 patient interviews irrespective of
IADL score. Although 4 focus groups can often yield the
most themes,17 there was not complete overlap in broad
themes after we conducted 4 personnel focus groups. As a
result, we conducted 3 personnel semi-structured in-
terviews that contributed to our understanding of the
broad themes.
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In addition to interviews, we obtained the following data
from patients and/or their dialysis unit medical records:
demographics (age, sex, and race), length of time receiving
dialysis, residence type, assistive device use, and comorbid
conditions (for Charlson Comorbidity Index), and Lawton
IADL score. We collected personnel demographics.

Data Analysis

We conducted descriptive statistics on participant charac-
teristics. From the modified nominal group technique, we
tallied votes for each unique concern and qualitatively
compared concerns across focus groups.18 Two experi-
enced qualitative researchers (R.H. and L.J.F.) conducted
the qualitative analysis using a content analysis theoretical
framework. To guide this content analyses, we used a
systematic multistage approach: (1) familiarization, (2)
identifying a conceptual framework, (3) indexing, (4)
charting and mapping, and (5) interpretation.19,20

Familiarization involved the research team (R.H. and
L.J.F.) reviewing 3 transcripts to become familiar with the
data. Using GRACE as the basis for our theoretical frame-
work, we developed our initial coding framework that
centered around identifying: (1) unmet needs among
older adults receiving dialysis and (2) current approaches
to care management among health care services (eg,
nephrology, primary care, and community resources). As a
result, this initial (a priori) coding framework included
patient needs, geriatric problems, and health care services
(full list in Item S3). We conducted line-by-line coding of
a single transcript. We met to discuss the transcript and
modify the initial coding framework. In the indexing
stage, we conducted line-by-line coding of the remaining
transcripts. Our coding included memos for each transcript
to annotate coders’ questions, decisions about the data,
and reflections on analysis. The annotations were discussed
at regular intervals to ensure consistency in coding. After
coding, we identified prominent themes (or unmet needs)
from the patient transcripts that suggest the root cause of
patient experiences and/or problems (eg, missed dialysis is
related to insufficient transportation).

In the charting and mapping stage, we grouped similar
codes into those themes and compared themes between
patients and dialysis personnel. We matched dialysis
personnel codes into the prominent themes identified
from patient transcripts when appropriate. Because level of
IADL independence affects unmet needs, we integrated
participant IADL score with charting summaries to
compare perspectives among those who had high (IADL
score range, 6-8), medium (IADL score range, 3-5), and
low scores (IADL score range, 0-2; most dependent).

In the interpretation stage, we identified major themes
and associated quotes to summarize the results. We pre-
sented findings to personnel participants for confirmation,
and there was no disagreement. We did not present a
summary of findings to patients because of concern for
excessive burden for recontacting them. NVivo 12 soft-
ware was used for qualitative data analysis.
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RESULTS

Cohort Characteristics

We included 38 participants, with 14 patients and 24
dialysis unit personnel (21 participated in focus groups
and 3 had semi-structured interviews; Table 1). Among
the 14 patients, mean age was 70.4 (SD, 5.5; range, 61-
80) years, 7 were women, and 10 were African American.
Most dialysis personnel interviewed were nurses or patient
care technicians (n = 12), followed by nephrologists
(n = 8).

Summary of Unmet Need Themes

The unmet needs prominent in both patient and
personnel transcripts were categorized into 4 interrelated
areas: mobility, medications, social support, and
communication. These 4 unmet needs were interrelated
because an unmet need in one area was often related to
an unmet need in another (eg, a patient with mobility
limitations may miss medications because of insufficient
social support for organizing medications; Fig 1).
Table 2 depicts the unmet need themes, subthemes, and
example quotes. We have described each theme and its
related subthemes next and differences between patient
and personnel perspectives, as well as differences in
patient perspectives by IADL score.

Mobility

Mobility Assessment
Most patients had a history of falls. Falls were commonly
preventable, resulting from postdialysis hypotension,
medications, and loss of balance, whereas others were
attributed to a predisposing factor (eg, neuropathy).
Subsequent to a fall, some patients endorsed using an as-
sistive device to be “careful” when they walk, having
physical therapy, and/or home modifications for fall pre-
vention. Despite home modifications, some patients
experienced falls and/or described they “couldn’t get up”
on their own after a fall. Rounding nephrologists noted
limited opportunities to address mobility disability because
they do not “see patients walk.” Although nurses often
recognized new gait abnormalities, they did not have a
plan for addressing the problem.

Transportation Services
Patients described challenges with transportation services
for travel to and from dialysis. These shared-ride services
often were missed by patients who did not hear the van
arrive or were moving too slowly to get to the van in time.
One patient expressed frustration that the van did not have
a handicap lift and the patient “had to try to get on myself”
while the driver “just stands there.” After treatments, some
patients experienced long waits for pick-up, leading to
missed meals and/or scheduled medication doses.
Personnel noted that missed transportation was a common
reason for missed treatments.
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Mobility

• Mobility Assessment
• Transportation Services 

Social Support

• IADL support
• Emotional support 

Medications

• Appropriate Prescribing
• Medication Management

Communication

• Patient-to-Provider
• Provider-to-Provider

Figure 1. Four primary unmet needs of older adults receiving
dialysis. Figure depicts the 4 domains of unmet needs in mobility,
medications, social support, and communication and their
related subthemes. Arrows emphasis the interrelatedness of
the 4 domains. Abbreviation: IADL, instrumental activities of daily
living.

Table 1. Participant Characteristics

Characteristic Mean (SD) or N (%)
Dialysis Patients (N= 14)

Age, y 70.4 (5.5)
Female sex 7 (50%)
Race
White 4 (29%)
African American 10 (71%)

Time on dialysis, y 3.1 (3.5)
Functional status
IADL 6-8 5 (36%)
IADL 3-5 6 (43%)
IADL 0-2 3 (21%)

Type of residence
Home 14 (100%)

Dialysis Unit Personnel (N= 24)

Participant type
Nurse, patient care technician 12 (50%)
Social worker or dietician 2 (8%)
Dietician 1(4%)
Nurse manager 1 (4%)
Physician 8 (33%)

Age, y 40.4 (10.8)
Female 14 (58%)
Race
White 11 (46%)
African American 6 (25%)
Othera 7 (29%)

Hispanic Ethnicity 2 (8%)
Note: Values for categorical variables are given as number (percent); values for
continuous variables are given as mean (standard deviation [SD]).
Abbreviation: IADL, instrumental activities of daily living.
aOther race includes Asian, Native American, Pacific Islander, Alaska native, or
race not reported by participant.
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Medications

Appropriate Prescribing
There were a few patients who received a prescription
from a non-nephrology provider with the wrong dose.
Example medications were insulin, opioids, gabapentin,
and clonidine. A few patients reported “checking” with
their nephrologist about new medications to avoid prob-
lems, but most did not. Nephrologists similarly expressed
concern that they were unable to detect inappropriate
prescribing because their patients were receiving medica-
tions from several other prescribers so the “med list at
[dialysis] is correct a small proportion of the time.”

Medication Management
Patients with medium to high IADL scores reported that
they were solely responsible for organizing and taking
their medications. Still, some patients reported an instance
of taking the wrong dose and experiencing significant side
effects (eg, opioid-induced sedation). In contrast, those
with low IADL scores had caregivers to prepare their pill
box. However, these patients commonly “don’t know
what they take” but recognize pills by their color. When
546
patients had limited medication knowledge, personnel
found it challenging to reconcile medications unless there
was an available caregiver. One dialysis nurse noticed that
some patients could not read and/or open pill bottles.

Social Support

IADL Support
Most patients had a family member who provided some
degree of IADL support and 1 reported having a home
aide. Still, some patients needed assistance with yard
work, house cleaning, shopping, and meal preparation.
Patients who were in a caregiver role reported that they
lacked sufficient support for themselves. Personnel
noticed that patients with ADL limitations tend to have
difficulty meeting diet and fluid intake recommendations
because of difficulty with food preparation and unhealthy
dietary choices. Personnel were concerned that older
patients who lived alone would have delayed recognition
of declining functional status, worsening hygiene, and/or
falls. They reported that ADL needs were difficult to meet
when “family members are working” and paid caregiving
services are inaccessible. One social worker described
engaging adult protective services when a patient was
“not able to take of care of themselves.”

Emotional Support
One patient described having “anguish” after watching
other patients in their dialysis unit decline and die.
This patient noted that he talks to others about it but
they cannot relate to the experience, so he anticipated
a need to see a mood specialist in the future. Another
experienced isolation: “some of my friends when I
was diagnosed with renal failure, walked away from
me.” Others were advised by their doctor to stay
positive about their disease because “people who get
Kidney Med Vol 2 | Iss 5 | September/October 2020



Table 2. Unmet Needs Themes, Subthemes, and Example Quotes

Subtheme Patient Quote Personnel Quote
Mobility

Mobility assessment “I ended up falling and I couldn’t get up…. And I
couldn’t reach my phone [so I waited] until she
finally came into my room, she saw I was on the
floor cause…when I fell I kind of like wrapped
myself like a pretzel and I couldn’t get up.” (Man
in his 70s with high IADL score)

“I just see them in the chair and you know, I have
often times been surprised seeing them in some
other part of the hospital and either they’re
more active than I think they are or less active,
so yeah, I do think that mobility, it’s certainly a
concern.” (Nephrologist)

Transportation services “Well, it’s okay. I had to stand my ground
because they kept sending a van, but no lift and
there’s 1 person can help me get up the van
with the steps because she helps me good, but
the other ones, no. The last one I had to have
her 3 times and she just stands out there and I
had to try to get on myself and then when I get
on she’s driving like maniac, I mean really, like
maniac. … the other day she told me, oh, you
have to put your bags on because my back
hurts. I said lady, I’ve been hurting more than
that so come on.” (Woman in her 70s with low
ADL score)

“So, they really don’t like waiting, when you
schedule a trip it’s not as if they just come 30
minutes you know, like 2 minutes right before
your ride comes they give you a window, you
have to be ready in that window. So, say your
dialysis appointment is at 12 o’clock but they
need to come and pick you up at you know,
11:15. They have to be ready you know, a little
earlier than what you might normally would be
ready if someone is driving you, so that’s
frustrating sometimes for patients. They will only
blow the horn and wait 5 minutes … if the
volume is low or they’re in the house they hear
the horn you know, they can’t move as fast as
they could when they were in their 30s to get to
the you know, outside in time for the van… It will
drive away.” (Social worker)

Medication

Appropriate prescribing “And then so, you know when you go to urgent
care and different places and you tell them your
doctor he’s supposed to always get a report
back …so I don’t know if he got it or not. All I
know is he didn’t take me off it and I didn’t have
sense enough to get off it.” (Woman in her 60s
with high IADL score)

“…the med list at the dialysis unit is correct a
small proportion of the time…. They have like 3
different med lists.” (Nephrologist)

Medication Management “And my wife had to help me do it because my
mind wasn’t functioning right, so I got my meds
all mixed up and when I was supposed to take
‘em from the morning to the evening and stuff
like that so she had to do ‘em for me.” (Man in
his 70s with high IADL score)
“I take this color and I take this little pill and that
color and that big horse pill, you understand?
So you know, at least I knew so now my only
worry, I knew what pills to take, I just had to
keep in my mind, have you taken your medicine
today or not cause I didn’t want to take it twice.”
(Woman in her 60s with high IADL score)

“The availability of medication, the cost in the
elderly. I have a hard time at times, a patient who
has Medicare as an elderly dialysis patient with
some supplemental insurance where we
basically struggle getting a [phosphorus] binder
paid for.” (Nephrologist)
“Being, I don’t know, my average patient is on
20 medicines or something like that and you
know, we tell them to take 3 of 1 pill, 4 of
another one at this and that time and you know,
when we go and review their labs you know, we
assume that they’re taking these and thus we
need to increase or decrease the medicines,
but the first question that needs to be assessed
is whether really, are they really taking them…
what their understanding of what they need [to
take is].” (Nephrologist)

Social Support

IADL support “…the things that when I’m at home that I’m not
able to do any more and of course I’ve accepted
it, but like for an example I can’t mow my grass
or ride my mower or run my tiller and have a
garden in my back yard.” (Man in his 80s with
medium IADL score)

“so I have reported it to APS before if there’s
some other issues going on in the home in
which I feel like you know, a patient is being
neglected or abused in any kind of way. We
have to report that. And then sometimes it’s not
necessarily a family member, it might be just a
patient just not able to take care of themselves.”
(Social worker)

Emotional support “Yeah, and they don’t address that [death] in
dialysis you know, they don’t have nobody - well
I guess they had a social worker you can talk to,
but it’s you know, and I guess the social worker
will talk to you, but and I’m sure that some
people do talk to the social worker about it
cause it will affect different people different

“Patients may appear to be a little bit more
solemn or depressed. Like I said, maybe they
used to come in smiling and could laugh and
joke but now they’re a little bit more quiet, they
don’t smile as much, or a lot of times they will
verbally say you know, I’m not sure how much
longer I’m gonna be here. This just doesn’t feel

(Continued)

Kidney Med Vol 2 | Iss 5 | September/October 2020 547

Hall et al



Table 2 (Cont'd). Unmet Needs Themes, Subthemes, and Example Quotes

Subtheme Patient Quote Personnel Quote
ways…and you try to be immune to it or get
hard or hard core about it, it’s something’s
that’s gonna happen you know, and I ain’t
saying you get used to it, you don’t.” (Man in his
70s with medium IADL score)

right or they start saying their goodbyes or they
start talking about death and making sure my
family is okay and having those types of
conversations with you in conjunction with you
know, you can see a physical decline” (Social
worker)

Communication

Patient-provider communication “Well, see what happen is, you see, what he
(nephrologist) does…he reads my report and
the only thing he does is check to see if
everything going as the prescription. You see,
somebody gave him a prescription for what I
was supposed to have done you know, and he
base his thing on what you know, what’s going
on you know. You see, most time, all he do is
adjust my weight up and down…I guess he got
to figure out…certain things you know, it’s just
so quick. You know, cause he got a hundred
some patients in here.” (Man in his 70s with
high IADL score)
“…The nurse ask you all the questions and the
doctors (PCP) come in and look at you, you
know, talk to you for 10 minutes and then he
gone on to the next patient you know, so. …
Yeah, well like I said, it change up so often, man
you know, this is no longer you know, this is who
your doctor is now you know, so the next time I
go it may be somebody different. Who knows.”
(Man in his 70s with medium IADL score)

“So for some of them it’s they have family that’s
involved with their care but the family might be
out of state. And so they actually aren’t
necessarily seeing the condition of the patient.
And so when you’re trying to communicate to
have, say a care plan meeting because their
cognitive abilities are declining. You know
sometimes [that’s] hard you know to have those
discussions because they’re not seeing the
patient.” (Nephrologist)

Interprofessional communication “The only thing that they’re (the PCP]) not
getting is the lab work from [dialysis]. It doesn’t
filter into the [medical record]. … I think that
should be, cause I don’t want to be stuck here
taking my blood, they’re taking it and then I go
over there, and I actually will be stuck because
they don’t have the feedback from [dialysis].”
(Woman in her 70s with medium IADL score)

“so the primary care person…recently for
instance [sent a message through the
electronic medical record to] us about a med,
but we don’t routinely know when the patient
went to their PCP], because they don't…
communicate with us you know, and frankly we
don't communicate with them. I try to tell them
when they tell me they're gonna go see this
doctor, that doctor, I say well here, take your run
sheet, it has all this good information on it …”
(Nephrologist)
“We can fax like lab results and treatment
sheets and stuff like that to the doctors if they're
requesting as long as they have the medical
release but typically we don't.” (Nurse)

Abbreviations: ADL, activities of daily living; IADL, instrumental activities of daily living; PCP, primary care provider.
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depressed and worry… get heart attacks.” Personnel recog-
nized that mood changes, such as irritability or tearfulness,
seemed to co-occur as with declines in physical health.
Personnel endorsed the availability of social workers to
address psychological concerns; however, they noticed that
some patients with concerning symptoms do not want to
talk about their emotions at dialysis.

Communication

Patient-Provider Communication
Some patients reported that PCPs are in a hurry or they do
not want to see the patient frequently enough to “get to
know me.” Some patients mentioned that visits with their
nephrologists during dialysis are also short. Patients re-
ported that these brief visits were used to discuss
548
interactions with other providers (eg, new medication and
upcoming procedure). Nephrologists also viewed limited
time with patients, along with lack of privacy, as an
important reason for these patients to “actually have a
PCP.” However, they acknowledged that some patients
“think the nephrologist is their PCP.” Dialysis nurses and
patient care technicians have more face-to-face time with
patients, but patients may not open up about their con-
cerns. If there was a new health concern, personnel found
it challenging to reach and engage family, especially if they
are working or live in another state.

Interprofessional Communication
Most patients were confident that communication between
their physicians (primary care and nephrology) was
Kidney Med Vol 2 | Iss 5 | September/October 2020
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sufficient, especially when affiliated with the same health
system; however, they wished that laboratory data would
transfer to avoid repeated needlesticks. In contrast, ne-
phrologists expressed concern that they received incom-
plete data from external health systems, leading to unmet
clinical needs (eg, missed intravenous antibiotic adminis-
tration with dialysis). Aware of the information gap, one
nephrologist advised patients to “take your run sheet”
(flow sheet of dialysis prescription, blood pressures, and
weights) to their other appointments.
Unique Concerns Raised by Personnel

In the modified nominal group technique, prominent
themes (or themes discussed in at least 3 of 4 focus groups
or had the highest votes) were consistent with the major
themes discussed above: loss of independence, medication
problems, and transportation problems. One concern
seldom discussed by patients but frequently raised during
the nominal group technique was limited finances. Spe-
cifically, personnel noted that older patients’ lack of
financial resources led to insufficient social support (eg,
inability to access costly medications). Another concern
discussed more by personnel than patients was their
recognition of cognitive decline over time. Although
cognition was not routinely assessed, decline was
frequently inferred from “seeing people starting to fade,”
forgetfulness, changes in hygiene, and difficulty under-
standing and taking their medications.

Input on Geriatric Model of Care Design

Patients with low IADL scores were receptive to having a
care team “review your medications, check in on your
ability to do things at home, check in your emotions,
check on your thinking ability… and coordinate care with
your doctors.” When asked, “what things do you not like
about it?” they generally answered “nothing.” However, a
few patients with high or medium IADL scores did not see
a need for assistance now, but maybe in the future. One
patient emphasized that an important benefit would be to
help patients “not be depressed.” Personnel mentioned
several potential benefits, including an ability to “take care
of the whole patient,” improvement in self-management
(eg, fluid and diet restrictions), and IADL support. They
noted that the advance practice provider and social worker
dyad had the potential to improve socialization for “the
value of relationships,” patient education, and care coor-
dination such that “patient care be a little bit more
consistent because you’ll have that person that can give
historically what is going on with that patient.” Some
thought it could prevent hospitalizations.

Regarding concerns about implementation, several
personnel highlighted that the proposed care team should
not visit patients during dialysis because of limited privacy,
“hectic pace,” and unexpected complications. A few pa-
tients had similar concerns, noting lack of privacy during
dialysis, while others were open to the dialysis unit
Kidney Med Vol 2 | Iss 5 | September/October 2020
because they are “already here” and wish to avoid addi-
tional appointments. Some personnel expressed concern
that “the system is overloaded” with patients with unmet
needs, and there is limited supply of local resources (ie,
personnel or community organizations) to meet those
needs. Because a new program could alter workflow and
staffing, personnel suggested that it would be necessary to
have separate personnel deliver the program. They advised
that there would be more adoption of the program if it did
not add to their current workload and was seamlessly in-
tegrated (eg, incorporated into existing meetings and
electronic medical records).
DISCUSSION

We conducted a qualitative study with older adults
receiving in-center hemodialysis and dialysis personnel to
elucidate how their experiences with geriatric problems
highlight unmet care needs. The 4 interrelated unmet
needs were: (1) mobility, (2) medications, (3) social
support, and (4) communication. In addition, we found
that personnel were concerned about the impact of limited
finances and cognitive impairment on the older patient’s
well-being. Although participants had favorable comments
regarding a geriatric model of care, some were cautious
about its impact on workflow and potential demand
exceeding available resources. Overall, these findings
highlight the critical gaps and opportunities for a geriatric
model of care tailored for older adults receiving in-center
hemodialysis.

Our work builds on prior studies of patient experiences
with hemodialysis in identifying areas for improvement in
dialysis care. Consistent with a summary of qualitative
studies,21 our participants described developing a need for
assistance from others, the emotional impact of life
receiving dialysis, and the value of relationship and
communication with their providers. In 2 studies specific
to older adults receiving dialysis,22,23 support with med-
ications or mobility impairment were identified as key
needs. Our study builds on this existing knowledge by
incorporating dialysis personnel perspectives. Their per-
spectives not only confirm the unmet needs identified
from patient experiences but also reveal how dialysis
personnel are often frustrated by their inability to easily
identify or intervene when geriatric problems develop.
Although the unmet needs are not unique to the older
dialysis population, our study demonstrates that these
needs persist despite the multidisciplinary dialysis care
team and frequent exposure to the health care system.

Our findings inform design elements for adapting
GRACE for older adults receiving dialysis. The adaptation
would involve a dedicated advance practice provider and
social worker dyad conducting geriatric assessment, with
emphasis on mobility assessment, medication appropri-
ateness assessment and reconciliation, and age-appropriate
depression screening. This dyad could make recommen-
dations to the nephrologist and put those
549



Box 1. Recommendations for Meeting Unmet Needs in Older
Adults Receiving Dialysis

Unmet Need Recommendation
Mobility Routine home environment assessment for

falls
Address other fall risk factors (eg,
medications,
Orthostasis, vision impairment)
Promote physical activity
Address transportation issues

Medications Routine medication reconciliation and
education
Systematic reporting of medication
additions and changes

Social support Routine age-appropriate depression
screening
Available counseling and IADL support

Communication Increase frequency/length of visits as
needed
Enhanced data transfer across health
systems

Abbreviation: IADL, instrumental activities of daily living

Hall et al
recommendations into action (eg, prescription and ar-
ranging consultation). Working closely with the existing
dialysis multidisciplinary care team, the dyad could alle-
viate communication concerns by serving as a liaison be-
tween patients, family caregivers, the dialysis unit, and
other providers. Because GRACE has demonstrated cost-
effectiveness and efficacy in improving quality of life and
decreasing hospitalizations for low-income community-
dwelling older adults,8,24 there is a need for a pilot study
to test the feasibility of GRACE for the dialysis setting.

We provide recommendations for dialysis units to
implement changes to address the 4 unmet needs (Box 1).
These recommendations include assessment and manage-
ment of falls risk, medication problems, and social support
concerns, as well as standardized approaches to data
transfer with PCPs. Implementation of activities in these
areas of unmet need is essential to address what matters
most to older adults receiving dialysis.25 The Institute for
Healthcare Improvement has resources to facilitate quality
improvement efforts toward age-friendly health systems.26

Efforts to address these unmet needs have the potential to
improve both quality of life and hospitalization rates.

Our findings should be interpreted with consideration
of the following limitations. First, we did not design a
study to capture perspectives from caregivers, other health
care providers, or a larger sample of dialysis social
workers. Second, our study has limited generalizability to
other geographic regions and care settings not affiliated
with academic medical centers and/or siloed electronic
medical records. Patients receiving peritoneal dialysis or
home hemodialysis may experience additional unmet
needs. Last, responses from patients and personnel may
have been constrained because of privacy concerns and/or
social desirability bias.

In summary, this qualitative study of experiences of
geriatric problems identifies 4 unmet needs among older
adults receiving in-center hemodialysis: mobility, medi-
cations, social support, and communication. Efforts to
meet these needs should provide more age-friendly care to
this vulnerable population.
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